Digitized  by  the  Internet  Archive 
in  2016  with  funding  from 

The  National  Endowment  for  the  Humanities  and  the  Arcadia  Fund 


https://archive.org/details/ohiostatemedical7511ohio 


JANUARY  1979 

Volume  75,  Number  1 


XJ*Es  LIBRARY 

f F Maryland 

sMO  RE 


CIRCULATE 


’IS  3N33HQ  *S  III 
an  30N3I0S  Hnv3H/*idaa  stvih3s 
QNV1AHVW  30  AlISHSAINn 


STATE 


PUBLISHED  BY  THE  -QHIO  STATE  MEDICAL  ASSOCIATION 

I .... - - — — * — — i ■■■■■ 


UNIVEKSITV  Oh  MARYLAND 
^ BALTiMORg  _ 


J HARRY  MOSHER,  CLU 
VICE  PRESIDENT 


CONSULT  WITH . . . 

The  Professionals! 

These  T&S  representatives  provide  professional  ser- 
vice throughout  the  state  to  members  of  The  Ohio 
State  Medical  Association. 


JIM  LEWIS 
COLUMBUS 


SHERRY  RAMSEY 
COLUMBUS 


ED  GIACO 
CLEVELAND 


Feel  free  to  call  the  Turner  and  Shepard  office  near- 


est you  for  insurance  counseling,  advice,  or  informa- 
tion on  the  Association-sponsored  coverages  which 


we  administer. 

• Group  Term  Life  Plan 

• Disability  Income  Protection  Plan 

(co-sponsored  with  many 
local  medical  societies) 


A 


TURNER  & SHEPARD,  inc. 


AFFILIATED  WITH  ALEXANDER  &.  ALEXANDER,  INC. 


Columbus.  Ohio  43215 
Akron.  Ohio  44313 
Cincinnati,  Ohio  45241 
Cleveland  Ohio  44 1 34 
Toledo.  Ohio  43606 


1 7 South  High  Street 
3090  West  Market  Street 
4015  Executive  Park  Drive 
1 440  Snow  Road 
3450  West  Central  Avenue 


Phone  (614)  228-61  15 
Phone  (216)  434-5000 
Phone  (513)  563  4220 
Phone  (216)  741  4466 
Phone  (419)  535-0616 


JOE  VOLZ 
CINCINNATI 


MAURY  JONES,  CLU 
CINCINNATI 


OHI 

STA 


News 


Attend  First  Ohio  Conference 
on  the  Impaired  Physician 

The  First  Ohio  Conference  on  the  Impaired  Phy- 
sician— Reaching  Out  for  HELP  and  HOPE — will  be 
held  March  17-18,  1979  at  the  Hilton  Inn-North,  Worth- 
ington. The  conference  is  sponsored  by  the  Ohio  State 
Medical  Association,  OSMA  Auxiliary,  Ohio  Hospital 
Association,  and  Ohio  Osteopathic  Association. 

The  conference  will  include  sessions  on  identifying, 
confronting,  and  convincing  the  impaired  physician  that 
he/she  has  a serious  problem.  Workshops  will  stress  pro- 
grams of  county  medical  societies  and  hospital  medical 
staffs,  the  physician’s  family,  and  economic  and  readjust- 
ment problems  of  the  recovering  physician. 

Perry  R.  Ayres,  M.D.,  Columbus,  Chairman,  OSMA 
Physician  Effectiveness  Program,  and  Robert  D.  Clinger, 
OSMA  Associate  Executive  Director,  are  organizing  the 
conference.  For  program  details  and  information  on  regis- 
tration and  accommodations,  contact  the  OSMA  Physician 
Effectiveness  Program,  600  S.  High  Street,  Columbus 
43215,  telephone:  614/228-6971. 

County  medical  societies  and  hospital  staffs  are  urged 
to  send  representatives  to  this  meeting. 


AMA  to  Fight  Ethics  Ruling 

The  American  Medical  Association  will  appeal  a 
ruling  by  a Federal  Trade  Commission  (FTC)  admini- 
strative law  judge  that  charges  the  Association  with  re- 
straining physician  advertising  and  physician  participation 
in  certain  health  delivery  systems.  The  ruling  against  the 
AMA,  Connecticut  State  Medical  Society,  and  New 
Haven  County  Medical  Association  states  that  the  AMA 
will  be  “permitted”  to  set  ethical  guidelines  for  members 
“after  first  obtaining  the  permission  and  approval  of  the 
FTC.” 

Robert  B.  Hunter,  M.D.,  Chairman,  AMA  Board  of 
Trustees,  noted  that  it  was  clear  throughout  the  pro- 
ceedings that  the  AMA  is  in  favor  of  physician  advertising 
and  a free  flow  of  public  information. 

“We  are  opposed  to  false  and  misleading  advertising 
and  its  adverse  impact  on  the  quality  of  health  care  avail- 
able to  patients,”  he  stated. 

Dr.  Hunter  also  pointed  out  that  the  AMA  has  con- 
sistently supported  the  development  of  a variety  of  de- 
livery systems  in  the  free  market  and  efforts  to  determine 
which  programs  are  truly  effective. 

The  ruling  has  not  been  approved  by  the  full  Com- 
mission. If  approved,  the  AMA  will  appeal  the  ruling  to 
the  Commission  and  through  the  courts  to  the  Supreme 
Court,  if  necessary. 


Immunization  Program  Successful 

The  1978  immunization  efforts  for  Ohio’s  kinder- 
garten pupils  have  been  most  successful.  In  1977,  86% 
of  Ohio’s  kindergarten  pupils  had  been  immunized.  In 
1978,  this  figure  rose  to  93.7%.  Of  the  88  counties  in 
Ohio,  15  reached  98-100  percent  immunization  of  the 
kindergarten  population  in  those  counties.  All  but  four 
counties  (two  additional  counties  had  not  reported) 
achieved  immunization  levels  in  excess  of  90%. 

In  Ohio’s  largest  cities,  88%  or  more  of  the  kinder- 
garten pupils  were  immunized.  In  some  cities,  the  increase 
in  immunizations  was  dramatic,  for  example,  Toledo — 
66%  in  1977  to  94%  in  1978,  and  Cleveland — 68%  to 
94%.  Akron  succeeded  in  immunizing  all  kindergarten 
pupils. 

In  1979,  the  Statewide  Immunization  Advisory  Com- 
mittee will  target  increased  immunization  levels  among 
preschool  children  in  the  state  welfare  system,  with  em- 
phasis on  those  enrolled  in  day-care  centers.  Efforts  also 
will  be  made  to  reach  children  in  the  education  system  of 
the  Division  of  Mental  Retardation,  Ohio  Department  of 
Mental  Health  and  Mental  Retardation. 


Medical  Board  Acdvities 

The  following  is  a list  of  activities  and  actions 

undertaken  from  November  1,  1978  to  November 
1978  by  the  Ohio  State  Medical  Board. 

LICENSURE  ACTIVITY 

30, 

American  and  Canadian  Graduates 

Licensed  by  Endorsement  

.M.D. 

39 

D.O. 

8 

Licensed  by  Examination  

.M.D. 

0 

Foreign  Medical  School  Graduates 

D.O. 

0 

Licensed  by  Endorsement  

21 

Licensed  by  Examination  

0 

Sept.  1972  FLEX  Board  Policy  Licenses  

0 

Endorsements  to  Other  States 

.M.D. 

29 

D.O. 

1 

ENFORCEMENT  ACTIVITY 

Formal  Citations  Issued  

Board  Office  Visits  with  Individuals  in  Alleged 

0 

Violation  of  the  Medical  Practice  Act  

4 

Voluntary  Surrenders  of  Medical  Certificates  . . . 

1 

Arrests  for  Alleged  Illegal  Practice  of  Medicine 
Formal  Hearings  on  Alleged  Violations  of  the 

0 

Medical  Practice  Act 

1 

(News  continued  on  page  50) 


Announcing  the  . . . 

1979  Ohio  State  Medical  Journal  Photographic  Exhibit 

The  Ohio  State  Medical  Journal  is  sponsoring  its  second  juried-and- judged  photographic  ex- 
hibit. Unlike  the  1978  exhibit,  the  1979  Ohio  State  Medical  Journal  Photographic  Exhibit  is  open 
to  physicians  and  their  spouses.  Those  persons  submitting  winning  entries  will  receive  awards  at  the 
1979  OSMA  Annual  Meeting,  Columbus,  where  the  entries  will  be  displayed.  Subsequently,  win- 
ning entries  may  be  published  in  The  Journal. 

Photographs  may  be  entered  in  two  divisions:  (1)  BLACK  AND  WHITE  and  (2)  COLOR. 
Each  division  has  two  categories:  (1)  GENERAL  and  (2)  SCIENTIFIC. 

Entries  must  be  in  print  form  (8"  x 10"  or  11"  x 14"  in  size)  and  should  be  mounted  on  print 
board  or  otherwise  submitted  for  ease  of  display  on  a peg  board.  Photographs  must  be  previously 
unpublished,  and  right  to  publish  the  photograph  must  be  given  to  The  Journal  at  the  time  the 
photograph  is  entered  in  the  exhibit. 

The  Lima  Art  Association  has  requested  a winter  date  to  display  the  1979  journal  Photo- 
graphic Exhibit,  so  entries  will  be  retained  through  that  time  unless  the  entrant  requests  prior  re- 
turn of  his/her  photograph  on  the  entry  form. 

An  OSMA  member  or  spouse  may  submit  as  many  entries  as  he/she  wishes.  Each  entry  must 
be  accompanied  by  an  entry  form  and  a $5  entry  fee.  Entries  should  be  mailed  or  hand  carried  to 
The  Journal  Office. 

All  entries  must  be  received  by  The  Journal  Office  no  later  than  March  30,  1979. 


1979  THE  OHIO  STATE  MEDICAL  JOURNAL  PHOTOGRAPHIC  EXHIBIT 

ENTRY  FORM 

NAME . _ IF  NONMEMBER,  SPOUSE'S  NAME 

STREET , 

CITY __ STATE ZIP  CODE COUNTY 

DIVISION:  Black  and  White __  Color, 

CATEGORY:  General , . Scientific 

PROCESSING  & PRINTING:  Professional Self 

INFORMATION  ABOUT  PHOTOGRAPH  (p  rovide  as  much  as  possible): 

Camera Lens . Aperture 

Speed . Film  Type 

Subject Date Time  of  Day 

Title  of  Photograph l 

I GIVE  THE  JOURNAL  PUBLICATION  RIGHTS  TO  THIS  PHOTOGRAPH.  I CERTIFY  THAT  THIS  PHOTOGRAPH 
HAS  NOT  BEEN  PUBLISHED  PREVIOUSLY  AND  THAT  I WILL  NOT  SUBMIT  IT  FOR  PUBLICATION  ELSEWHERE 
PENDING  THE  JUDGING  OF  THE  PHOTOGRAPHIC  EXHIBIT.  ALSO,  I CERTIFY  THAT  ANY  PERSON(S)  PIC- 
TURED HAVE  GIVEN  ME  AUTHORIZATION  TO  ALLOW  PUBLICATION  OF  HIS/HER  PHOTOGRAPH. 

(sign) 

My  photograph  may  be  retained  for  post-Annual  Meeting  display.  Fd  yes  Q no 

Mail  or  hand  carry  the  photograph,  entry  form,  and  $5  entry  fee  (make  checks  payable  to  The  Ohio  State  Medical 
Journal)  to:  The  Ohio  State  Medical  Journal  Photographic  Exhibit,  600  South  High  Street,  Columbus,  Ohio  43215. 

All  entries  must  he  received  no  later  than  March  30,  1979. 

Please  be  sure  the  photograph  is  securely  wrapped  to  avoid  bending. 


Clinical  and  Scientific  Articles 

TREATMENT  OF  IMPOTENCE  WITH  AN  INFLATABLE  PENILE  PROSTHESIS  9 

Drogo  K.  Montague,  M.D.;  Clarence  B.  Hewitt,  M.D.; 
and  Bruce  H.  Stewart,  M.D.,  Cleveland 

HEMOGLOBIN  LEVELS  AND 

NUTRITIONAL  IRON  REQUIREMENTS  IN  COLLEGE  RUNNERS  13 

Noel  J.  Watson,  M.D.,  Germantown 

SUPPORT  GROUPS  FOR  MEDICAL  STUDENTS  IN  INITIAL  CLERKSHIPS  17 

Phillip  J.  Resnick,  M.D.,  and  Marcie  Z.  Wile,  Ph . D . , Cleveland 

SARCOMA.  THE  PLACE  FOR  CHEMOTHERAPY  AND  IMMUNOTHERAPY  21 

David  J.  T.  Webster,  M.D.,  Ch.B.,  Cardiff,  Wales,  and 
John  P.  Minton,  M.D.,  Ph.D.,  Columbus 

ADENOCARCINOMA  OF  THE  LUNG: 

PERICARDIAL  TAMPONADE  AS  THE  MAJOR  PRESENTING  FEATURE  25 

Thomas  E.  Damuth,  M.D.;  Charles  A.  Bush,  M.D.; 
and  Carl  V.  Leier,  M.D.,  Columbus 


Special 

FACES  IN  THE  CROWD,  NOVEMBER  29,  1978  28 

Photographs  by  Linda  A.  Porterfield,  Columbus 

REPORT  OF  SELECTED  ACTIONS  TAKEN  BY  THE 

AMA  HOUSE  OF  DELEGATES,  DECEMBER  3-6,  1978  32 

H.  William  Porterfield,  M.D.,  Columbus,  Delegate, 
and  Linda  A.  Porterfield,  Columbus 
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COVER:  Patricia  A.  Foust,  M.D.,  Bolivar,  received  an  Outstanding  Entry  Award  in  the  1978 
Journal  Photographic  Exhibit  for  this  picture.  Dr.  Foust  snapped  the  picture  from  the  east 
rim  of  the  Grand  Canyon  during  late  afternoon  one  day  in  1973.  She  used  an  Argus  C3 
camera  (lens:  50mm  Cintar,  aperture:  F8,  speed:  1/50)  and  Kodachrome  II  - Daylight  film. 
The  photograph  is  entitled  "God's  Painting." 


Copyright  1979.  The  Ohio  State  Medical  Association.  All  material  subject  to  this  copyright  may  be  photocopied  for 
the  noncommercial  purpose  of  scientific  or  educational  advancement. 


The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  tor  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

The  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*The  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 
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Motrin  4TO  fra 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 


Motrin  ■ : 

ibupofen,  Upjohn 


Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogemc 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*,  epigastric  pain*, 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness*,  headache,  nervousness.  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t.i.d.  or  q.i.d.  Do 
not  exceed  2400  mg  per  day 

How  Supplied 
Motrin  Tablets,  300  mg  (white) 

Bottles  of  60 
Bottles  of  500 

Motrin  Tablets.  400  mg  (orange) 

Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 
Caution:  Federal  law  prohibits  dispensing  without  prescription. 
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Treatment  of  Impotence  with  an 
Inflatable  Penile  Prosthesis 


Drogo  K.  Montague,  M.D. 
Clarence  B.  Hewitt,  M.D. 
Bruce  H.  Stewart,  M.D. 


In  the  past  18  months,  17  patients  have  had  an  inflatable 
penile  prosthesis  implanted  for  the  treatment  of  organic 
erectile  impotence.  Sixteen  of  the  patients  currently  have 
prostheses  functioning  satisfactorily.  One  patient  had  a 
prosthesis  removed  because  of  infection  two  months  after 
implantation.  Two  of  the  remaining  patients  have  had 
reoperations  for  mechanical  failure  of  the  device.  Follow- 
up has  been  18  months  for  three  patients,  12  to  13  months 
for  four  patients,  and  6 to  10  months  for  three  patients. 
Six  of  the  16  patients  with  functioning  prostheses  have 
been  followed  for  four  months  or  less. 


HE  SURGICAL  TREATMENT  for  male  erectile 
impotence  has  received  significant  attention  only  in 
the  last  15  years.  In  1964,  Lash  and  associates  described 
the  use  of  a silicone  prosthesis  for  the  treatment  of  impo- 
tence associated  with  Peyronie’s  disease.1  In  1967,  Pear- 
man  popularized  the  use  of  a similar  prosthesis  implanted 
between  Buck’s  fascia  and  the  tunica  albuginea  dorsally  in 
the  shaft  of  the  penis.2  This  single  midline  rod  prosthesis, 
limited  to  the  shaft  of  the  penis,  permitted  satisfactory 
vaginal  penetration  in  the  majority  of  patients  in  whom 
it  was  implanted.  However,  a significant  advance  occurred 
when  Small  and  Carrion  introduced  a new  device  consist- 
ing of  two  semi-rigid  silicone  prostheses  implanted  be- 
neath the  tunica  albuginea  of  each  corpus  cavernosum.3 
The  proximal  ends  of  this  prosthesis  extended  into  the 
perineal  portion  of  the  erectile  bodies,  and  the  distal  ends 
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extended  out  to  the  glans  penis.  This  resulted  in  a more 
natural-looking  and  functioning  artificial  erection. 

In  1973,  Scott,  Bradley,  and  Timm  described  their 
initial  results  with  an  inflatable  penile  prosthesis.4  Such  a 
prosthesis  has  the  obvious  advantage  that  an  erection  is 
obtained  only  when  the  patient  desires  one,  and  following 
sexual  activity,  the  device  can  be  deflated  with  the  penis 
resuming  a normal  flaccid  appearance. 

This  report  summarizes  our  experience  with  the  use 
of  this  inflatable  device  in  17  patients  with  organic  erectile 
impotence. 

Methods 

Patients  for  this  operation  were  selected  from  a group 
of  patients  known  to  have  diseases  frequently  associated 
with  organic  erectile  impotence  (Table  1).  In  addition, 
the  diagnosis  of  organic  impotence  was  established  further 
by  a sexual  history  from  each  patient  revealing  absence  of 
erectile  activity  during  masturbation  as  well  as  absence  of 
nocturnal  and  early  morning  erections.  Ages  of  patients 
in  our  group  are  listed  in  Table  2. 

The  Scott  penile  prosthesis  (Fig.  1)  is  made  of  sili- 
cone rubber  and  consists  of  four  parts  which  are  inter- 
connected with  silicone  tubing.  There  are  two  inflatable 
penile  cylinders  which  are  implanted  beneath  the  tunica 
albuginea  of  each  corpus  cavernosum.  Each  of  these 
cylinders  is  connected  to  an  inflation-deflation  device 
implanted  subcutaneously  in  the  scrotum.  This  inflation- 
deflation  device,  in  turn,  is  connected  to  a fluid  reservoir 
which  is  placed  behind  one  of  the  rectus  muscles.  This 
entire  prosthesis  is  filled  with  25%  Hypaque  solution  and 
is  implanted  through  a lower-abdominal  midline  incision. 
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No  incisions  are  made  into  the  penis,  scrotum,  or 
perineum. 

The  postoperative  appearance  of  a patient  with  a 
Scott  penile  prosthesis  in  the  nonerect  state  is  shown  in 
Figure  2.  When  the  patient  wishes  to  have  an  erection, 
he  repetitively  squeezes  and  releases  the  inflation  bulb 
located  subcutaneously  in  one  side  of  the  scrotum.  Each 
squeeze  of  the  bulb  transfers  fluid  from  the  bulb  into  each 
of  the  two  penile  cylinders.  When  the  bulb  is  released,  it 
passively  refills  with  fluid  from  the  reservoir.  The  patient 
repeats  this  maneuver  until  the  desired  degree  of  erection 
has  taken  place  (Fig.  3).  When  the  patient  no  longer 
wishes  to  have  the  erection,  he  depresses  the  small  release 
valve  located  at  the  inferior  portion  of  the  inflation  bulb 
and  the  fluid,  which  is  under  pressure  in  the  penile 
cylinders,  passively  flows  back  into  the  reservoir. 

Results 

Follow-up  has  been  18  months  for  three  patients,  12 
to  13  months  for  four  patients,  six  to  ten  months  for  three 
patients,  and  one  to  four  months  for  six  of  them.  (See 
Table  3).  Currently,  the  prostheses  in  the  remaining  16 
patients  are  functioning  satisfactorily,  however,  two  of 
these  patients  had  reoperations  because  of  mechanical 
difficulties.  One  patient  had  a leak  from  his  reservoir  ten 
months  after  implantation;  the  reservoir  was  successfully 
replaced.  Another  patient  had  repair  of  a tubing  kink  one 
month  after  implantation;  this  same  patient  developed  a 
cylinder  leak  nine  months  later  and  replacement  of  the 
cylinder  was  successful. 

Discussion 

The  inflatable  penile  prosthesis  allows  the  patient  to 
control  the  presence  and  absence  of  an  erection;  it  also 


Table  1.  Etiology  of  Impotence 


Etiology 

No.  of 
Patients 

Diabetes  mellitus 

9 

Trauma 

3 

Cystectomy 

2 

Vascular 

1 

Myelopathy 

1 

Pelvic  tumor 

1 

17 

Table 

2. 

Age  Ranges  of  Patients 

No.  of 

Years 

Patients 

20 

to 

29 

2 

30 

to 

39 

2 

40 

to 

49 

4 

50 

to 

59 

8 

60 

to 

69 

1 

17 

Fig.  1.  The  Scott  inflatable  prosthesis. 


Fig.  2.  Patient  with  a Scott  penile  prosthesis  in  the  flaccid  state. 
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Table  3.  Length  of  Follow-up 


No.  of 

Months 

Patients 

18 

3 

12  to  13 

4 

6 to  10 

3 

1 to  4 

6 

Fig.  3.  Patient  with  a Scott  penile  prosthesis  in  the  erect  state. 


allows  him  to  control  the  degree  of  firmness  of  the  erec- 
tion. The  noninflatable  prosthesis  usually  can  be  con- 
cealed beneath  ordinary  clothing,  however,  the  permanent 
erection  it  produces  may  be  a problem  for  the  man  who  is 
undressed  in  locker  room  situations.  An  additional  advan- 
tage of  the  inflatable  penile  prosthesis  concerns  its  use  in 
men  with  borderline  prostatism.  Prostatectomy  in  such 
patients  prior  to  implantation  of  the  prosthesis  is  desirable 
if  a noninflatable  device  will  be  employed;  this  is  not 
necessary  for  patients  receiving  the  inflatable  prosthesis. 

A disadvantage  of  the  inflatable  penile  prosthesis  is 
the  greater  possibility  of  mechanical  failure  due  to  mal- 
function of  the  pump  or  valves,  tubing  kinks,  or  leaks  in 
the  system.  As  of  now,  this  has  been  a problem  in  only 
a relatively  few  patients. 

A major  problem  associated  with  the  use  of  any 
penile  prosthesis  is  infection.  If  infection  results  from  the 
surgical  implantation,  it  usually  is  necessary  to  remove  the 
prosthesis.  To  date,  experience  with  the  Scott  penile  pros- 


thesis does  not  reveal  an  infection  rate  significantly 
greater  than  that  observed  with  the  use  of  noninflatable 
penile  prostheses. 

The  majority  of  men  suffering  from  erectile  impo- 
tence have  impotence  related  to  functional  factors.  At 
present,  we  feel  that  functional  impotence  is  best  treated 
in  the  types  of  sexual  dysfunction  treatment  programs  as 
those  described  by  Masters  and  Johnson.5  These  treat- 
ments result  in  a reestablishment  of  physiological  sexual 
function  in  a majority  of  patients,  however,  not  all  pa- 
tients receiving  this  treatment  regain  their  potency.  We 
feel  that  those  who  remain  impotent  after  undergoing  the 
treatment  should  be  considered  candidates  for  surgical 
treatment  with  a penile  prosthesis,  provided  they  undergo 
psychiatric  examination  and  are  not  found  to  have  sig- 
nificant emotional  or  thought  disorders.  Currently,  we 
have  a number  of  patients  in  sexual  dysfunction  treatment 
programs,  and  we  may  implant  prostheses  in  some  of  these 
patients  if  they  fail  to  regain  their  potency. 

Summary 

This  report  concerns  our  experience  with  the  use  of 
the  Scott  inflatable  penile  prosthesis  for  the  treatment  of 
organic  erectile  impotence  in  17  patients.  Sixteen  patients 
currently  have  satisfactory  sexual  function.  One  patient 
has  had  two  reoperations  for  mechanical  failure  of  the 
device;  another  has  had  one  reoperation;  and  one  patient 
had  his  prosthesis  removed  because  of  infection.  Follow-up 
is  from  1 to  18  months. 

We  feel  that  the  Scott  inflatable  penile  prosthesis  is 
the  most  physiologic  method  of  restoring  potency  in  pa- 
tients with  organic  impotence.  Patient  acceptance  of  this 
device  has  been  excellent,  and  there  have  been  no  prob- 
lems trying  to  conceal  a permanently  erect  penis. 

We  are  currently  considering  the  use  of  this  device  in 
the  treatment  of  selected  patients  with  functional  impo- 
tence who  have  failed  to  regain  their  potency  following 
nonsurgical  treatment  of  this  disorder. 
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Hemoglobin  Levels  and  Nutritional 
Iron  Requirements  in  College  Runners 

Noel  J.  Watson,  M.D. 


Review  of  the  medical  literature  suggests  that  one  of  the 
dimensions  of  the  body's  "oxygen  forwarding  system," 
total  body  hemoglobin,  increases  as  a result  of  distance 
running.  This  occurs  by  maintenance  of  the  p retrain- 
ing hemoglobin  concentration,  not  by  expansion  of  the 
total  blood  volume.  This  theory  dispels  two  long -held 
and  yet  paradoxical  beliefs  111  that  as  a group,  runners 
suffer  from  "runner's  anemia,"  and  121  that  by  virtue  of 
their  training,  runners'  hemoglobin  concentration  is 
increased. 


TN  OHIO,  AS  ELSEWHERE,  distance  running  is  be- 
coming  tremendously  popular  as  a means  of  exercise 
and  maintaining  physical  fitness.  As  a result,  myriad 
medically  related  issues  are  arising,  and  one  of  them  is 
proper  nutrition.  Vitamin  and  mineral  needs  should  be 
considered  in  addition  to  food  and  calorie  requirements. 
Status  of  the  knowledge  concerning  hemoglobin  levels  in 
middle-  and  long-distance  runners  appears  to  be  change- 
able. This  would  have  bearing  on  the  iron  and  vitamin 
needs  for  these  athletes. 

This  matter  was  discussed  in  two  excellent  articles  in 
The  Physician  and  Sportsmedicine.  In  an  article  on  nutri- 
tional needs,  Doctors  Huse  and  Nelson  asserted  strongly 
that  “.  . . a varied  diet  that  meets  but  does  not  exceed 
caloric,  protein,  vitamin  and  mineral  requirements  is 
adequate.  . . . and  there  is  no  need  for  protein,  vitamin 
or  mineral  supplements.”1  Certainly  most  of  us  would 
agree  that  a diet  “meeting  the  requirements”  would  be 
adequate.  The  issue  seems  to  revolve  around  exactly  what 
the  requirements  are.  In  the  same  issue,  the  discussants  in 
a far-reaching  round  table  on  nutrition  agreed  that  there 
seems  to  be  a “sports  anemia,”  especially  in  runners;  they 
alluded  to  stress  injury  and  microscopic  hematuria.  The 
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general  conclusion  was  that  supplemental  iron,  and  pos- 
sibly vitamin  B13,  are  necessary.2 

Involvement  with  this  university’s  cross-country  track 
team  generated  a personal  interest  in  this  issue.  Our 
coach,  a 10,000-meter  Olympic  gold  medalist,  firmly  be- 
lieves that  as  a group,  cross-country  runners  have  higher 
hemoglobin  levels  as  a direct  result  of  their  training.  Our 
anecdotal  findings  of  rising  hemoglobin  levels  in  several  of 
his  superior  team  members  seemed  to  corroborate  this.  At 
the  same  time,  one  of  the  female  middle-distance  runners, 
who  eats  a vegetarian  diet,  developed  a relatively  severe 
iron  deficiency  anemia.  It  was  especially  disturbing  to 
note  that  the  team  members  feared  poor  performance  if 
they  had  a lower  hemoglobin  concentration  than  a team- 
mate. Being  embroiled  in  this  controversy,  I reviewed  the 
literature. 

Review  of  the  Literature 

In  addition  to  the  participants  in  the  round-table 
discussion  mentioned  herein,  other  authors  refer  to  a 
“sports  anemia.”  An  article  in  Sports  Medicine  states: 
“the  hemoglobin  level  of  the  blood  is  sometimes  low  in 
athletes,  thus  restricting  the  potential  carriage  of  oxygen 
per  liter  of  blood.”3  The  authors  speculate  about  elevated 
levels  of  haptoglobin  as  evidence  of  increased  red  cell 
destruction,  as  in  pressure  trauma  to  the  feet  of  runners. 
However,  neither  data  nor  references  are  cited.  Another 
author  refers  to  “.  . . . the  widespread  belief  among 
athletes  and  sports  physicians  that  a mild  degree  of 
anemia  is  common  among  runners,  and  that  correction  of 
this  by  taking  iron  will  raise  the  oxygen-carrying  capacity 
of  the  blood  and,  thus,  improve  the  runner’s  perfor- 
mance.”4 However,  he  only  mentions  this  to  state  that 
there  is  no  firm  evidence  for  this  belief.  In  fact,  he  decries 
the  practice  of  making  unstandardized  hemoglobin  deter- 
minations from  the  blood  from  an  ear  or  a finger,  which 
may  be  the  source  of  this  belief.  It  is  true,  however,  that 
runners  often  take  iron  as  well  as  vitamin  B12,  folate,  and 
large-dose  multiple  vitamins  hoping  to  maintain  effective 
erythropoiesis  and,  consequently  a high  hemoglobin  level. 

DeWijn,  et  al  investigated  outstanding  athletes 
(Olympic  competitors)  and  found  a 5%  prevalence  of 
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“mild  anemia”  (hemoglobin  level  below  14.0  gm/100  ml 
in  males  or  12.0  gm/100  ml  in  females)  suggesting  this 
was  inordinately  high.5  But  this  sampling  was  excessively 
small.  In  fact,  it  consisted  of  only  one  male  with  an 
abnormal  hemoglobin  (13.0  gm/100  ml)  and  one  female 
(11.0  gm/100  ml).  Further,  this  study  included  competi- 
tors in  many  different  athletic  events,  not  just  distance 
running. 

Several  publications  that  consider  the  total  blood 
volume  of  athletes  seem  to  get  closer  to  the  crux  of  the 
matter.  One  author  reported  the  blood  volumes  of  trained 
cyclists  were  at  levels  very  similar  to  blood  volumes  re- 
ported in  other  studies  of  cyclists.  These  were  greater 
than  the  average  total  blood  volumes  for  males  as  reported 
in  the  world  literature,  but  not  significantly  so.6  Likewise, 
total  body  hemoglobin  levels  were  greater  than  in  non- 
athletes, but  again  the  difference  was  not  significant. 
Interpretation  of  this  study  is  difficult,  not  only  because 
of  the  absence  of  statistically  adequate  differences,  but 
because  it  reports  data  from  several  different  studies  made 
at  diverse  times  and  locations. 

However,  an  author  of  a well-planned  study  reported 
that,  in  comparing  distance  runners  and  nonathletes,  there 
was  no  significant  difference  in  hemoglobin  concentration, 
packed  red  cell  volume,  erythrocyte  count,  red  blood  cell 
indices  (MCV,  MCH,  MCHC),  total  iron  binding  capac- 
ity, and  serum  folate.4  However,  the  total  blood  volume 
and  the  total  body  hemoglobin  were  significantly  higher 
(20%)  in  the  runners  than  in  the  nonathlete  controls. 
This  was  true  when  expressed  as  totals  and  per  kg  body 
weight.  As  to  speculation  about  increased  red  blood  cell 
destruction,  it  should  be  mentioned  that  haptoglobin  con- 
centrations were  not  significantly  different  in  runners  and 
nonathletes  in  this  study.  It  also  is  of  note  that  a recent 
thorough  evaluation  of  runner’s  hematuria  makes  no 
mention  of  anemia  in  the  13  men  studied.' 

Comment 

The  concept  of  normal  hemoglobin  concentration 
with  an  expanded  total  blood  volume  and  increased  body 
hemoglobin  level  seems  sensible.  Consider  that  the  best 
measurement  of  “physical  fitness”  is  the  maximal  oxygen 
uptake  (V02  max).  One  of  the  dimensions  of  the  oxygen 
transport  system  is  the  total  body  hemoglobin  (total  blood 
volume  times  the  hemoglobin  concentration),  a dimen- 
sion which  partly  controls  the  ability  to  “forward”  oxygen 
in  the  system.8  Thus,  well-trained  runners  appear  to  have 
an  increased  ability  to  exchange  and  use  oxygen  by  virtue 
of  altered  dimensions.  The  body  mechanisms  controlling 
these  parameters  are  not  completely  understood.  However, 
it  is  known  that  during  a given  episode  of  exercise  of 


several  hours’  duration,  there  is  an  increase  in  blood 
volume  and  a decrease  in  hematocrit.  Perhaps  these 
changes  occurring  repeatedly  during  training  are  the 
stimuli  for  overall  increases  in  total  blood  volume  and 
total  body  hemoglobin.9 

How  does  this  influence  our  approach  to  the  runner 
and  his  needs  for  iron?  It  appears  that  distance  runners 
have  increased  needs  for  iron  at  the  time  they  initiate  or 
increase  their  training  efforts.  Thus,  they  definitely 
should  take  oral  iron  supplements  at  these  times,  if  not 
always.  Female  athletes  who  are  menstruating  should  take 
iron  supplements  at  all  times.  Although  folic  acid  and 
vitamin  Bn2  also  are  involved  in  erythropoiesis,  it  may  be 
less  likely  for  a runner  on  a fairly  “normal”  diet  to  find 
that  these  are  the  limiting  factors  in  erythropoiesis  rather 
than  iron.  However,  specific  use  of  the  substrates  of 
hemoglobin  synthesis  in  this  group  of  patients  seems  to 
remain  somewhat  poorly  understood. 
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Support  Groups  for  Medical  Students 
In  Initial  Clerkships 


Phillip  J.  Resnick,  M.D. 
Marcia  Z.  Wilet  Ph.D. 


Third-year  medical  students  participated  in  small  group 
discussions  during  their  first  clinical  clerkships.  The  pur- 
poses of  these  meetings  were  to  offer  group  support  for 
feelings  aroused  by  clinical  responsibility,  to  discuss 
nonmedical  aspects  of  patient  care,  and  to  encourage 
students  to  reflect  on  their  professional  growth.  One  or 
two  faculty  preceptors  met  with  six  to  ten  students  one 
hour  each  week.  Discussions  centered  on  issues,  raised 
by  students  or  on  preidentified  topics  such  as  death, 
student  and  spouse  adjustment  to  increased  time  de- 
mands, and  interactions  with  house  officers,  nurses,  and 
peers.  Results  of  questionnaire  data  indicated  that  these 
support  groups  in  initial  clerkships  were  useful  to  those 
students  who  elected  to  participate. 


SINCE  1952,  FIRST- YEAR  students  at  Case  Western 
Reserve  University  School  of  Medicine  have  partici- 
pated weekly  in  small  group  discussions  as  part  of  the 
clinical  science  program.1’2  Students  discuss  their  feelings 
about  taking  care  of  their  first  patient  and  their  transition 
from  being  lay  persons  to  developing  physicians.  However, 
no  similar  opportunity  for  shared  support  was  available  to 
third-year  students  who  often  experience  personal  con- 
flicts and  anxiety  as  they  begin  their  intensive  clinical 
training.  No  studies  of  group  discussions  for  this  purpose 
were  found  in  the  literature  although  concerns  of  medical 
students  have  been  well  documented.3 

To  assess  the  extent  of  student  interest  in  support 
groups,  a questionnaire  was  distributed  to  third-year  stu- 
dents who  had  just  completed  their  initial  inpatient  clerk- 
ship. Fifty-four  percent  of  the  59  respondents  indicated 
that  they  would  have  elected  to  participate  in  such  small 
group  discussions.  A pilot  program  was  implemented  with 
the  third-year  class  in  1975.  Goals  of  the  program  were  to 
allow  students  to  reflect  on  their  professional  growth,  to 
offer  group  support  for  feelings  aroused  by  clinical  respon- 
sibility for  acutely  ill  patients,  and  to  provide  an  oppor- 
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tunity  to  discuss  nonmedical  aspects  of  patient  care.  This 
paper  describes  the  program  and  the  response  to  it. 

The  Program 

The  groups  were  composed  of  six  to  ten  students  and 
one  or  two  preceptors.  They  met  one  hour  weekly  during 
the  students’  first  ten-week  clerkship  in  medicine,  pedi- 
atrics, or  surgery  offered  at  five  affiliated  teaching  hospi- 
tals. Preceptors  were  selected  jointly  by  the  program 
coordinator  and  clerkship  director  from  the  faculty  mem- 
bers in  each  hospital  who  demonstrated  sensitivity  and 
excellence  in  teaching  medical  students.  Several  preceptors 
worked  in  pairs.  This  provided  different  opinions  within 
the  group  and  continuity,  in  spite  of  vacations  or  unfore- 
seen professional  responsibilities. 

Students  voluntarily  participated  in  the  groups  which, 
with  one  exception,  included  clerks  from  one  service  only. 
The  exception  was  that  clerks  from  medicine  and  surgery 
at  one  hospital  were  assigned  to  a single  group  because  of 
the  small  number  of  students  on  each  service.  Although  a 
flexible  format  was  encouraged  in  order  to  respond  to  the 
current  concerns  of  students,  a list  of  15  suggested  topics 
for  discussion  was  distributed  to  students  and  preceptors. 
Students  were  strongly  encouraged  to  raise  issues  of  imme- 
diate personal  interest  regardless  of  any  planned  topic. 
The  preceptors  themselves  met  three  times:  once  before 
the  start  of  the  clerkship  for  clarification  of  the  purpose  of 
the  small  group  discussions,  suggestions  on  group  proce- 
dures, and  an  explanation  of  preceptor  roles;  midway 
through  the  clerkship  for  feedback  and  identification  of 
problems;  and  at  the  conclusion  of  the  clerkship  for 
appraisal  of  the  program. 

Evaluation 

Information  about  the  program  was  obtained  from 
attendance  sheets,  reports  from  preceptors,  and  question- 
naires sent  to  all  students  on  initial  clerkships,  whether 
they  participated  in  the  groups  or  not.  Of  the  15  suggested 
discussion  topics,  all  groups  mentioned  four:  the  adjust- 
ment of  student  and  spouse  to  increased  time  demands  and 
night  duty;  student  feelings  of  inadequate  knowledge; 
relations  with  house  officers,  nurses,  and  other  students; 


January,  1979  j 17 


Questions  and  Student  Responses  Concerning  Their  Group  Discussions 


Question  and  Response 

None 

Little 

Some 

Very 

Great 

Mean 

Allowed  you  to  reflect  on  your 
professional  growth? 

Response 

2 

13 

21 

9 

1.82 

Offered  group  support  for  your 
feelings  toward  providing  care 
for  hospitalized  patients? 

Response 

i 

9 

26 

11 

2.00 

Provided  an  opportunity  to  discuss 
aspects  of  patient  care  other  than 
diagnostic  and  therapeutic? 

Response 

i 

3 

23 

20 

2.32 

and  death  of  patients  and  discussions  with  the  families  of 
the  deceased.  Two  topics  were  discussed  by  three-fourths 
of  the  group:  student  and  physician  mistakes;  and  ethics 
of  resuscitation  and  “pulling  plugs.”  One  half  of  the 
groups  discussed  obligations  to  families  of  inpatients  and 
protecting  the  privacy  and  dignity  of  their  patients.  Six 
topics  were  considered  by  a quarter  of  the  groups:  telling 
patients  the  diagnosis  of  cancer,  sexual  discomfort  per- 
forming genital  or  rectal  examinations,  frustrations  in 
caring  for  older  patients  with  multiple  organ  failure,  deci- 
sions regarding  residencies  and  careers,  taking  care  of 
patients  one  doesn’t  like,  and  prescribing  pain  medications 
and  placebos.  No  group  addressed  the  suggested  topic  of 
obtaining  informed  consent  for  procedures. 

The  students  who  had  their  initial  clerkship  in  the 
summer  participated  in  sufficient  numbers  to  sustain 
groups  in  each  of  the  four  clerkships.  However,  no  stu- 
dents signed  up  for  groups  in  two  of  the  ten  clerkships 
given  in  the  fall.  One  clerkship  had  a single  meeting,  and 
no  one  came  after  that.  One  clerkship  director  reported  he 
did  not  remember  anything  about  the  groups.  The  re- 
maining six  clerkships  had  ongoing  groups.  Questionnaires 
were  completed  by  60%  of  the  participants  with  every 
group  represented.  The  average  number  of  meetings  held 
per  clerkship  was  nine,  and  mean  student  attendance  was 
70%.  The  Table  indicates  the  extent  to  which  the  original 
goals  were  met.  Considering  other  demands  on  their  time, 
81%  of  the  students  would  elect  to  participate  in  the 
discussion  groups  again.  Ninety-one  percent  recommended 
that  these  sessions  be  offered  in  all  future  initial  clerkships. 

Students  were  asked  why  they  chose  to  participate 
and  what  they  found  to  be  most  helpful.  The  most  fre- 
quent reason  for  participating  was  to  share  feelings  and 
experiences.  A typical  response  was,  “I  wanted  some  group 
support  and  mutual  commiseration  for  dealing  with  my 
anxieties  and  feelings  of  inadequacy,  frustration  and  being 
overwhelmed.”  Other  reasons  were  “a  chance  to  air  com- 


Dlaints”  and  “a  break  from  the  wards  and  pure  science.” 
Students  felt  that  the  groups  were  most  useful  in  providing 
emotional  support  and  learning  that  their  feelings  were 
shared  by  their  classmates.  A representative  statement 
was:  “The  groups  did  not  necessarily  provide  insight 
which  couldn’t  have  been  obtained  elsewhere,  but  they 
provided  an  orderly  process  and  a specific  time  to  discuss 
some  difficult  problems.”  All  ten  of  the  nonparticipants 
replying  felt  they  had  made  the  right  decision  by  not 
participating.  They  felt  that  informal  talk  with  other 
students  was  adequate  for  them. 

Discussion 

The  support  groups  set  a tone  on  the  clerkships  that 
facilitated  individual  sharing  of  feelings  with  other  stu- 
dents and  faculty.  One  preceptor  reported  more  requests 
by  individual  students  to  discuss  concerns  that  occurred 
during  the  clerkship  offering  support  groups  than  he  had 
had  in  three  previous  clerkships.  Preceptors  also  observed 
a reduction  in  student  anxiety  and  feelings  of  isolation, 
which  is  illustrated  by  this  anecdote:  Students  on  a pedi- 
atric clerkship  were  told  that  when  a newborn  infant  died, 
they  should  use  the  opportunity  to  practice  endotracheal 
intubation.  This  generated  considerable  feelings  in  the 
students  regarding  its  propriety,  the  sanctity  of  the  recently 
dead,  and  the  need  for  consent  from  the  infant’s  parents. 
When  these  feelings  were  verbalized  in  the  group  meeting, 
some  students  were  visibly  relieved  to  learn  they  were  not 
alone  in  their  discomfort.  An  unexpected  fringe  benefit 
from  the  groups  was  the  valuable  feedback  through  the 
preceptors  to  the  clerkship  directors  about  areas  of  student 
satisfaction  and  dissatisfaction  with  the  clerkship. 

Three  problems  were  encountered.  The  first  was  an 
initial  resistance  among  certain  faculty  members  who  per- 
ceived the  program  as  an  implicit  criticism  of  their  current 
clerkships.  One  surgical  clerkship  director  said:  “We  have 
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an  outstanding  clerkship  now  and  we  don’t  need  anyone 
to  come  in  and  screw  it  up.”  The  second  problem  was 
inadequate  numbers  of  students  to  form  groups  in  clerk- 
ships when  only  a few  chose  to  participate.  The  final 
problem  was  the  large  number  of  scheduled  conferences 
and  heavy  demands  on  students’  time,  especially  for  those 
in  surgery. 

Conclusions 

Support  groups  in  initial  clerkships  were  found  to  be 
quite  useful  to  most  students  who  elected  to  participate. 
However,  students  who  feel  no  need  for  them  should  not 
be  coerced  to  attend.  On  the  basis  of  the  results  of  the 


pilot  program,  the  school’s  Committee  on  Medical  Educa- 
tion voted  unanimously  to  offer  support  groups  in  all 
initial  clerkships.  It  is  hoped  that  this  expression  of  con- 
cern for  students’  feelings  by  the  faculty  will  enhance  the 
students’  concern  for  their  patients’  feelings. 
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See  important  product  information  including  warn- 
ings, adverse  reactions,  patient  selection  and  pre- 
scribing and  precautionary  recommendations. 

BRONKODYL* 

BRAND  OF  THEOPHYLLINE,  USP  (ANHYDROUS) 

Description:  Each  green  and  white  hard  gelatin 
capsule  contains  theophylline  USPanhydrous,  200 
mg.,  in  a micro-pulverized  form.  Each  brown  and 
white  hard  gelatin  capsule  contains  100  mg  The 
elixir  contains  80  mg.  theophylline  per  15  ml.  in  a 
20%  alcohol  elixir  (approximately  20  calories,  0.9 
gm  carbohydrate  per  tablespoonful). 

Action:  Theophylline  is  a methylxanthine  which 
relaxes  the  smooth  musculature  of  the  bronchioles 
through  its  inhibition  of  the  conversion  of  cyclic 
adenosine  monophosphate  to  adenosine  mono- 
phosphate by  phosphodiesterase.  It  also  has  di- 
uretic, cardiotonic,  and  CNS  stimulant  effects. 

Indications:  Bronkodyl  is  indicated  for  symp- 
tomatic relaxation  of  bronchiolar  spasm  in  the 
chronic  obstructive  bronchopulmonary  diseases; 
e g.,  bronchial  asthma,  chronic  bronchitis  and  pul- 
monary emphysema. 

Contraindications:  Bronkodyl  is  contraindicated  in 
persons  known  to  have  had  serious  idiosyncratic 
responses  to  theophylline,  its  salts,  or  the  other 
methylxanthines,  theobromine,  or  caffeine  and 
may  be  contraindicated  in  peptic  ulcer 

Warnings:  All  methylxanthines  should  be  used  with 
caution  in  children  and  in  others  who  are  currently 
taking  bronchodilator  products,  especially  in  rectal 
dosage  form,  which  may  contain  theophylline  or 
related  drugs. 

Usage  in  Pregnancy:  Although  theophylline  has 
been  used  for  many  years,  with  no  evidence  of 
adverse  fetal  effect  or  teratogenicity,  its  safety  in 
pregnancy  has  not  been  established  Therefore, 
use  of  Bronkodyl  during  lactation  or  in  women  of 
childbearing  potential  requires  that  possible  bene- 
fits of  the  drug  be  weighed  against  possible  hazards 
to  fetus  or  child 

Precautions:  Bronkodyl  should  be  used  with  cau- 
tion in  patients  with  cardiac  or  circulatory  disease. 

Adverse  Reactions:  Gastrointestinal : epigas- 
tric distress,  nausea,  vomiting  Cardiovascular:  pal- 
pitations. CNS:  insomnia,  restlessness,  irritability, 
convulsion. 

Dosage  and  Administration:  Adults:  Usual  dosage 
of  Bronkodyl  is  200  mg.  every  6 hours  (four  doses 
in  each  24  hours).  This  dosage  may  be  adjusted  to 
reflect  individual  clinical  response  as  an  indication 
of  slow  or  rapid  metabolism  of  the  drug  If  adverse 
reactions  are  encountered,  each  dose  may  be 
reduced,  or  the  interval  between  doses  may  be 
lengthened,  or  both.  If  clinical  response  is  not  satis- 
factory, indicating  possible  rapid  inactivation  of  the 
drug,  dosage  may  be  gradually  increased  to 
achieve  the  desired  response.  In  some  instances 
of  either  too  slow  or  too  rapid  metabolism,  plasma 
levels  of  theophylline  should  be  determined  and 
dosage  adjusted  accordingly  to  achieve  levels 
above  10  meg. /ml.  but  not  to  exceed  20  meg. /ml. 
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cially in  children,  to  obtain  appropriate  response. 
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Sarcoma 

The  Place  for  Chemotherapy 
and  Immunotherapy 


David  J.  T.  Webster,  M.B.,  Ch.B. 
John  P.  Minton,  M.D.,  Ph.D. 


The  ten-year  survival  tor  patients  with  various  types  of 
sarcoma  ranges  from  55%  to  8%  at  The  Ohio  State  Uni- 
versity Hospital.  The  therapeutic  contributions  of  chemo- 
therapy, immunotherapy,  and  adjuvant  chemoimmuno- 
therapy  are  discussed. 


LTHOUGH  SARCOMAS  ACCOUNT  for  a small 
percentage  of  malignant  tumors,  they  have  a dis- 
proportionate socioeconomic  impact  because  they  tend 
to  occur  in  a younger  age  group  than  most  other  tumors. 
The  Table  shows  the  mean  ages  of  the  patients  and  the 
prognoses  for  four  common  types  of  sarcoma  cases  at 
The  Ohio  State  University  Hospitals  between  1962  and 
1976.  More  than  half  the  patients  were  less  than  50 
years  old,  and  3%  were  under  30  years  of  age  when  the 
diagnosis  was  made.  The  majority  of  the  deaths  due  to 
disease  occurred  in  the  first  two  years  after  diagnosis. 
Although  some  patients  are  cured  either  by  surgery 
alone  or  by  surgery  and  radiotherapy,  the  results  of 
traditional  management  of  these  disease  entities  leave 
much  to  be  desired. 

Chemotherapy 

The  use  of  effective  chemotherapeutic  agents  is 
relatively  new  in  the  treatment  of  sarcomas.  The  best 
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of  the  single  agents  are  adriamycin  and  high-dose  metho- 
trexate with  folinic  acid  rescue,  each  of  which  may  pro- 
duce response  rates  of  up  to  40%.  Yet  both  have  disad- 
vantages: adriamycin  has  a cumulative  toxic  effect  on 
the  heart  which  limits  its  long-term  administration;  use 
of  high-dose  methotrexate  requires  that  a patient  be  hos- 
pitalized. Further,  although  a significant  response  rate 
can  be  achieved,  it  is  not  reflected  in  increased  survival 
rates.  Addition  of  other  agents  has  made  little  impact 
on  treatment  regimens  because  the  dosage  of  the  most 
effective  agent,  adriamycin,  must  be  reduced  in  order 
to  make  the  toxicity  acceptable.  However,  the  introduc- 
tion of  a combination  of  cytoxan,  vincristine,  adriamycin, 
and  dimethyl  triazeno  imidazole  carboxamide  (DTIC) 
CYVADIC  has  produced  encouraging  results,  especially 
when  they  were  given  to  a patient  in  a protected  environ- 
ment. Response  rates  of  up  to  70%  have  been  reported.1 

Adjuvant  Chemotherapy 

The  introduction  of  effective  chemotherapy  and  the 
success  of  adjuvant  protocols  in  patients  with  breast  can- 
cer led  to  the  introduction  of  similar  studies  of  patients 


Types  and  Survival  Rates  of  Sarcoma  Cases  at  The  Ohio  State 
University  Hospitals  1962-1976. 


Type 

Mean  Age 
at 

No.  of  Diag-  Five-Year 

Patients  nosis  Survival 

Ten-Year 

Survival 

Liposarcoma 

79 

50 

28/54  (52%) 

11/20  (55%) 

Fibrosarcoma 

99 

43 

21/43  (49%) 

11/24  (46%) 

Rhabdomyosarcoma 

43 

42 

3/27  (11%) 

1/13  ( £%) 

All  soft  tissue 
sarcomas 

211 

45 

52/124  (42%) 

32/57  (40%) 

Osteogenic  sarcoma 

47 

29 

6/34  (18%) 

3/21  (14%) 

All  sites 

268 

42 

15/158  (37%) 

26/78  (33%) 
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with  sarcomas.  Jaffe  reported  the  results  of  the  use  of 
high-dose  methotrexate  and  vincristine  in  22  patients 
with  subsequent  pulmonary  metastases  in  six  of  them.2 
The  survival  curves  suggested  improvement,  when  com- 
pared with  historical  controls.  Cortes  et  al3  reported 
the  results  of  the  use  of  adriamycin  in  47  patients  who 
had  had  amputations  for  osteosarcoma.  The  entire  group 
had  an  improved  survival  rate,  compared  to  historical 
controls,  and  of  the  18  patients  who  adhered  to  the  pro- 
tocol, ten  (54%)  remain  free  of  disease,  while  the  relapse 
rate  of  37%  on  those  29  patients  who  failed  to-  adhere 
to  the  protocol. 

Preoperative  chemotherapy,  using  either  limb  per- 
fusion4 or  systemic  chemotherapy,  may  reduce  the  size 
of  the  tumor  and  permit  limb-sparing  surgery  to  be  per- 
formed instead  of  amputation.5  This  approach  is  par- 
ticularly useful  if  a multimodal  approach  to  primary 
sarcomas  using  radiotherapy  as  well  as  chemotherapy  is 
used  before  surgery.  With  this  technique,  13  of  14  limbs 
were  salvaged  with  no  recurrences  although  only  six  of 
the  patients  had  been  followed  for  two  years. 

Immunotherapy 

Although  we  tend  to  think  of  immunotherapy  as  a 
new  development,  in  1929,  Coley  attributed  the  “cure” 
of  osteosarcoma  in  at  least  some  of  his  patients  to  the 
adjuvant  use  of  his  bacterial  toxins.6  Currently,  there  is 
much  interest  in  the  use  of  immunotherapy  of  sarcomas, 
particularly  osteosarcoma,  which  is  due  partly  to  the 
demonstration  of  tumor  antigen  antibodies  in  close  rela- 
tives of  patients  with  osteogenic  sarcoma.  Although  re- 
ports are  encouraging,  no  randomized  controlled  trials 
have  been  completed.  Reporting  an  experience  in  Los 
Angeles,  Townsend  claims  to  have  shown  some  benefit 
from  the  use  of  Bacille  Calmette-Guerin  (BCG)  and  ir- 
radiation of  tumor  cells  in  patients  with  soft  tissue  sar- 


comas, but  not  in  those  with  osteosarcoma.7  The  case  for 
the  use  of  immunotherapy  remains  unproved. 

The  Future 

It  is  clear  that  the  current  management  of  sarcoma 
is  unsatisfactory  for  the  majority  of  our  patients,  but 
there  are  indications  that  adjuvant  chemothreapy  — and 
perhaps  immunotherapy  — may  improve  the  outlook  for 
patients  in  the  early  stages  of  this  disease.  Because  of  the 
relative  rarity  of  these  diseases,  it  is  important  that  each 
patient  be  studied  thoroughly,  preferably  by  inclusion 
into  one  of  the  collaborative  studies  such  as  that  of  the 
Southwest  Oncology  Group,  Room  N729,  410  W.  Tenth 
Ave.,  Columbus,  Ohio  43210,  phone  (614)  422-5538. 
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Adenocarcinoma  of  the  Lung: 
Pericardial  Tamponade  as  the 
Major  Presenting  Feature 
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Clinical  and  diagnostic  features  of  three  patients  with 
bronchogenic  carcinoma  presenting  as  pericardial  tam- 
ponade are  reported.  In  addition,  the  clinical  data  of  two 
patients  previously  reported  are  reviewed.  None  of  these 
five  patients  manifested  symptoms  usually  associated 
with  primary  pulmonary  malignancy;  and  no  discrete  mass 
lesions  were  revealed  on  the  initial  chest  roentgenograms. 
Pericardial  biopsy  and  pericardial  and  pleural  fluid  cy- 
tologic studies  had  a high  diagnostic  yield.  The  broncho- 
genic carcinoma  was  the  adenocarcinoma  type  in  each 
of  these  five  patients. 


RONCHOGENIC  CARCINOMA  is  the  most  com- 
mon fatal  carcinoma  in  men,  and  its  incidence  is  rising 
in  women.1-2  Somewhat  less  well  recognized  is  the  fact 
that  this  type  of  tumor  frequently  metastasizes  to  the 
heart  and  pericardium.  Strauss  et  al3  recently  reported 
that,  in  their  series  of  patients  with  bronchogenic  carci- 
noma, 25%  demonstrated  cardiac  and  pericardial  metas- 
tases.  However,  even  when  there  are  symptoms,  the  diag- 
nosis of  cardiac-pericardial  involvement  rarely  is  made 
prior  to  death.  In  a series  of  38  patients  with  metastases 
to  the  heart  and  pericardium,  the  diagnosis  was  made 
before  death  in  only  two  (5 %)  of  the  patients. 

Pericardial  tamponade  as  the  sole  presenting  feature 
of  bronchogenic  carcinoma  has  been  reported  in  only  two 
patients.4-3  In  the  last  18  months,  we  have  observed  two 
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patients  who  entered  the  hospital  with  pericardial  tam- 
ponade secondary  to  metastases  of  bronchogenic  carci- 
noma. Another  patient  with  the  same  presentation  was 
placed  in  this  group  as  the  result  of  a review  of  the 
records  of  this  medical  center.  The  clinical  and  diagnostic 
features  of  these  three  patients  and  a review  of  the 
records  of  the  two  previously  reported  patients  are  the 
basis  of  this  report. 

Clinical  Data 

A 55-year-old  woman  developed  dyspnea  on  exertion,  weak- 
ness, and  fatigue  six  weeks  prior  to  presenting  at  her  local  emer- 
gency ward.  That  day,  she  developed  hypotension  and  complained 
of  abdominal  pain.  An  abdominal  aortic  aneurysm  was  suspected, 
and  she  was  referred  for  hospitalization  for  further  evaluation. 
Upon  arrival  at  the  hospital,  she  was  unresponsive  and  her  pulse 
and  blood  pressure  were  not  discernible.  Results  of  physical  ex- 
amination were  suggestive  of  the  presence  of  cardiac  tamponade. 
Chest  -x-ray  film  showed  mild-to-moderate  cardiomegaly  and 
bilateral,  small,  pleural  effusions.  Low  voltage  and  sinus  tachy- 
cardia were  noted  on  the  electrocardiogram  (ECG).  An  emer- 
gency pericardiocentesis  was  performed  which  yielded  200  ml  of 
sanguinous  fluid.  Following  the  pericardiocentesis,  there  was  a 
dramatic  improvement  in  her  cardiovascular  status,  with  the 
exception  of  absence  of  pulse  beats  in  both  lower  extremities.  A 
pericardial  window  procedure  (diaphragmatic  approach)  and 
laparotomy  were  performed.  A large  embolus  was  removed  from 
the  aortic  bifurcation,  and  the  pulse  beats  in  the  lower  extremi- 
ties became  discernible.  Histologic  examination  of  the  embolus 
showed  features  of  a typical  fibrin  thrombus.  Report  on  the  peri- 
cardial fragment  was  “no  pathologic  diagnosis.”  Postoperatively, 
the  patient  developed  recurrent,  bilateral,  serosanguinous,  pleural 
effusions.  Pleural  fluid  cytology  revealed  adenocarcinoma  cells; 
and  tomography  of  the  left  hilum  demonstrated  a 2-cm  retro- 
cardiac  mass.  The  patient  suffered  a cardiopulmonary  arrest  two 
days  after  surgery  and  died  shortly  thereafter.  The  necropsy  re- 
vealed primary  adenocarcinoma  (0.5  cm  x 1 cm)  in  a scar  in 
the  upper  lobe  of  the  left  lung.  Metastases  to  the  left  hilar  lymph 
nodes,  epicardium,  and  pericardium  were  noted.  Reexamination 
of  the  fragment  of  the  pericardium  removed  at  the  time  of 
surgery  revealed  the  presence  of  eight  adenocarcinoma  cells  in 
a lymphatic  channel. 

A 49-year-old  man  was  hospitalized  with  a ten-day  history 
of  chest  pain  on  inspiration,  dyspnea  on  exertion,  and  orthopnea. 
He  was  hypotensive  (70/40  mm  Hg)  and  had  massive  cardio- 
megaly, bilateral  rales,  and  a left  pleural  effusion.  Since  he  did 
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not  respond  to  digitalis  and  diuretic  therapy,  further  evaluation 
and  treatment  were  recommended.  In  addition,  a paradoxical 
pulse  of  15  mm  Hg  to  18  mm  Hg  was  noted.  The  jugular  veins 
were  distended  to  6 cm  above  the  clavicle  (45°)  with  a positive 
Kussmaul  sign,  and  the  heart  sounds  were  markedly  diminished. 
Low  voltage  was  recorded  on  the  electrocardiogram.  An  emer- 
gency right-heart  catheterization  and  pericardiocentesis  were 
performed.  After  removal  of  1,100  ml  of  sanguinous  pericardial 
fluid,  the  cardiac  output  increased  from  4.3  liters/minute  to  10.7 
liters/minute,  the  mean  right  atrial  pressure  decreased  from 
9 mm  Hg  to  1 mm  Hg,  and  the  peripheral  blood  pressure  rose 
to  103/50  mm  Hg.  With  the  reduction  in  the  size  of  the  cardiac 
silhouette  (post-pericardiocentesis),  a left  hilar  mass  was  noted 
on  a repeat  chest  roentgenogram.  Cytologic  examination  of  the 
pericardial  fluid  was  diagnostic  for  adenocarcinoma  cells.  Despite 
radiotherapy,  the  patient  died  three  months  after  he  was  dis- 
charged from  the  hospital.  A necropsy  was  not  performed. 

A 59-year-old  man  was  hospitalized  for  the  evaluation  of 
progressively  worsening  shortness  of  breath  and  weakness  which 
he  had  had  for  four  months.  Physical  examination  showed  mild 
hypotension  (105/88  mm  Hg),  bilateral  pleural  effusions,  and 
distant  heart  sounds.  Chest  x-ray  film  showed  cardiomegaly  and 
confirmed  the  presence  of  pleural  effusions ; electrocardiogram 
indicated  low  voltage.  Because  of  the  striking  increase  in  heart 
size  over  the  previous  two  months  and  because  his  cardiac  symp- 
toms were  refractory  to  digitalis  and  diuretic  therapy,  a peri- 
cardiocentesis was  performed.  Several  hundred  milliliters  of  sero- 
sanguinous  fluid  were  obtained.  His  symptoms  improved,  and 
the  systemic  blood  pressure  increased  to  120/70  mm  Hg.  Results 
of  cytologic  examination  of  the  pericardial  fluid  were  positive 
for  adenocarcinoma  cells.  Three  days  after  the  pericardiocentesis, 
secondary  to  “cardiovascular  collapse,”  the  patient  died.  The 
necropsy  report  showed  adenocarcinoma  of  the  lung  (0.5  cm  x 
0.5  cm)  located  in  a left-upper-lobe  scar,  with  metastasis  to  the 
pericardium. 

The  clinical  features  and  diagnostic  findings  of  these  three 
patients  as  well  as  the  two  patients  reported  elsewhere4^  are 
listed  in  the  Table. 

Discussion 

While  most  patients  with  bronchogenic  carcinoma 


present  with  weight  loss,  chronic  cough,  and  hemoptysis, 
this  group  of  patients  had  none  of  these  symptoms.  All 
five  patients  presented  with  cardiovascular  symptoms 
and  signs.  Three  of  the  five  patients  were  hospitalized  for 
“cardiovascular  collapse,”  a hypotensive  low-output  state 
which  was  secondary  to  cardiac  tamponade  in  these  pa- 
tients. The  second  patient  in  our  series  had  serious  hypo- 
tension and  signs  compatible  with  congestive  failure 
(probably  in  a precardiovascular  collapse  state).  The 
third  one  presented  with  signs  of  congestive  failure  and 
similar  to  the  second  patient,  the  diagnosis  of  pericardial 
tamponade  was  entertained  because  the  cardiovascular 
decompensation  did  not  respond  to  the  conventional 
therapy  of  digitalis  and  diuretics.  Two  of  the  five  patients 
experienced  thromboembolic  events.  The  etiology  of  the 
thromboemboli  is  not  clear,  however,  it  is  consistent 
with  the  thromboembolic  phenomena  reported  with  vari- 
ous carcinomas.6  Sources  of  emboli  were  the  venous  sys- 
tem of  the  lower  extremities  in  one  patient,5  and  probably 
the  left  atrium  or  left  ventricle  in  that  patient  as  well  as 
in  the  first  patient  described  here.  The  latter  was  not 
in  atrial  fibrillation,  and  the  rhythm  of  the  former  is  not 
known.  Marantic  endocarditis  was  not  found  at  necropsy 
in  either  patient. 

Cardiomegaly  and  pleural  effusions  were  the  most 
frequent  findings  on  chest  roentgenogram.  X-ray  films 
of  the  four  patients  for  whom  results  of  chest  x-ray 
were  reported  showed  no  evidence  of  a discrete  lung 
mass.  Three  patients  had  primary  lesions  consistent  with 
“scar”  cancer.  These  are  tumors  that  characteristically 
occur  in  fibrotic  areas  of  the  lung  and  generally  are  quite 
small  when  they  metastasize.  The  small  size  and  the 
masking  of  these  lesions  with  fibrous  tissue  are  factors 
which  preclude  their  early  diagnosis  from  chest  roentgen- 
ogram. In  the  second  patient  cited,  a left  hilar  mass  was 


Clinical  and  Diagnostic  Findings  of  Five  Patients  Presenting  with  Pericardial  Tamponade  Secondary  to  Metastatic  Adenocarcinoma  of  Lung 


Pa- 

tient 

Age 

Sex 

Presenting 
Clinical  Features 

Chest  X-ray 

Pericardial 

Cytology 

Pericardial 

Biopsy 

Pleural 

Fluid 

Cytology 

Bronchogenic 

Carcinoma 

Type 

i 

55 

F 

Cardiovascular  collapse, 
embolus  to 
aortic  bifurcation 

Cardiomegaly,  bilateral 
pleural  effusion 

Not  performed 

Negative* 

Positive 

Adenocarcinoma 

2 

49 

M 

Refractory  congestive 
heart  failure  and 
hypotension 

Cardiomegaly,  congestive 
heart  failure,  left 
pleural  effusion 

Positive 

Not  performed 

Not  performed 

Adenocarcinoma 

3 

59 

M 

Refractory  congestive 
heart  failure 

Cardiomegaly,  congestive 
heart  failure,  bilateral 
pleural  effusion 

Positive 

Not  performed 

Not  performed 

Adenocarcinoma 

Other 

Reports45 

4 

33 

M 

Cardiovascular  collapse 

Cardiomegaly,  right 
hilar  prominencef 

Positive 

Not  performed 

Unknown 

Adenocarcinoma 
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arterial  and 

venous  thromboembolism, 
pericardial  effusion 
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Negative 
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Adenocarcinoma 

^Positive  on  reexamination  (see  text) 

fRight  hilum  negative  for  carcinoma  at  necropsy 
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noted  only  after  the  pericardiocentesis  reduced  the  car- 
diac silhouette  enough  to  expose  the  left  hilar  region. 
Hilar  tomography  was  performed  on  the  first  patient  in 
an  attempt  to  explain  the  presence  of  the  pericardial 
effusion  and  the  positive  pleural  cytology.  The  left  hilar 
tomograms  revealed  a mass.  Since  chest  x-ray  films  most 
consistently  show  cardiomegaly  (often  concealing  the 
hilar  areas)  and  pleural  effusions,  tomography  may  help 
in  the  earlier  diagnosis  of  this  clinical  entity. 

Pericardial  fluid  cytology  revealed  malignant  cells  in 
three  of  four  patients  whose  pericardial  fluid  was  sub- 
mitted for  cytologic  analysis.  In  one  of  two  patients,  the 
result  of  pericardial  biopsy  was  positive  for  carcinoma; 
a reexamination  of  the  biopsy  reported  as  normal  did 
reveal  the  presence  of  malignant  cells.  The  high  yield  of 
these  diagnostic  procedures  appears  to  warrant  their 
routine  use  in  cases  of  the  combination  of  pericardial 
tamponade  and  pleural  effusion  — with  or  without  any 
other  evidence  of  malignancy.  In  this  series,  the  failure 
to  perform  bronchoscopy  and  sputum  cytology  reflects 
the  fact  that  a primary,  pulmonary  malignancy  was  not 
suspected  in  any  of  the  patients. 

It  is  noteworthy  that  all  the  patients  presented  herein 
had  the  adenocarcinoma-type  of  bronchogenic  carcinoma. 
The  reason  this  tumor  tends  to  metastasize  to  the  heart 
is  not  clear;  it  may  be  related  to  the  tendency  of  adeno- 
carcinoma to  spread  via  the  lymphatics.  Whatever  the 
mechanism  of  metastasis,  it  is  apparent  that  adenocar- 
cinoma of  the  lung  may  present  clinically  as  acute  cardiac 
tamponade  with  few  or  no  other  presenting  signs  or 
symptoms. 


Summary 

Three  patients  presented  with  pericardial  tamponade 
secondary  to  adenocarcinoma  of  the  lung.  Other  clinical 
manifestations  of  carcinoma  of  the  lung  were  strikingly 
absent  in  these  three  patients  and  in  two  patients  re- 
ported elsewhere.  Pericardial  biopsy  and  cytologic  studies 
(pericardial  pleural  effusions)  provided  a high  diagnostic 
yield.  It  is  suggested  that  these  procedures  be  performed 
routinely  for  patients  who  present  primarily  with  peri- 
cardial tamponade. 

Acknowledgment:  The  authors  appreciate  the  assistance  of  Ms. 

Barbara  Metzner,  Ms.  Max  Bacher,  and  Scott  Johnson, 

M.D.,  in  the  preparation  of  this  article. 
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sociation  Obituaries 


Editor’s  Note:  In  the  December  1978  issue  of  The  Journal,  Louis 
P.  Cassady,  M.D.,  East  Fultonham,  Ohio,  was  listed  as  deceased. 
Dr.  Cassady  has  written  the  OSMA  noting:  “My  obituary  in  the 
December  Journal  is  grossly  exaggerated.”  The  Journal  regrets 
this  error.  — L.A.P. 


DANIEL  G.  CAL  DY,  M.D.,  Altamonte  Springs, 
Florida;  Jefferson  Medical  College  of  Philadelphia,  1923; 
age  82;  died  October  22;  member  OSMA  and  AMA. 

THOMAS  H.  EINSEL,  M.D.,  Cleveland;  Eclectic 
Medical  College,  Cincinnati,  1937;  age  91;  died  Novem- 
ber 7;  member  OSMA  and  AMA. 


WILLIAM  A.  GROSS,  M.D.,  Lakewood;  Jefferson 
Medical  College  of  Philadelphia,  1919;  age  74;  died 
November  3. 

HERMAN  F.  INDERLIED,  M.D.,  Cleveland; 
Washington  University  School  of  Medicine,  St.  Louis, 
1939;  age  65;  died  November  2;  member  OSMA  and 
AMA. 

PHILIP  JAEGER,  M.D.,  Cincinnati;  Medizinische 
Fakultat  der  Universitat  Wien,  Wien,  Austria,  1928;  age 
76;  died  October  2. 

JOHN  M.  KIDD,  M.D.,  Gallon;  University  of  Pitts- 
burgh School  of  Medicine,  1934;  age  69;  died  October 
23;  member  OSMA  and  AMA. 
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Each  CEREBRO-NICIN  capsule  contains:  q 

Pentylenetetrazole  . . . . . 100  mg.  • Nicotinic  Acid  . . . 100  mg 

Ascorbic  Acid  100  mg.  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  50  mg.  • Niacinamide  5 mg. 

Riboflavin  2 mg.  • Pyridoxine  HCI  3 mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 
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JAMES  D.  MILLER,  M.D.,  Youngstown;  Univer- 
sity of  Maryland  School  of  Medicine,  Baltimore,  1943; 
age  60;  died  November  3;  member  OSMA  and  AMA. 

VERN  A.  NEEL,  M.D.,  Youngstown;  Jefferson 
Medical  College  of  Philadelphia,  1920;  age  84;  died 
October  26;  member  OSMA  and  AMA. 

MELVILLE  D.  SOASH,  M.D.,  Vero  Beach,  Flor- 
ida; Ohio  State  University  College  of  Medicine,  1914; 
age  90;  died  November  9;  member  OSMA  and  AMA. 

WALTER  WEICKENAND,  M.D.,  Campbell;  Mil- 
waukee Medical  College,  1927;  age  76;  died  November 
1 ; member  OSMA  and  AMA. 
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nicotinic  acid  therapy 


IMMEDIATE  RELEASE 


LIPO-NICIN/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-l)  25  mg. 

Riboflavin  (B-2)  2 mg. 


Pyridoxine  HCL  (8-6)  10  mg. 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000. 


UPO-NICIN/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-l)  25  mg. 

Riboflavin  (B-2)  2 mg. 

Pyridoxine  HCL  (B-6)  10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000. 


GRADUAL 

RELEASE 


LIPO-NICIN/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (H-l)  25  mg. 

Riboflavin  (B-2)  2 mg. 


Pyridoxine  HCL  (8-6)  10  mg. 

In  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodilator  in  the  symp- 
toms of  cold  feet,  leg  cramps,  dizziness,  memory 
loss  or  tinnitus  when  associated  with  impaired 
peripheral  circulation.  Also  provides  concomitant 
administration  of  the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow  each  dose  of  LIPO- 
NICIN  100  mg.  or  250  mg.  is  one  of  the  thera- 
peutic effects  that  often  produce  psychological 
benefits  to  the  patient.  Side  Effects:  Transient 
flushing  and  feeling  of  warmth  seldom  require  dis- 
continuation of  the  drug.  Transient  headache,  itch- 
ing and  tingling,  skin  rash,  allergies  and  gastric 
disturbance  may  occur.  Contraindications:  Patients 
with  known  idiosyncrasy  to  nicotinic  acid  or  other 
components  of  the  drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with  glaucoma,  severe 
diabetes,  impaired  liver  function,  peptic  ulcers, 
and  arterial  bleeding. 
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Report  of  Selected  Actions  Taken 
by  the  AMA  House  of  Delegates 

December  3-6,  1978 

H.  William  Porterfield,  M.D.,  Delegate 
Linda  A.  Porterfield,  Executive  Editor 


The  1978  Interim  Session  of  the  American  Medical 
Association  House  of  Delegates  opened  on  December  3 
and  concluded  the  afternoon  of  Wednesday,  December  6, 
1978.  Prior  to  the  formal  sessions  of  the  House,  the  AMA 
Board  of  Trustees  held  an  open  meeting  (December  1) 
during  which  many  issues  were  discussed  and  delegates 
and  AMA  members  from  throughout  the  country  made 
presentations.  On  Saturday,  December  2,  a special  semi- 
nar entitled  “Medicine  and  the  Law”  was  jointly  spon- 
sored by  the  AMA  and  the  American  Association  of 
Medical  Society  Executives.  Discussion  covered  numerous 
topics  including  antitrust  actions,  unrelated  business  in- 
come, and  retention  of  records. 

The  Ohio  Delegation  convened  at  9 AM,  Sunday, 
December  3,  to  review  the  proposals  to  be  considered  by 
the  House  of  Delegates.  This  review  enabled  the  Delega- 
tion to  achieve  appropriate  input  during  the  reference 
committee  hearings.  In  addition,  strategies  were  discussed 
regarding  the  candidacy  of  W.  J.  Lewis,  M.D.,  Dayton, 
for  the  AMA  Board  of  Trustees  (the  election  to  be  held 
in  July  1979). 

It  was  apparent  that  two  formidable  issues  had  to  be 
resolved  at  this  session  of  the  House  of  Delegates.  One 
was  the  issue  of  the  AMA’s  involvement  in  the  chiro- 
practor suit  in  Pennsylvania  and  the  related  suits  filed  by 
several  organizations  against  the  AMA.  The  position  to 
be  taken  by  the  AMA  regarding  National  Health  Insur- 
ance in  the  new  Congress  was  the  other  issue. 

The  Ohio  delegates  and  alternate  delegates  present 
were  as  follows:  Delegates:  P.  John  Robechek,  M.D., 
Delegation  chairman;  John  E.  Albers,  M.D.;  George  N. 
Bates,  M.D.;  Oscar  W.  Clarke,  M.D. ; Jerry  L.  Hammond, 
M.D.;  W.  J.  Lewis,  M.D.  ; H.  William  Porterfield,  M.D.; 
Jack  Schreiber,  M.D. ; and  Robert  N.  Smith,  M.D.  Alter- 
nate Delegates:  Theodore  J.  Castele,  M.D. ; Stewart  B. 


Dunsker,  M.D. ; C.  Douglass  Ford,  M.D. ; Thomas  E.  Fox, 
M.D.;  John  J.  Gaughan,  M.D.;  Edward  E.  Grable,  M.D.; 
B.  Leslie  Huffman,  M.D. ; and  Robert  G.  Thomas,  M.D. 

Committee  on  Amendments  to 
Constitution  and  Bylaws 

Principles  of  Medical  Ethics 

The  Ad  Hoc  Committee  on  the  Principles  of  Medical 
Ethics,  which  was  established  by  the  House  as  a special 
committee  upon  recommendation  from  the  Judicial  Coun- 
cil at  the  1978  Annual  Meeting,  submitted  an  Interim 
Report.  Because  of  the  complexity  of  the  issues  involved, 
the  Ad  Hoc  Committee  sought  a continuation  of  its 
activities  so  that  a final  report  can  be  issued  at  the  1979 
Annual  Meeting.  The  Committee  noted  that  they  must 
address  the  changing  role  of  the  medical  profession.  They 
expressed  concern  over  defining  the  relationship  between 
physicians  and  limited-licensed  practitioners,  indicating 
that  a distinction  should  be  resolved  between  the  roles  of 
diagnostic  and  therapeutic  specialists.  They  raised  the 
question  of  the  appropriate  stance  regarding  advertising 
and  the  solicitation  of  patients  as  well  as  the  concern  of 
the  antitrust  implications  of  professional  ethics. 

The  Ad  Hoc  Committee  reached  the  conclusion  that 
the  AMA  should  have  a statement  of  medical  ethics  and 
that  these  principles  must  be  primarily  for  the  benefit  and 
protection  of  patients.  In  addition,  the  ethics  statement 
must  define  clearly  the  relationship  of  physicians  to  their 
colleagues,  to  limited-licensed  practitioners,  and  to  con- 
temporary society.  These  matters  also  must  be  consistent 
with  all  applicable  laws. 

(continued  on  page  34) 
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Wellcome  North  Carolina  27709 


Cardilate®  (erythrltyl  tetranltrate) 

INDICATIONS:  For  the  prophylaxis  and  long-term  treatment  of  patients  with  frequent 
or  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pec- 
toris. rather  than  for  the  treatment  of  the  acute  attack  of  angina  pectoris,  since  its 
onset  is  somewhat  slower  than  that  of  nitroglycerin. 

PRECAUTIONS:  As  with  other  effective  nitrites,  some  fall  in  blood  pressure  may  occur 
with  large  doses. 

Caution  should  be  observed  in  administering  the  drug  to  patients  with  a history  of  re- 
cent cerebral  hemorrhage,  because  of  the  vasodilation  which  occurs  in  the  area 
Although  therapy  permits  more  normal  activity,  the  patient  should  not  be  allowed  to 
misinterpret  freedom  from  anginal  attacks  as  a signal  to  drop  all  restrictions. 

SIDE  EFFECTS:  No  serious  side  effects  have  been  reported  In  sublingual  therapy,  a 
tingling  sensation  (like  that  of  nitroglycerin)  may  sometimes  be  noted  at  the  point  of 
tablet  contact  with  the  mucous  membrane.  If  objectionable,  this  may  be  mitigated  by 
placing  the  tablet  in  the  buccal  pouch.  As  with  nitroglycerin  or  other  effective  nitrates, 
temporary  vascular  headache  may  occur  during  the  first  few  days  of  therapy  This 
can  be  controlled  by  temporary  dosage  reduction  in  order  to  allow  adjustments  of  the 
cerebral  hemodynamics  to  the  initial  marked  cerebral  vasodilation  These  headaches 
usually  disappear  within  one  week  of  continuous  therapy  but  may  be  minimized  by  the 
administration  of  analgesics. 

Mild  gastrointestinal  disturbances  occur  occasionally  with  larger  doses  and  may  be 
controlled  by  reducing  the  dose  temporarily. 

DOSAGE:  Therapy  may  be  initiated  with  10  mg  sublingually  prior  to  each  anticipated 
physical  or  emotional  stress  and  at  bedtime  tor  patients  subject  to  nocturnal  attacks. 
The  dose  may  be  increased  or  decreased  as  needed. 

HOW  SUPPLIED  10  mg  chewable  scored  tablets,  bottle  of  100  Also  5,  10  and  15  mg 
oral/sublingual  scored  tablets  in  bottles  of  100.  10  mg  oral/  sublingual  scored  tablets 
also  supplied  in  bottle  of  1 ,000. 

Also  available:  Cardilate®-P  (Erythrityl  Tetranltrate  with  Phenobarbital)*  Tablets 
(Scored). 

(•Warning — may  be  habit-forming.) 


1.  Taken  sublingually,  Cardilate®  (erythrityl 
tetranltrate)  begins  to  work  within  5 minutes, 
eliminating  or  reducing  frequency  and  severity 
of  anginal  pain  for  up  to  two  hours. 

2.  Fear  of  pain,  a major  deterrent  to  achieving 
acceptable  (and  desirable)  levels  of  activity,  in- 
cluding sex,  may  be  allayed  with  Cardilate.  Ef- 
fective prophylaxis  and  improved  exercise 
tolerance  help  toward  normalizing  the  lives  of 
anginal  patients. 

Cardilate 

(erythrityl  tetranitrate) 


The  House  of  Delegates  concurred  that  this  Ad  Hoc 
Committee  needs  additional  time  and  anticipated  a final 
report  in  July  of  1979. 

Resolutions  regarding  changing  AMA  policy  and 
“Principles  of  Medical  Ethics”  were  debated  at  length. 
Georgia  submitted  a substitute  resolution  which  subse- 
quently was  referred  to  the  Ad  Hoc  Committee  on  the 
Principles  of  Medical  Ethics  for  consideration.  This  reso- 
lution asked  the  AMA  to  reaffirm  the  right  and  responsi- 
bility of  the  Judicial  Council  to  interpret  the  “Principles 
of  Medical  Ethics.”  Additionally,  it  resolved  that  all  pub- 
lished interpretations  by  the  Judicial  Council  be  reported 
to  the  House  for  approval  and  that  an  amendment  to  the 
Bylaws  be  drafted  for  consideration  at  the  1979  Annual 
Meeting. 

These  matters  all  relate  to  the  continued  changes  in 
interprofessional  relations,  particularly  as  they  apply  to 
legal  matters  and  antitrust  interpretations.  Because  of  the 
legal  implications,  there  has  been  considerable  confusion 
regarding  the  status  of  the  “Principles  of  Medical  Ethics” 
of  the  AMA  and  the  interpretations  rendered  by  the 
Judicial  Council.  The  Reference  Committee  on  Constitu- 
tion and  Bylaws  clarified  the  current  status  of  these 
matters. 

The  “Principles  of  Medical  Ethics”  adopted  by  the 
House  of  Delegates  in  1957  are  those  presently  in  force. 
Included  is  Section  3 which  states:  “A  physician  should 
practice  a method  of  healing  founded  on  a scientific 
basis;  and  he  should  not  voluntarily  associate  profession- 
ally with  anyone  who  violates  this  principle.”  This  prin- 
ciple can  be  amended  or  revised  only  by  a two-thirds  vote 
of  the  House  of  Delegates.  The  1977  edition  of  the 
Judicial  Council  Opinions  and  Reports  is  presently  in 
effect.  These  opinions  and  reports  are  the  interpretation  of 
this  Council  regarding  the  AMA  “Principles  of  Medical 
Ethics,”  and  the  Bylaws  of  the  AMA  confer  this  final 
authority  to  the  Judicial  Council. 


LEFT  TO  RIGHT:  William  A.  Sodeman,  Sr.,  M.D.,  Toledo, 
recipient  of  the  AMA  Distinguished  Service  Award;  and  John 
H.  Budd,  M.D.,  Cleveland,  Immediate  Past  President  of  the 
AMA.  (Photo  by  Linda  A.  Porterfield.) 
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Teller,  1978  Interim  Meeting.  (Photo  by  Joe  Fletcher,  AMA.) 


Physician-Patient  Relationship 

A Massachusetts  delegate  submitted  a resolution 
entitled  “Freedom  of  Individuals  to  Choose  Health  Care,” 
which  was  adopted  by  the  House.  This  resolution  states 
that  physicians  can  continue  to  exercise  their  duty  to 
expose  unscientific  practices  and  practitioners  while  sup- 
porting and  protecting  the  freedom  of  individuals  to 
choose  among  physicians,  other  licensed  practitioners,  or 
religious  healers  for  medical  and  health  care  services. 

Two  resolutions  were  submitted  regarding  the  phy- 
sician-patient relationship.  The  House  of  Delegates 
adopted  one  from  Texas  which  states: 

RESOLVED,  That  ( 1 ) a physician-patient  relationship  is  recog- 
nized when  a physician  undertakes  to  provide  diagnostic  or 
therapeutic  services  for  the  welfare  and  benefit  of  the 
recipient,  (2)  the  physician  traditionally  has  accepted  pa- 
tients who  have  been  referred  by  another  physician,  limited 
practitioner,  or  lay  person,  (3)  a physician-patient  relation- 
ship may  exist  whether  the  physician  is  providing  service  as 
a consultant,  or  providing  service  jointly  with  other  physi- 
cians, or  is  the  primary  health  care  provider,  (4)  the  obli- 
gations which  a physician  has  to  provide  information  to  the 
patient  are  those  required  by  customary  good  medical  prac- 
tice and  law. 

Reference  Committee  A 
Medical  Service 

Cost  of  Medical  Care 

The  report  of  the  National  Commission  on  the  Cost 
of  Medical  Care,  which  was  reviewed  at  the  1978  Annual 
Meeting,  contained  a recommendation  for  the  develop- 
ment of  natonal  criteria  for  placement  of  expensive  facil- 
ities and  equipment.  This  recommendation  was  referred 
to  the  Board  of  Trustees.  They  submitted  Report  A,  and 
the  House  adopted  the  following  posture: 

The  AMA  supports  the  development  of  rational  voluntary 
criteria  by  local  planning  bodies  for  placement  of  very  expensive 
facilities  and  equipment.  However,  if  national  guidelines  are 
developed  to  assist  states  and  localities  in  this  activity,  such 
guidelines  should  be  developed  only  with  the  cooperation  of  local 
practicing  physicians  and  other  health  professionals;  should  be 
advisory,  not  mandatory;  and  should  be  used  only  as  general 
benchmarks. 
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The  issue  of  cost  sharing  by  the  consumer  in  health 
care  plans  was  addressed  by  Report  A of  the  Council  on 
Medical  Service,  which  had  held  discussions  with  the 
insurance  industry  concerning  this  issue.  The  Council 
recommended  that  the  AMA  strongly  encourage  ex- 
panded study  by  the  health  insurance  industry  of  the 
effects  of  cost  sharing  benefits  on  both  consumer  and 
provider  behavior,  with  a goal  of  enabling  more  effective 
and  efficient  benefit  design. 

The  issue  of  the  increased  cost  of  medical  care  was 
addressed  in  a resolution  from  Texas.  In  the  discussions, 
it  was  recognized  that  increased  medical  and  health  care 
costs  are  due  to  increased  demand  resulting  from  third- 
party  payment,  the  number  of  government  regulations, 
professional  liability  insurance  premiums,  and  federal 
deficit  spending.  The  House  passed  a resolution  encom- 
passing these  concepts. 

The  Resident  Physician  Section  submitted  a resolu- 
tion addressing  the  subject  of  “sharing  of  diagnostic 
findings.”  They  were  concerned  that  pertinent  case  rec- 
ords and  test  results  be  available  when  patients  are  re- 
ferred to  teaching  hospitals.  This  would  provide  better 
and  cost-effective  care.  The  House  concurred  in  this 
recommendation  and  approved  a substitute  resolution  as 
follows : 

RESOLVED,  That  the  AMA  urge  all  physicians  when  admitting 
patients  to  hospitals  to  send  pertinent  abstracts  of  the  pa- 
tient’s medical  records,  including  histories  and  diagnostic 
procedures  so  that  the  hospital  physicians  sharing  in  the  care 
of  those  patients  can  practice  more  cost  effective  and  better 
medical  care,  and  also  urge  the  hospital  to  return  all  infor- 
mation on  in-hospital  care  to  the  attending  physician  upon 
patient  discharge. 

Professional  Standards  Review  Organizations 


The  Council  on  Medical  Service  submitted  a Profes- 
sional Standards  Review  Organizations  (PSRO)  status 
report,  noting  the  current  activities  of  the  Department  of 


LEFT  TO  RIGHT:  Donavin  A.  Baumgartner,  Jr.,  M.D.,  May- 
field  Heights,  President-Elect,  Cuyahoga  County  Medical  Society; 
and  George  H.  Franck,  M.D.,  Cleveland,  Delegate  from  the 
American  Academy  of  Occupational  Medicine.  (Photo  by  Porter- 
field.) 
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Health,  Education  and  Welfare  (HEW)  in  considerable 
detail.  The  Council  concluded  that  strong  support  should 
be  expressed  for  continuation  of  the  PSRO  program  as  a 
professionally  directed  effort  to  insure  the  quality  and 
appropriateness  of  care. 

A report  was  submitted  by  the  Ad  Hoc  Committee  on 
PSRO  of  the  Council  on  Medical  Service  regarding  data 
collection  and  management.  The  Committee  believes  that 
there  is  an  imminent  threat  to  the  integrity  of  the  PSRO 
data  system  since  HEW  is  proposing  collection  of  uniform 
hospital  discharge  data  for  all  patients.  The  Reference 
Committee  stressed  the  importance  of  the  PSRO  retaining 
responsibility  for  collection  of  confidential  hospital  dis- 
charge data  and  opposed  the  government  collecting  such 
data  on  nonfederal  patients.  The  House  acted  by  resolv- 
ing: 

That  the  American  Medical  Association  express  total  oppo- 
sition to  any  DHEW  decision  to  collect  the  Uniform  Hos- 
pital Discharge  Data  Set  on  any  patients  whose  care  is  not 
paid  for  under  federal  programs. 

Confidentiality  of  medical  records  was  addressed  due 
to  the  proposed  role  of  the  Occupational  Safety  and 
Health  Administration  concerning  access  to  employee 
medical  records.  It  would  allow  a bargaining  agent,  a 
family  member,  attorney,  or  other  person  access  to  an 
employee’s  medical  records.  As  a result,  the  House  of 
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LEFT  TO  RIGHT:  Thomas  E.  Fox,  M.D.,  Mason,  and  Edward 
E.  Grable,  M.D.,  Canton,  Alternate  Delegates;  and  Raymond  T. 
Sullivan,  Jr.,  Executive  Director,  Stark  County  Medical  Society. 
(Photo  by  Linda  A.  Porterfield.) 


Delegates  resolved  “That  the  American  Medical  Associa- 
tion opposes  access  to  any  employee-patient  personal  med- 
ical record  without  the  employee’s  specific  permission.” 

Second  Opinion 

The  issue  of  second  opinion  was  discussed  extensively 
through  several  resolutions  in  Report  J of  the  Council  on 
Medical  Service.  This  report  covered  second-opinion  pro- 
grams, describing  government  and  insurance  programs, 
problem  areas,  and  the  Council  meetings  with  insurers. 
The  report  recommended  clarification  of  the  present 
AMA  policy  on  this  subject  and,  as  a result,  approved 
the  following  statement: 

Recognizing  that  the  advisability  of  surgery  or  other  specific 
therapy  can  be  a matter  of  opinion,  the  House  of  Delegates  to  the 
American  Medical  Association  ( 1 ) reaffirms  the  right  of  a patient 
or  a physician  to  seek  a second  opinion  freely  from  any  physician 
of  his/her  choice;  (2)  opposes  the  concept  of  mandatory  second 
opinions  or  the  imposition  of  financial  penalties  by  a third-party 
payor  for  not  obtaining  such  second  opinions;  and  (3)  supports 
the  concept  that,  when  a second  opinion  is  required  by  a third- 
party  payor,  that  second  opinion  should  be  at  no  cost  to  the 
patient. 


Health  Maintenance  Organizations 

A status  report  on  Health  Maintenance  Organiza- 
tions (HMO)  was  rendered  by  the  Council  on  Medical 
Service.  This  extensive,  detailed  report  concluded  by 
stating  that  the  Council  is  convinced  that  the  most  valid 
information  on  the  efficacy  of  HMOs  will  result  from 
allowing  such  programs  to  compete  with  other  delivery 
and  financing  mechanisms  in  a health  care  market  free 
of  artificial  restraints  on  or  advantages  to  any  one  ap- 
proach. The  Council  on  Medical  Service  will  continue 
an  on-going  evaluation  of  the  varying  programs  and 
recommended  that  the  House  reaffirm  its  support  of  the 
concept  of  neutral  public  policy  and  fair  market  compe- 
tition among  all  systems  of  health  care  delivery.  This 
report  was  accepted  unanimously  by  the  House. 


Reference  Committee  B 
Legislation 

Physicians  in  Teaching  Hospitals 

Several  resolutions  and  Report  J of  the  Board  of 
Trustees  addressed  the  issue  of  differential  payment  for 
services  of  physicians  at  teaching  hospitals.  Section  227  of 
PL  92-603  enacted  in  1972  would  change  reimbursement 
policy  for  teaching  physicians  in  hospitals  so  that  reim- 
bursement would  be  based  on  Part  A of  Medicare  instead 
of  Part  B.  Congress  has  postponed  implementation  of 
Section  227.  The  Board  of  Trustees  has  approved  draft 
legislation  to  repeal  Section  227  and,  in  the  interim,  has 
incurred  a further  postponement  of  the  implementation 
of  this  section  of  the  law.  This  report  was  adopted  and 
these  efforts  shall  be  continued. 

Key  Man  Program 

The  key  man  program  for  legislative  contact  with  the 
United  States  Congress  has  been  expanding  and  is  proving 
to  be  increasingly  effective.  The  report  submitted  by  the 
Board  was  accepted,  and  the  House  of  Delegates  asked 
the  Board  to  report  at  its  next  session  concerning  con- 
tinued legislative  liaison  activities.  The  increasing  partici- 
pation of  states  such  as  Ohio  in  aiding  the  AMA  in  these 
activities  was  commended. 

Kefauver-Harris  Amendments 

The  resolution  from  Ohio  seeking  repeal  of  the 
Kefauver-Harris  amendments  to  the  Food,  Drug  and 
Cosmetic  Act  (added  in  1962)  was  not  adopted  by  the 
House.  The  Ohio  resolution  sought  repeal  of  these  amend- 
ments on  the  basis  that  they  deny  patients  access  to  better 
medications  by  reducing  innovation  and  delaying  new 
drug  introduction.  It  was  a judgment  of  the  Reference 

(continued  on  page  39) 
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Committee  and  subsequently  of  the  House  that  the  cur- 
rent activities  of  the  AMA  (previous  introduction  of  a 
draft  bill  and  future  introduction  of  a similar  bill  designed 
to  improve  the  drug  law  and  expedite  the  approval  of 
new  drug  products)  was  the  appropriate  mechanism  for 
action.  On  this  basis,  the  Ohio  resolution  was  not  adopted. 
The  Ohio  Delegation  supported  this  position  of  the  House 
of  Delegates. 

Social  Security 

The  resolution  addressing  the  inequities  in  the  Social 
Security  retirement-check-calculation  mechanism  was  ap- 
proved by  the  House  of  Delegates.  The  late  arrival  of 
physicians  into  the  Social  Security  program  results  in  zero 
contributions  for  prior  years,  and  this  influences  the  calcu- 
lations of  their  benefits.  Through  proposed  legislation, 
efforts  will  be  made  to  correct  this  inequity. 

The  National  Health  Planning  and  Resources  Devel- 
opment Act,  PL  96-641,  was  extensively  debated  in  the 
Reference  Committee.  Currently,  AMA  policy  supports 
repeal  of  the  Act,  and  failing  that,  seeks  amendments  to 
increase  physician  participation  in  the  planning  process 
to  lessen  the  federal  controls. 

National  Health  Insurance 

The  most  significant  issue  coming  before  the  Refer- 
ence Committee  on  Legislative  Matters  was  that  of 
national  health  insurance.  Ten  resolutions  and  two  reports 
from  the  Board  of  Trustees  were  reviewed. 

The  Board  of  Trustees,  Council  on  Legislation,  and 
Council  an  Medical  Services  recommended  that  a com- 
prehensive health  insurance  proposal  be  submitted  to  the 
next  Congress.  This  would  have  been  a mandated  em- 
ployer-coverage program  utilizing  private  insurance.  The 
program  would  make  coverage  available  to  the  self- 
employed,  nonemployed,  and  the  elderly;  and  it  would 
provide  continuity  of  insurance  for  the  unemployed. 


LEFT  TO  RIGHT:  W.  J.  Lewis,  M.D.,  Dayton,  Delegate;  John 
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Coinsurance  requirements  and  extensive  benefits  were 
outlined.  Under  this  proposal,  it  was  recommended  that 
state  governments  regulate  insurance  within  the  state 
subject  to  guidelines  established  by  the  15-member  Health 
Insurance  Advisory  Board. 

This  issue  generated  extensive  and,  at  times,  heated 
discussion.  The  Ohio  Delegation,  along  with  a number  of 
other  state  delegations,  had  been  instructed  to  pull  back 
from  the  broad-scale  approach  being  recommended.  The 
Reference  Committee  supported  the  recommendations  of 
the  Board  of  Trustees;  however,  the  House  of  Delegates 
reversed  its  recommendations  and  passed  (160  to  86)  a 
resolution  submitted  by  Florida.  This  resolution  was 
referred  to  the  Board  of  Trustees  with  authorization  to 
introduce  a bill  into  Congress,  only  if  necessary,  which 
language  is  restricted  to  the  defined  limits  of  the  resolu- 
tion. In  the  discussion,  it  was  recognized  that  the  possi- 
bility exists  for  a special  session  of  the  AMA  House  of 
Delegates  if  the  judgment  of  the  Board  of  Trustees,  Legis- 
lative Council,  and  Council  of  Medical  Services  prevails 
indicating  that  any  proposed  legislation  must  be  more 
expansive. 

The  resolution  reads  as  follows: 

RESOLVED,  That  the  American  Medical  Association  recom- 
mend to  the  Congress  of  the  United  States  of  America  modi- 
fications to  our  present  health  care  system  embodying  the 
following  principles: 

( 1 ) Requiring  minimum  standards  of  adequate 
benefits  and  all  health  insurance  policies  sold  in 
the  United  States  with  appropriate  deductibles  and 
coinsurance. 

(2)  A simple  system  of  uniform  benefits  provided 
by  the  federal,  state,  and  local  governments  for 
those  individuals  who  are  unfortunate  enough 
(through  no  fault  of  their  own,  i.e.,  age,  disability, 
financial  hardship,  etc.)  not  to  be  able  to  provide 
for  their  own  medical  care. 

(3)  A nationwide  program  by  the  private  insur- 
ance industry  of  America  (and  government  if 
necessary  for  reinsurance)  to  make  available  cata- 
strophic insurance  coverage  for  those  illnesses  and 
individuals  where  the  economic  impact  of  a cata- 
strophic illness  could  be  tragic.  All  catastrophic 
coverage  should  have  an  appropriate  deductible 
and  coinsurance  to  make  it  economically  feasible 
and  to  avoid  abuse. 

(4)  A program  developed  pursuant  to  these  princi- 
ples should  be  administered  at  the  state  level  with 
national  standardization  through  federal  guidelines. 

The  entire  Ohio  delegation  supported  the  Florida 
resolution. 

Reference  Committee  C 
Medical  Education 

Report  J of  the  Council  on  Medical  Education  on 
accreditation  of  continuing  medical  education  (CME) 
was  filed.  This  report  addresses  itself  to  three  problems: 
( 1 ) the  time  required  for  the  Liaison  Committee  on 
Continuing  Medical  Education  (LCCME)  to  act  upon 
recommendations  for  accreditation;  (2)  the  need  for 
accreditation  to  be  retroactive  to  the  date  of  survey-site 
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visit  to  the  institution  or  organization  seeking  accredita- 
tion; and  (3)  the  desirability  of  the  LCCME  recognizing 
the  states  as  accrediting  authorities. 

The  issue  of  accreditation  of  CME  by  state  medical 
associations  was  addressed  by  three  separate  resolutions. 
Following  Reference  Committee  hearings,  these  were 
combined  into  the  following  substitute  which  was  ap- 
proved by  the  House  of  Delegates: 

RESOLVED,  That  the  American  Medical  Association  affirm  the 
concept  of  accreditation  of  Continuing  Medical  Education 
by  state  medical  associations  whose  continuing  medical 
education  standards  meet  American  Medical  Association  or 
Liaison  Committee  on  Continuing  Medical  Education 
(LCCME)  continuing  medical  education  standards;  BE  IT 
FURTHER 

RESOLVED,  That  the  American  Medical  Association  seek 
modification  of  the  Bylaws  of  the  LCCME  to  provide  for 
the  accreditation  of  continuing  medical  education  by  state 
medical  associations  with  accreditation  standards  approved 
by  the  American  Medical  Association;  and  BE  IT  FUR- 
THER 

RESOLVED,  That  the  AMA  convey  its  support  of  this  policy 
to  the  LCCME  through  its  representative  LCCME  members. 


A Reference  Committee  Hearing  with  Ohio’s  Charles  L.  Hudson, 
M.D.,  Cleveland,  Past  President  of  the  AMA;  and  Robert  N. 
Smith,  M.D.,  Toledo,  Delegate,  in  attendance.  (Photo  by 
Joe  Fletcher,  AMA.) 


Report  E of  the  Council  on  Medical  Education 
addressed  the  issue  of  substandardly  trained  physicians. 
This  report  arose  due  to  a resolution  considered  at  the 
1978  Annual  Convention  asking  that  mechanisms  be 
developed  to  identify  those  residency  programs  which 
produce  significant  numbers  of  physicians  apparently 
inadequately  trained  in  their  specialties.  The  Council 
recognized  the  need  for  appropriate  methods  to  identify 
and  to  correct  deficiencies  in  the  performance  of  physi- 
cians, and  the  need  to  develop  better  measurements  of  the 
quality  of  graduate  medical  education  programs.  Both  of 
these  needs  can  be  addressed  only  over  the  long  term  and 
are  subjects  of  continued  consideration  by  the  Council. 
This  report  was  filed. 

Reference  Committee  D 
Hospitals  and  Medical  Facilities 

The  issue  of  identification  of  federally  induced  health 
care  costs  was  addressed  in  a resolution  from  Oklahoma. 
The  Georgia  Delegation  submitted  a substitute  resolution, 
which  was  adopted  by  the  House,  stating: 

RESOLVED  That  the  American  Medical  Association  request 
government,  federal,  state  and  local,  to  join  the  medical 
profession  and  the  hospitals  in  their  efforts  to  contain  the 
cost  of  health  care  by  reducing  the  number  of  regulations, 
reports,  forms,  etc.,  and  thus  reduce  the  cost:  and  BE  IT 
FURTHER 

RESOLVED,  That  the  American  Medical  Association  request 
the  American  Hospital  Association  to  encourage  hospitals  to 
identify  those  costs  associated  with  or  brought  about  by 
federal  regulations  in  legislation;  and  BE  IT  FURTHER 

RESOLVED,  That  these  findings  be  publicized  in  a manner  to 
reach  as  many  members  of  the  public  as  possible. 

The  issue  of  cost  containment  and  hospital  efficiency 
as  a function  of  the  hospital  medical  staff  was  addressed 
in  a resolution  submitted  by  the  New  York  Delegation. 
The  Reference  Committee  recommended  and  the  House 
adopted  a substitute,  stating: 

RESOLVED,  That  the  American  Medical  Association  urge 
hospital  medical  staffs  to  establish  standing  committees  with 
the  objective  of  providing  recommendations  for  cost  con- 
tainment without  the  compromise  of  quality  medical  care. 

A resolution  from  Illinois  was  submitted  in  support 
of  the  concept  of  the  Joint  Commission  on  Accreditation 
on  Hospitals  (JCAH)  that  it  develop  medical  staff  mem- 
bership standards  only  for  physicians  licensed  to  practice 
medicine  in  all  its  branches  and  for  dentists.  Therefore, 
a substitute  was  approved  as  follows: 

RESOLVED,  That  the  AMA  reaffirm  existing  policy  in  support 
of  the  Joint  Commission  on  Accreditation  on  Hospitals’ 
statement  regarding  medical  staff  membership  that  provides: 
“Medical  staff  membership  shall  be  limited,  unless 
otherwise  provided  by  law,  to  individuals  who  are 
currently  fully  licensed  to  practice  medicine  and  in 
addition,  to  licensed  dentists.” 

A resolution  submitted  by  the  Resident  Physician 
Section  pertaining  to  discharge  summaries  was  defeated 
by  the  House.  This  called  for  the  AMA  to  urge  all 
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physicians  to  provide  their  patients  with  copies  of  hospital 
discharge  summaries  and  copies  of  the  diagnostic  findings 
as  soon  as  possible  after  hospital  dismissal,  unless  con- 
sidered detrimental  to  the  patient’s  well-being  or  future 
physician-patient  relationship.  This  matter  was  defeated 
because  of  the  inherent  problems  of  disseminating  infor- 
mation that  could  damage  the  physician-patient  relation- 
ship and  could  be  detrimental  to  the  patient’s  well-being. 
The  psychiatry  representatives  voiced  strong  opposition  to 
this  resolution,  and  the  proposal  was  soundly  defeated. 

Reference  Committee  E 
Scientific  Affairs 

Ophthalmic  Prescriptions 

Report  B of  the  Judicial  Council  is  entitled  “Contact 
Lens  Prescriptions.”  This  report  states  that  a patient  is 
entitled  to  a copy  of  his/her  prescription  for  any  drugs  or 
devices,  and  the  patient  may  have  the  prescription  filled 
wherever  he/she  wishes.  For  ophthalmic  goods  and  ser- 
vices, a patient  may  well  have  (and  should  expect)  to 
return  to  his/her  ophthalmologist  to  verify  the  accuracy 
and  wearing  comfort  of  eyeglasses  or  to  assure  proper- 
fitting contact  lenses.  Having  undertaken  the  care  of  a 
patient,  a physician  should  neither  neglect  the  patient  nor 
fail  to  attempt  to  avoid  injury  to  the  patient.  In  instances 
where  ophthalmic  drugs  or  devices  are  improperly  pre- 
scribed, fitted,  or  worn  or  changes  in  prescriptions,  medi- 
cation, or  dosage  are  warranted,  the  provision  of  con- 
tinuing medical  care  should  be  encouraged  so  as  to 
prevent  harm  to  patients  and  the  public. 

The  Judicial  Council  was  requested  to  continue  its 
monitoring  of  the  litigation  filed  against  the  Federal 
Trade  Commission,  and  the  Council  recommended  that 
the  House  of  Delegates  adopt  no  further  policy  statements 
on  this  issue  pending  final  disposition  of  the  litigation 
contesting  the  validity  of  the  Federal  Trade  Commission 
(FTC)  Trade  Regulation  Rule.  Therefore,  the  report  was 
referred  back  to  the  Judicial  Council  for  this  continued 
monitoring  procedure. 

(continued  on  next  page) 
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Alcoholism 

A report  and  several  resolutions  were  addressed  to 
the  problem  of  alcoholism.  The  Council  on  Scientific 
Affairs  has  been  reviewing  the  comprehensive  national 
plan  for  more  effective  prevention  and  treatment  pro- 
grams for  alcoholism  as  proposed  by  the  National  Institute 
on  Alcohol  Abuse  and  Alcoholism.  The  Reference  Com- 
mittee and  the  House  felt  that  this  issue  called  for  more 
careful  analysis  and  possible  modifications,  so  the  report 
was  sent  back  to  the  Council  on  Scientific  Affairs. 

The  resolution  on  alcoholism  education  was  modified 
and  adopted  as  follows: 

RESOLVED,  That  the  American  Medical  Association  support  the 
principle  that  faculty  of  institutions  of  undergraduate,  grad- 
uate and  continuing  medical  education  be  urged  to  provide 
educational  exposure  and  programs  for  students,  residents 
and  practitioners  on  the  comprehensive  medical  and  clinical 
management  of  patients  with  alcoholism. 

Smoking 

Four  resolutions  addressed  the  issue  of  cigarette 
smoking,  and  the  Reference  Committee  compiled  these 
into  a substitute  resolution  which  was  adopted  by  the 
House.  This  substitute  resolution  reads: 

RESOLVED,  That  the  American  Medical  Association  increase 
its  efforts  to  advise  the  public  of  all  ages  of  the  health 
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hazards  of  cigarette  smoking  and  take  steps  to  discourage 
visual  presentations  in  the  public  media  depicting  smoking 
as  desirable  or  as  a norm  in  American  culture  as  one  means 
of  influencing  young  people  to  abstain  from  smoking;  and 
BE  IT  FURTHER 

RESOLVED,  That  the  American  Medical  Association  exercise 
its  leadership  in  the  development  of  positive  attitudes  on 
the  part  of  the  American  public  to  the  adoption  of  healthful 
life  styles,  including  abstinence  from  the  use  of  tobacco 
products,  as  a means  of  reducing  the  national  cost  of  health 
care;  and  BE  IT  FURTHER 

RESOLVED,  That  the  American  Medical  Association  use  its 
influence  and  persuasion  to  encourage  the  United  States 
Department  of  Agriculture  to  conduct  studies  and  explore 
mechanisms  to  discontinue  the  federal  tobacco  price  support 
system  without  economic  displacement  of  "government  reve- 
nues or  hardship  to  small  tobacco  farmers;  and  BE  IT 
FURTHER 

RESOLVED,  That  the  American  Medical  Association  join  when 
requested  with  constituent  societies  to  support  state  legisla- 
tion or  public  referendums  to  protect  nonsmokers  from 
tobacco  smoke  pollution  in  public  areas  and  private  areas 
open  to  the  general  public. 


Drug  Development 

Report  B of  the  Council  on  Scientific  Affairs  ad- 
dressed the  problem  of  drug  development  and  drug  regu- 
lation. The  Council  made  several  recommendations  of 
importance  including  (1)  the  Food  and  Drug  Administra- 
tion (FDA)  Bureau  of  Drugs  must  be  given  more  funds 
and  quality  personnel  to  perform  its  task  effectively  and 
efficiently,  (2)  the  FDA  should  be  encouraged  to  make 
use  of  foreign  data  generated  by  reputable  foreign  scien- 
tists, (3)  it  should  reevaluate  its  stated  intention  of  de- 
manding proof  of  safety  and  efficacy  for  all  “grandfather” 
drugs  marketed  prior  to  1938,  (4)  it  should  be  encouraged 
to  confer  with  industry  and  clinical  investigators  during 
the  IND  phase  of  drug  application  so  that  the  present 
climate  of  adversarial  confrontation  between  the  FDA 
and  industry  (which  appears  to  impede  the  approval 
process  and  is  not  in  the  best  interest  of  the  consumer) 
can  be  modified. 


Carcinoma 

The  Council  on  Scientific  Affairs’  report  on  the  symp- 
tomatic and  supportive  care  for  patients  with  cancer  was 
adopted.  It  states  that  the  AMA  recognizes  the  need  to 
insure  the  highest  standards  of  symptomatic,  rehabilita- 
tive, and  supportive  care  for  patients  with  cured  and 
advanced  cancers.  Steps  for  implementing  such  a program 
are  outlined,  and  it  is  urged  that  such  efforts  be  imple- 
mented through  a series  of  Council  reports  or  articles  for 
the  Journal  of  the  American  Medical  Association. 

An  additional  Council  report  on  the  subject  of 
“Staging  of  Cancer”  was  addressed  in  Report  I.  The 
American  Joint  Committee  for  Cancer  Staging  and  End 
Results  Reporting  has  published  a manual  for  the  staging 
of  cancer  at  most  sites.  This  publication  marks  nearly  20 
years  of  extensive  study  and  analysis  of  thousands  of 
protocols  of  patients  with  cancer.  The  Council  recom- 
mends that  this  manual  be  endorsed  by  the  AMA  for  use 
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by  those  involved  in  all  aspects  of  cancer  management. 
Copies  of  this  manual  may  be  obtained  from  the  American 
Joint  Committee  for  Cancer  Staging  and  End  Results 
Reporting,  55  E.  Erie  Street,  Chicago,  Illinois  60611. 

Reference  Committee  F 
Board  of  Trustees 

AMA  Budget 

The  AMA  budget  for  1979  was  presented.  The 
fiscal  year  1979  budget  is  based  on  expected  revenue  of 
$62,525,000  and  expected  expenses  of  $55,559,000.  The 
anticipated  favorable  balance  will  enable  the  AMA  to 
place  almost  $7  million  in  reserves  in  accordance  with  the 
policy  adopted  by  the  House  of  Delegates  at  the  1975 
Annual  Convention. 

It  was  noted  in  this  report  and  in  the  verbal  presen- 
tation by  the  Board  of  Trustees  that  the  AMA’s  projected 
expenditures  probably  will  exceed  income  in  about  1980 
or  1981.  With  the  inflationary  economy  and  the  involve- 
ment of  AMA  in  numerous  litigations  to  protect  the  rights 
of  medicine,  it  will  be  necessary  to  seek  additional  funds 
at  that  time,  probably  through  a dues  increase. 

The  Board  of  Trustees  and  the  Executive  Vice  Presi- 
dent were  commended  for  their  diligent  and  effective 
efforts  to  build  and  to  maintain  the  fiscal  integrity  of  the 
AMA.  On  accepting  the  report  of  the  Executive  Vice 
President,  the  House  also  commended  him  for  his  out- 
standing service  to  the  organization. 

Legal  Matters 

Report  T of  the  Board  of  Trustees,  “Legal  Counsel 
Advice  Prior  to  Reference  Committee  Hearings,”  was 
adopted.  The  Board  proposes  to  have  either  an  oral  or 
written  presentation  provided  to  the  House  of  Delegates 
at  future  meetings  whenever  the  business  before  the 
House  of  Delegates  involves  important  and  sensitive  legal 
issues. 

Newton  Minow,  Esq.,  a principal  partner  in  the  law 
firm  of  Sidley  & Austin,  outside  counsel  for  the  AMA, 
gave  a unique  presentation  to  the  House  of  Delegates  at 
its  opening  session.  This  was  an  overview  of  the  legal 
problems  being  considered  by  the  Reference  Committees 
and  the  House  of  Delegates.  Much  of  this  presentation 
was  focused  on  the  AMA’s  involvement  in  the  chiroprac- 
tor suit  in  Pennsylvania,  the  related  suits  against  the 
AMA,  and  the  major  issue  of  chiropractic  practice  as 
considered  in  the  AMA  suit  in  Illinois.  It  should  be  noted 
that  the  AMA  employs  15  attorneys  in  the  Office  of  its 
General  Counsel,  and  nine  more  in  the  Legislative  Depart- 
ment. The  Association  calls  on  outside  counsel  when 
special  problems  make  that  appropriate  as  has  been  the 
case  in  the  involvement  of  Mr.  Minow  and  his  firm. 

A summary  of  the  AMA  involvement  in  litigation 
was  provided  by  Report  Z of  the  Board  of  Trustees.  This 
aggressive  stand  by  the  AMA  should  be  noted  by  the 
membership  as  being  a positive  step,  and  nonmembers 
should  consider  joining  the  AMA  in  this  serious  effort. 
The  Office  of  General  Counsel  has  instigated  litigation  in 
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five  cases  in  the  past  three  years.  On  February  20,  1975. 
for  the  first  time  in  its  history,  the  AMA  filed  suit  against 
the  Secretary  of  HEW,  challenging  the  validity  of  and 
the  Secretary’s  statutory  authority  to  issue  regulations 
mandating  utilization  review  of  the  medical  necessity  of 
Medicare  hospital  admissions  within  24  hours.  In  June  of 
1975,  the  Federal  District  Court  in  Chicago  issued  a 
preliminary  injunction  finding  that  the  Secretary  has 
exceeded  his  statutory  authority;  and  subsequently,  the 
Secretary  withdrew  the  utilization  review  regulations. 

The  AMA  again  filed  suit  against  the  Secretary  of 
HEW  on  July  25,  1975,  challenging  the  validity  and  con- 
stitutionality of  regulations  to  establish  a maximum  allow- 
able cost  for  multiple-source  prescription  drugs  under  the 
Medicare  and  Medicaid  programs.  This  case  was  sub- 
sequently lost,  but  it  had  its  beneficial  impact  in  that  the 
Secretary  has  moved  slowly  and  cautiously  in  implement- 
ing the  regulations  knowing  that  any  action  on  his  part 
that  is  not  solidly  based  in  law  and  fact  is  subject  to 
challenge. 

On  April  27,  1976,  the  AMA  filed  suit  along  with 
the  State  of  North  Carolina  against  Joseph  A.  Califano, 
Secretary  of  HEW,  to  contest  the  constitutionality  of  the 
National  Health  Planning  and  Resources  Development 
Act  of  1974  (PL  93-641).  Subsequently,  the  Federal  Dis- 
trict Court  in  the  Eastern  District  of  North  Carolina  and 
the  United  States  Supreme  Court  affirmed  a lower  court’s 
decision  that  the  act  was  constitutional. 

On  June  2,  1978,  the  AMA  filed  suit  (in  the  Federal 
Court  of  Appeals  of  the  District  of  Columbia)  against  the 
Federal  Trade  Commission  at  which  time  they  sought 
review  of  the  Federal  Regulation  Rule  of  the  FTC  on  the 
advertising  of  ophthalmic  goods  and  services.  Eleven  state 
governments  are  now  co-plaintiffs  in  the  action,  and 
arguments  are  scheduled  to  begin  in  June  1979.  The  suit 
challenges  the  authority  of  a federal  agency  to  issue  a 
Trade  Regulation  Rule  that  supersedes  state  laws  and 
ethical  pronouncements  on  the  advertising  of  ophthalmic 
goods  and  services.  Such  laws  have  been  enacted  and  not 
declared  invalid  in  32  states. 
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On  June  2,  1978,  the  AMA  filed  a petition  for  a 
temporary  restraining  order  in  the  Federal  District  Court 
in  Chicago  against  Secretary  Califano  to  prevent  the 
Secretary  from  releasing  the  names  of  physicians  and  the 
amounts  of  income  generated  under  the  Medicare  pro- 
gram in  1977.  The  Florida  Medical  Association  is  now  the 
leader  in  this  case;  and  at  this  point,  the  Secretary  is 
under  a District  Court  order  prohibiting  release  of  this  list. 

The  Office  of  the  General  Counsel  has  filed  briefs, 
amicus  curiae,  or  participated  in  seven  other  suits  where  a 
successful  outcome  on  the  issues  involved  would  be  of 
benefit  to  physicians  as  a class. 

The  AMA  is  a defendant  in  seven  suits,  the  foremost 
being  the  Federal  Trade  Commission  versus  AMA  filed  on 
December  19,  1975.  The  Federal  Trade  Commission  filed 
a complaint  alleging  that  the  AMA  “Principles  of  Medical 
Ethics,”  insofar  as  they  restrict  physician  advertising  and 
physicians’  engaging  in  contract  practice,  restrain  compe- 
tition and  result  in  price  fixing  in  violation  of  the  antitrust 
laws.  The  administrative  law  judge  of  the  FTC  has  just 
issued  an  adverse  ruling  against  the  AMA. 

The  defense  of  this  case  has  been  vigorous  and  costly 
in  order  to  preserve  for  county,  state,  and  national  medical 
and  specialty  societies  the  right  to  have  a role  in  the  regu- 
lation of  physician  conduct.  If  the  FTC’s  position  prevails, 
medical  societies  will  be  stripped  of  their  role  in  the  prom- 
ulgation and  enforcement  of  ethical  restrictions  even  on 
misleading  and  deceptive  advertising;  and  the  medical 
profession  will  be  prohibited  from  serving  any  role  in  the 
self-regulation  of  the  profession.  The  AMA  will  appeal  to 
the  full  Commission  the  administrative  law  judge’s  ad- 
verse ruling,  and  then  to  the  Federal  Court  of  Appeals 
and  the  U.S.  Supreme  Court  as  needed.  This  serious 
matter  of  principle  must  be  protected ; and  its  defense, 
of  course,  will  be  costly  to  the  organization. 

Report  JJ  of  the  Board  of  Trustees  gives  the  Board 
authority  to  settle  litigation.  This  matter  was  approved 
overwhelmingly  by  the  House  even  though  legal  efforts 
prior  to  the  House  of  Delegate’s  approval  had  been  ini- 
tiated by  several  organizations  to  prevent  the  Board  from 
taking  this  action.  The  House  of  Delegates  feels  strongly 
that  the  Board  of  Trustees  must  act  in  its  behalf  during 
the  intervals  between  House  sessions,  and  that  the  Board 
is  the  agent  of  the  House  in  resolving  these  problems  to 
the  best  of  their  judgment  and  ability. 

Chiropractic 

Three  resolutions  were  presented  to  the  House  ad- 
dressing the  suit  brought  by  certain  chiropractors  in 
Pennsylvania  against  the  AMA  and  other  organizations. 
Extensive  testimony  was  directed  to  that  article  of  the 
code  of  ethics  which  addresses  the  matter  of  a physician’s 
relationship  with  nonmedical  individuals.  The  Judicial 
Council  Opinions  and  Reports  of  1977  was  the  key  matter 
in  this  discussion,  since  it  gave  the  individual  an  option 
for  his  activities.  Following  some  two  hours  of  discussion, 
the  following  substitute  resolution  was  adopted  by  the 
House : 

( 1 )  That  the  AMA  support  the  right  of  a physician  to 


choose  those  persons  whom  he  or  she  will  accept  as  patients  and 
also  to  exercise  his  or  her  choice  by  the  terms  of  contractual 
arrangements  with  other  physicians,  medical  groups,  hospitals  or 
other  institutions. 

The  AMA  will  continue  to  support  a physician’s  right  to 
freely  choose  those  whom  he  will  serve  in  the  absence  of  legal 
considerations  to  the  contrary. 

(2)  That  the  obligation  which  a physician  has  to  provide 
information  to  a patient  or  any  other  party  are  those  required  by 
customary  good  medical  practice  and  law. 

(3)  That  the  Judicial  Council  be  requested  to  reconsider 
Article  3.70  of  Section  III. 

(4)  That  the  AMA  continue  to  warn  the  public  of  the 
hazards  to  health  of  entrusting  the  diagnosis  and  treatment  of 
diseases  such  as  cancer,  diabetes,  malignant  hypertension,  cardio- 
vascular stroke,  and  infections  to  practitioners  who,  in  the  treat- 
ment of  these  conditions,  rely  upon  the  theory  that  all  disease  is 
caused  by  misalignment  of  spinal  vertabrae  and  can  be  cured  by 
manual  manipulation  of  the  spine. 

(5)  That  the  authority  of  the  AMA  Board  of  Trustees  to 
have  made  and  to  have  agreed  to  the  proposed  settlement  and 
the  Slavek  case  be  acknowledged  and  affirmed. 

(6)  Nothing  in  the  above  five  items  is  to  be  construed  as 
a change  in  the  present  “Principles  of  Medical  Ethics.” 

In  addition,  a resolution  from  Texas  directed  toward 
the  cooperation  of  medical  societies  involved  in  chiro- 
practic law  suits  was  altered ; and  a substitute  resolution 
was  adopted  as  follows: 

RESOLVED,  That  the  American  Medical  Association  seek  the 
assistance  of  all  other  medical  groups  to  join  in  efforts  on 
a cooperative  basis,  to  resolve  lawsuits  for  the  benefit  and 
protection  of  the  American  public  brought  by  chiropractors 
against  the  medical  profession. 

Membership 

Report  C of  the  Board  of  Trustees,  “Membership 
Recruitment:  Medical  School  Faculty  Members,”  is  di- 
rected toward  recruiting  AMA  members  from  this  signifi- 
cant body  of  medicine.  The  delegate  from  the  Section  on 
Medical  Schools  has  indicated  the  Section’s  willingness 
and  interest  in  aiding  in  this  effort.  It  is  important  to  Have 
significant  AMA  membership  in  this  body  of  physicians  so 
that  they  understand  and  participate  in  the  activities  of 
the  AMA  and  can  transmit  their  knowledge  and  interest 
to  the  medical  student. 

Reference  Committee  G 
Miscellaneous 

The  report  of  the  American  Medical  Association 
Education  and  Research  Foundation  (AMx\-ERF)  was 
filed.  The  AMA-ERF  is  in  need  of  continued  funds  to 
augment  its  program,  particularly  for  its  loan  guarantee 
fund.  With  the  escalating  costs  of  medical  school  tuitions, 
this  program  has  increasing  needs;  and  its  contributions 
are  not  keeping  up  with  its  demands. 

Resolution  80  from  New  York  addressed  the  subject 
of  “A  Public  Forum  on  Government  in  America.”  The 
resolution  calls  for  the  AMA  to  conduct  a public  forum 
to  address  the  oppressive  role  of  government  and  the 
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resulting  deleterious  effect  on  the  public.  Following  the 
testimony,  the  Committee  submitted  the  following  substi- 
tute resolution  which  was  adopted: 

RESOLVED,  That  leaders  of  the  American  Medical  Association 
— together  with  responsible  and  concerned  leaders  of  the 
legal  profession,  the  press,  business  and  appropriate  other 
groups — conduct  a public  forum  to  address  the  role  of 
excessive  government  regulation  and  its  deleterious  effect  on 
the  American  people;  and  BE  IT  FURTHER 

RESOLVED,  That  as  a product  of  the  public  forum,  the  AMA, 
in  cooperation  with  other  interested  groups,  seek  to  develop 
a strategy  to  minimize  government  regulation. 

Report  X of  the  Board  of  Trustees,  entitled  “Ad  Hoc 
Legal  Assistance  Committee,”  was  adopted  by  the  House. 
A resolution  was  submitted  at  the  June  meeting  of  1978 
requesting  that  the  Board  appoint  an  Ad  Hoc  Committee 
to  investigate  the  feasibility  of  establishing  an  AMA 
program  for  “providing  legal  assistance  to  members  in 
matters  of  litigation  involving  issues  of  common  interest 
and  concern  to  the  membership.”  The  Board  reports  that 
these  activities  are  in  process  and  increasing  considerably. 
The  Board  further  reports  that  the  AMA  Office  of  the 
General  Counsel  communicates  and  counsels  by  telephone 
and  through  correspondence  with  medical  society  execu- 
tives and  attorneys  representing  constituents  and  com- 
ponent medical  societies  as  well  as  AMA  members  and 
their  attorneys.  The  AMA  also  has  initiated  litigation  in 
the  past  few  years  as  a plaintiff,  is  a defendant  in  action 
brought  by  the  FTC,  and,  concurrently,  has  joined  with 
other  societies  and  states  in  filing  amicus  curiae  briefs. 


Reference  Committee  H 
Miscellaneous 

The  Resident  Physicians’  Section  submitted  a resolu- 
tion addressing  the  problem  of  malpractice  coverage  for 
house  staff.  As  a result,  the  House  adopted  a substitute 
resolution  stating: 

RESOLVED,  That  the  American  Medical  Association  survey  all 
approved  residency  training  programs  requesting  informa- 
tion on  the  provision  and  professional  liability  coverage  for 
residents  and  fellows  by  the  institutions;  and  BE  IT 
FURTHER 

RESOLVED,  That  the  findings  of  this  study  be  reported  back  at 
the  1979  Interim  Meeting  of  the  AMA  House  of  Delegates. 

A resolution  from  New  York  addressed  the  issue  of 
medical  liability  insurance  coverage  as  a mandatory  re- 
quirement for  hospital  staff  appointment.  This  resolution 
was  substituted  by  the  Committee  and  approved  by  the 
House.  It  reads: 

RESOLVED,  That  the  American  Medical  Association  adopt  the 
policy  that  it  is  the  privilege  and  responsibility  of  the  medical 
staff  of  each  individual  hospital  to  determine  qualifeations 
of  hospital  medical  staff  appointment  including  such  ques- 
tions as  whether  or  not  professional  liability  insurance  should 
be  required. 

The  Student  Business  Section  presented  a resolution 
directed  toward  “medical  student  financial  aid.”  The 


resolution  condemns  antisubsidy  sentiment  toward  medi- 
cal student  loans  and  calls  on  the  Board  to  study  and  to 
report  back  on  the  entire  subject  of  medical-student 
indebtedness  and  financing.  The  Reference  Committee 
was  impressed  with  the  enormity  of  the  problems  ex- 
pressed during  the  testimony  as  it  was  reported  about  two 
thirds  of  all  medical  students  in  the  United  States  are 
substantially  in  debt  as  a result  of  paying  for  their  edu- 
cation. The  payback  conditions  on  loans  and  other 
government  and  foundation  programs  may  seriously  affect 
the  medical  student’s  choice  of  type  and  location  of 
practice.  Therefore,  the  Reference  Committee  submitted 
a substitute  to  the  resolution  from  the  Student  Business 
Section;  and  this  was  adopted  as  follows: 

RESOLVED,  That  the  Board  of  Trustees  study  the  entire  subject 
of  medical  student  financing  and  indebtedness  including  its 
impact  on  selection  of  type  and  location  of  practice  and 
alternate  payback  plans  and  report  back  to  the  House  of 
Delegates  at  the  1979  Annual  Meeting. 

Summary 

Many  other  additional  matters  were  discussed  and 
resolved  by  the  House  during  their  lengthy  sessions.  Fur- 
ther details  of  these  matters  can  be  obtained  by  contacting 
the  Ohio  State  Medical  Association  Headquarters  Office 
(600  S.  High  Street,  Columbus  43215,  telephone  614/228- 
6971)*  or  one  of  your  delegates  or  alternate  delegates.! 

It  should  be  noted  that  the  increasing  problems  con- 
fronting medicine  that  relate  to  regulatory  agencies  in 
both  state  and  federal  government  appear  to  be  the  most 
significant  dangers  at  hand.  These  regulatory  powers  can 
only  be  thwarted  through  legal  activities;  and  if  medicine 
is  to  retain  its  rights  as  a profession,  there  is  no  recourse 
but  to  pursue  these  efforts.  This  will  require  increasing 
membership  support  and  financing.  Although  this  com- 
mitment should  be  undertaken  unequivocably  by  current 
AMA  members,  an  expansion  of  the  membership  is  nec- 
essary so  that  those  who  are  not  now  members — but  who 
benefit  from  these  efforts — participate  in  providing  the 
support.  'fckrk 


*Per  OSMA  Amended  Resolution  21-78  (“Accountability”),  a 
special  report  regarding  selected  actions  of  the  House  of 
Delegates  and  the  voting  record  of  the  OSMA  Delegation 
on  each  is  available  from  the  following  persons:  AMA 
delegates  and  alternate  delegates,  county  society  presidents 
and  executives,  and  the  OSMA  Headquarters  Office. 

fin  addition  to  the  members  of  the  OSMA  Delegation,  other 
physicians  from  the  State  of  Ohio  represent  specialty 
societies  in  the  House  of  Delegates.  They  are:  John  R. 
Beljan,  M.D.,  Dayton,  Section  on  Medical  Schools;  Arthur 
T.  Evans,  M.D.,  Cincinnati,  American  Urological  Associa- 
tion; George  H.  Franck,  M.D.,  Cleveland,  American  Acad- 
emy of  Occupational  Medicine;  George  W.  Hambrick,  Jr., 
M.D.,  Cincinnati,  Society  for  Investigative  Dermatology, 
Inc.;  William  A.  Millhon,  M.D.,  Columbus,  American 
College  of  Gastroenterology;  Richard  T.  F.  Schmidt,  M.D., 
Cincinnati,  American  College  of  Obstetricians  and  Gyne- 
cologists; and  William  A.  Sodeman,  Sr.,  M.D.,  Toledo, 
American  College  of  Cardiology. 
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Editor’s  Note:  The  following  are  Category  I courses  offered  in 
Ohio.  Items  for  this  listing  come  from  many  sources,  often  far 
in  advance  of  the  publication  date.  Sometimes,  cancellations  or 
changes  in  dates,  places,  or  time  occur  too  late  to  be  corrected 
before  publication.  Physicians  interested  in  a course  are  urged 
to  contact  the  sponsoring  organization  to  confirm  the  information 
listed.  Sponsoring  organizations  may  list  Category  I courses  by 
contacting  the  OSMA  Department  of  Continuing  Medical  Edu- 
cation or  The  Journal.  Notification  90  days  prior  to  the  course 
would  be  appreciated.  Due  to  space  limitations,  announcements 
may  be  published  only  once.  See  previous  issues  of  The  Journal 
for  additional  courses. — L.A.P. 


OSMA  MEMBERS 

The  Ohio  State  Medical  Board  requests  that  you  send 
your  “Log  of  Continuing  Medical  Education  Activities”  to  the 
Board  as  soon  as  you  complete  the  150  hours  of  CME  required 
for  reregistration  of  your  medical  license,  January  1,  1980. 


January  1979 

CYTOGENETICS,  EMBRYOLOGY,  TERATOLOGY,  IN- 
FLUENCE OF  DRUGS  & ENVIRONMENT  IN  PREG- 
NANCY: January  17,  Marriott  Inn,  Beechwood;  guest  speaker: 
Morton  A.  Stenchever,  M.D.,  Director,  Dept,  of  Ob-Gyn,  Univer- 
sity of  Washington;  sponsor:  Cleveland  Clinic  Foundation/ 

Cleveland  Society  of  Obstetricians  and  Gynecologists;  3 credit 
hours;  contact:  Pierre  W.  Martinbeau,  M.D.,  Cleveland  Clinic 
Foundation,  9500  Euclid  Avenue,  Cleveland  44106,  phone: 
216/444-6871. 

GYNECOLOGIC  SURGERY  AND  ONCOLOGY:  Janu- 
ary 18;  Carrousel  Inn,  8001  Reading  Road,  Cincinnati;  sponsor: 
CONMED/University  of  Cincinnati  Dept,  of  Obstetrics  and 
Gynecology;  6 credit  hours;  fee:  $65,  $35  for  residents;  contact: 
Office  of  CONMED,  231  Bethesda  Avenue,  Cincinnati  45267, 
phone:  513/872-5486. 

SELECTED  PERINATAL  INFECTIONS:  January  24, 
Cleveland  Metropolitan  General  Hospital;  sponsor:  Case  Western 
Reserve  University  School  of  Medicine,  Department  of  Obstetrics 
and  Gynecology;  7 credit  hours;  contact:  M.  Rosen,  M.D., 
Cleveland  Metropolitan  General  Hospital,  Department  of  Ob- 
stetrics and  Gynecology,  3395  Scranton  Rd.,  Cleveland  44109. 

February  1979 

WORKSHOP  IN  SOFT  TISSUE  SURGERY:  February 
9-11,  Bunts  Auditorium,  Cleveland  Clinic,  Cleveland;  15  credit 
hours;  fee:  $200,  $150  for  students  and  physicians-in-training; 
contact:  Phillip  R.  Gard,  Cleveland  Clinic  Educational  Founda- 
tion, 9500  Euclid  Avenue,  Cleveland  44106,  phone:  216/444- 
5696. 

SEXUAL  DYSFUNCTION:  February  14,  Villa  D'Borally 
Party  Center,  Chardon  Road,  Cleveland;  sponsor:  Cleveland 
Clinic  Foundation/Cleveland  Society  of  Obstetricians  and  Gyne- 
cologists; 3 credit  hours;  contact:  Pierre  W.  Martimbeau,  M.D., 
Cleveland  Clinic  Foundation,  9500  Euclid  Avenue,  Cleveland 
44106,  phone:  216/444-6871. 


INFECTIOUS  DISEASES  CONFERENCE  — HOSPITAL 
INFECTIONS:  February  21;  Shriner’s  Burns  Institute,  202 
Goodman  Street,  Cincinnati;  sponsor:  CONMED;  6 credit 

hours;  fee:  $40;  contact:  Office  of  CONMED,  231  Bethesda 
Avenue,  Cincinnati  45267,  phone:  513/872-5486. 


March  1979 

14TH  ANNUAL  CANCER  SYMPOSIUM:  March  14-15; 
Akron  City  Hospital;  sponsor:  Akron  City  Hospital;  10  credit 
hours;  fee:  $50,  $10  for  residents,  students,  nurses  and  para- 
medical personnel;  contact:  Mrs.  Pat  Sucher,  Akron  City  Hos- 
pital, 525  E.  Market  Street,  Akron  44309,  phone:  216/375-3107. 

REFRESHER  SEMINAR  IN  PEDIATRICS  FOR  PEDIA- 
TRICIANS AND  FAMILY  PHYSICIANS:  March  14-15; 
Bunts  Auditorium,  Cleveland  Clinic,  Cleveland;  12  credit  hours; 
fee:  $80,  $40  for  students  and  physicians-in-training;  contact: 
Director  of  Continuing  Medical  Education,  Cleveland  Clinic 
Educational  Foundation,  9500  Euclid  Ave.,  Cleveland  44106, 
phone:  216/444-5696. 


DIAGNOSTIC  LAPAROSCOPY  AND  THERAPEUTIC 
ENDOSCOPY:  March  16-17;  Bunts  Auditorium,  Cleveland 
Clinic,  Cleveland;  13  credit  hours;  fee:  $200,  $100  for  students 
and  physicians-in-training;  contact:  Director  of  CME,  Cleveland 
Clinic  Educational  Foundation,  9500  Euclid  Ave.,  Cleveland 
44106,  phone:  216/444-5696. 

SYMPOSIUM  ON  DERMATOLOGY:  March  18;  Shera- 
ton-Columbus  Hotel,  Columbus;  sponsor:  Ohio  Academy  of 

Family  Physicians;  cosponsor:  Ohio  Osteopathic  Association, 

OSU-CCME  & Lederle  Laboratories;  6 credit  hours;  contact: 
Ohio  Academy  of  Family  Physicians,  4075  N.  High  St.,  Columbus 
43214,  phone:  614/267-7867. 


FAMILY  PLANNING  METHODS,  ORAL  CONTRA- 
CEPTIVE EFFECTS  & COMPLICATIONS,  METHODS  OF 
ABORTION  & COMPLICATIONS:  March  21;  Stouffers  Inn 
on  the  Square,  Cleveland;  sponsor:  Cleveland  Clinic  Founda- 
tion/Cleveland Society  of  Obstetricians  and  Gynecologists;  3 
credit  hours;  contact:  Pierre  W.  Martimbeau,  M.D.,  Cleveland 
Clinic  Foundation,  9500  Euclid  Avenue,  Cleveland  44106, 
phone:  216/444-6871. 

ADVANCES  IN  UROLOGY:  March  22-23:  Bunts  Audi- 
torium, Cleveland  Clinic,  Cleveland;  12  credit  hours:  fee:  $150, 
$75  for  students  and  physicians-in-training;  contact:  Director  of 
CME,  Cleveland  Clinic  Educational  Foundation,  9500  Euclid 
Ave.,  Cleveland  44106,  phone:  216/444-5696. 

PROFESSIONAL  EDUCATION  SEMINAR:  March  28; 
E.  J.  Thomas  Performing  Arts  Center,  University  of  Akron ; 
sponsor:  American  Heart  Association-Akron  Chapter/North- 

eastern Ohio  Universities  College  of  Medicine;  6 credit  hours; 
fee:  $20;  contact:  George  I.  Litman,  M.D.,  American  Heart 
Association,  326  Locust  St.,  Akron  44302,  phone:  216/253-6194. 
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Ohio  Multiple  Sclerosis  Center 
to  Be  Located  at  Wright  State 

Governor  James  A.  Rhodes  has  announced  that  the 
1979-1981  capital  appropriations  section  of  the  executive 
budget  will  include  $3  million  earmarked  to  establish  a 
Multiple  Sclerosis  Center  of  Ohio  at  Wright  State  Univer- 
sity. The  center  will  be  a multipurpose  facility  that  pro- 
vides research  capability,  a teaching  program,  and  clinical 
treatment. 

The  Governor  stated:  “Wright  State  University,  with 
its  medical  school  and  emphasis  on  the  health  sciences, 
coupled  with  its  national  reputation  for  its  handicapped 
student  services  program,  is  an  obvious  site  to  locate  the 
center.” 

John  Beljan,  M.D.,  Vice  President  for  Health  Affairs 
at  Wright  State  University  and  Dean  of  its  School  of 
Medicine,  noted : “I’m  confident  that  this  initiative  will 
lead  to  certain  new  patterns  for  educating  primary  care 
physicians  and  for  treating  patients  afflicted  with  multiple 
sclerosis.  At  the  same  time,  we  have  every  reason  to  be- 
lieve that  this  center  of  medical  excellence  will  provide 
the  School  of  Medicine  and  the  University  with  the 
research  capability  that  will  enable  us  to  aggressively 
pursue  a way  of  conquering  this  crippling  disease.” 

Both  the  National  Multiple  Sclerosis  Society  and  the 
Western  Ohio  Multiple  Sclerosis  Society  have  approved 
the  establishment  of  the  Multiple  Sclerosis  Center  of 
Ohio,  which  will  be  located  on  the  main  campus  of 
Wright  State  University. 


Why  Pay  AMA  Dues? 

Have  you  paid  your  American  Medical  Association 
dues  for  1979?  “The  New  York  County  Medical  Society 
Newsletter”  (Vol.  6,  No.  8)  cited  the  following  statement 
of  Lawrence  B.  Ahrens,  M.D.,  President  of  the  Hartford 
County  Medical  Association : 

“Whether  we  agree  or  disagree  with  all  the  policies 
of  organized  medicine,  we  must  recognize  that  it  is  our 
only  effective  representative  in  Washington.  Government 
is  not  influenced  very  much  by  individuals,  by  logic,  or  by 
reason.  It  is  influenced  by  group  pressure.  We  need  to 
support  the  AMA.  The  more  doctors  it  represents,  the 
more  influence  it  can  exert.” 


Northeastern  Ohio  Initiates 
Body  Donation  Program 

A program  to  accept  donated  bodies  for  instruction 
in  anatomy  has  been  instituted  at  Northeastern  Ohio 
Universities  College  of  Medicine.  The  majority  of  the 
donated  bodies  will  be  used  for  the  teaching  of  anatomy 
to  medical  students.  Other  bodies  will  be  used  by  interns 
and  residents  at  community  hospitals  associated  with  the 
College  of  Medicine  to  review  anatomy  in  connection 
with  their  special  training  in  surgery. 


Interested  persons  may  obtain  donor  cards  and  bro- 
chures from  Northeastern  Ohio  Universities  College  of 
Medicine,  Rootstown,  Ohio  44272.  Additional  informa- 
tion may  be  obtained  from  Norman  Taslitz,  Ph.D.,  Pro- 
gram Director  of  Human  Anatomy,  telephone:  216/ 
325-2511  or  678-4160. 

Development  Grant  to  Ohio  Health 
Education  Centers  Consortium 

On  behalf  of  the  Ohio  Area  Health  Education  Cen- 
ters Consortium,  the  University  of  Cincinnati  College  of 
Medicine  has  received  a one-year  contract  from  the  De- 
partment of  Health,  Education  and  Welfare.  The  purpose 
of  the  $626,356  contract  is  to  provide  funds  for  developing 
a statewide  Area  Health  Education  Center  (AHEC)  pro- 
gram, and  the  University  of  Cincinnati  has  been  desig- 
nated the  primary  contracting  entity. 

The  program’s  objective  is  statewide  development 
and  coordination  of  rural  and  urban  health  education 
centers  within  each  of  the  six  health  education  regions  of 
the  Ohio  Board  of  Regents.  Because  there  is  need  for 
education  and  services  within  specific  regions,  individual 
area  health  education  centers  also  will  be  designed  and 
developed.  Statewide  coordination  will  be  achieved 
throughout  the  Ohio  AHEC  Consortium,  comprised  of 
the  seven  medical  colleges  in  Ohio  under  the  administra- 
tive direction  of  the  Ohio  Board  of  Regents. 


OSMA  House  of  Delegates 
Resolution  Deadline  Approaching 

Delegates  to  the  OSMA  and  county  medical  societies 
who  plan  to  submit  resolutions  for  consideration  by  the 
House  of  Delegates  at  the  1979  Annual  Meeting  should 
be  guided  by  Chapter  4,  Section  8,  of  the  OSMA  Bylaws 
entitled  “Resolutions,”  which  reads  as  follows: 

Every  resolution  to  be  presented  to  the  House  of  Delegates 
for  action  shall  be  filed  with  the  Executive  Director  of  the  Asso- 
ciation at  least  60  days  prior  to  the  first  day  of  the  meeting  at 
which  action  on  such  resolution  is  proposed  to  be  taken;  and 
promptly  upon  the  filing  of  any  such  resolution  the  Executive 
Director  shall  prepare  and  transmit  a copy  thereof  to  each  mem- 
ber of  the  House  of  Delegates.  No  resolution  may  be  presented 
or  introduced  at  any  meeting  of  the  House  of  Delegates  unless 
the  foregoing  requirements  for  filing  and  transmittal  shall  have 
been  complied  with  or  unless  such  compliance  shall  have  been 
waived  by  a Special  Committee  on  Emergency  Resolutions  named 
to  decide  whether  late  submission  was  justified.  This  special  com- 
mittee shall  consist  of  the  chairmen  of  the  several  resolution  com- 
mittees. If  a majority  of  the  members  of  the  Special  Committee 
on  Emergency  Resolutions  vote  favorably  for  waiving  the  filing 
and  transmittal  requirement,  then  such  resolution  shall  be  pre- 
sented to  the  House  of  Delegates  at  its  opening  session.  All  reso- 
lutions presented  subsequent  to  the  60-day  filing  date  prior  to 
the  opening  session  of  the  House  of  Delegates  shall  be  submitted 
by  their  sponsors  to  the  committee  no  less  than  12  hours  prior  to 
the  opening  session  of  the  House  of  Delegates. 

In  accordance  with  this  Section,  resolutions  must  be 
submitted  no  later  than  March  14,  1979,  for  consideration 
at  the  May  1979  meeting  of  the  House  of  Delegates. 
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Nominations  for  President-Elect 
Must  Be  Received  by  March  14 

Attention  is  called  to  provisions  in  the  Bylaws  of  the 
OSMA  pertaining  to  the  nomination  and  election  of  the 
president-elect  at  the  OSMA  Annual  Meeting.  1 he  presi- 
dent-elect and  other  officers  are  elected  by  the  House  of 
Delegates,  meetings  of  which  will  be  held  during  the 
Annual  Meeting  in  Columbus,  May  12-16,  1979. 

Nominations  for  president-elect  are  to  be  made  60 
days  in  advance  of  the  meeting,  and  information  on  nom- 
inations will  be  published  in  the  April  1979  issue  of  The 
Journal.  The  only  exceptions  would  exist  if  these  provi- 
sions are  waived  by  a two-thirds  vote  of  the  House  of 
Delegates.  The  60-day  deadline  is  March  14,  1979. 

The  part  of  the  OSMA  Bylaws  pertaining  to  this 
procedure  is  Chapter  5,  Section  3,  entitled  “Nomination 
of  President-Elect,”  which  reads  as  follows: 

Nominations  for  the  office  of  President-Elect  shall  be  made 
from  the  floor  of  the  House  of  Delegates;  provided,  however,  that 
only  those  candidates  may  be  nominated  whose  names  have  been 
filed  with  the  Executive  Director  at  the  time  and  in  the  manner 
hereinafter  provided,  unless  compliance  with  such  requirements 
shall  be  waived  as  hereinafter  provided.  The  name  of  a candi- 
date for  the  office  of  President-Elect  must  be  filed  with  the 
Executive  Director  of  the  Association  at  least  60  days  prior  to  the 
meeting  of  the  House  of  Delegates  at  which  the  election  is  to 
take  place.  Promptly  upon  the  filing  of  such  candidate’s  name, 
the  Executive  Director  shall  prepare  and  transmit  this  information 
to  each  member  of  the  House  of  Delegates.  No  nomination  for 
President-Elect  may  be  presented  at  any  meeting  of  the  House 
unless  the  foregoing  requirements  of  filing  and  transmittal  have 
been  complied  with  or  unless  such  compliance  shall  have  been 
waived  or  dispensed  with  by  a vote  of  at  least  two-thirds  ( % ) 
of  the  delegates  present  at  the  opening  session  of  such  meeting. 
The  Executive  Director  shall  cause  to  be  published  in  The 
Journal  in  advance  of  such  meeting  of  the  House  of  Delegates 
biographical  information  on  all  candidates  meeting  the  require- 
ments of  filing  and  transmittal. 

Physician  Insurance  Companies 

According  to  an  estimate  by  the  Ad  Hoc  Task  Force 
on  Professional  Liability  of  the  American  Academy  of 
Family  Physicians,  physician-owned  companies  now  write 
malpractice  insurance  for  approximately  40%  of  the 
physicians  in  the  United  States.  Currently,  more  than 
70,000  physicians  are  insured  by  these  companies.  In 
fact,  nearly  all  of  those  California  physicians  who  have 
malpractice  insurance  are  covered  by  such  companies. 
However,  nearly  20%  of  California  physicians  are  prac- 
ticing without  insurance. 

Uniform  Health  Claim 
Form  Gaining  Acceptance 

The  Uniform  Health  Insurance  Claim  Form  of  the 
American  Medical  Association  is  becoming  the  main 
claim  form  throughout  the  health  insurance  industry. 
Designed  for  use  by  the  private  health  insurance  industry 
and  government  programs,  the  form  was  introduced  in 
1974.  According  to  the  Health  Insurance  Association 
of  America,  each  of  its  member  companies  will  accept 


the  form  for  processing  when  submitted  by  a physician’s 
office.  The  Blue  Shield  Association  reports  that  24% 
of  its  member  plans  have  adopted  the  AMA  form  as  their 
primary  claim  document,  and  all  but  12  of  the  remain- 
ing plans  will  accept  it  for  processing. 

The  Health  Care  Financing  Administration  is  con- 
ducting a study  to  determine  whether  the  AMA  form  can 
be  used  as  the  common  claim  document  for  the  Medicare 
and  Medicaid  programs.  Medicare  carriers  in  1 1 states 
have  switched  to  the  AMA  claim  form,  and  carriers  in 
three  other  states  are  awaiting  approval  from  the  Medi- 
care Bureau. 

Second  Opinions  Discussed 

James  H.  Sammons,  M.D.,  Executive  Vice  President 
of  the  American  Medical  Association,  issued  a statement 
to  the  press  shortly  after  the  Department  of  Health.  Edu- 
cation and  Welfare  formally  announced  the  beginning  of 
its  surgical  second-opinion  program. 

He  warned  that  the  program  “promises  to  increase 
utilization  of  physician  services  as  Medicare  and  Medicaid 
patients  across  the  country  are  urged  to  seek  a second 
opinion  before  all  nonemergency  surgery.” 

In  refuting  HEW’s  claim  that  its  national  second- 
opinion  program  would  be  cost  reducing,  he  noted  that 
short-term  results  of  several  experimental  second-opinion 
programs  “have  not  provided  clear  evidence  that  a na- 
tional program  of  this  type  will  either  improve  the  quality 
of  care  or  reduce  health  cost.” 

Court  Decisions 

An  April  decision  of  the  medical  board  of  the  State 
of  Pennsylvania  has  been  upheld  by  the  Pennsylvania 
Supreme  Court.  The  board  suspended  a physician’s  li- 
cense to  practice  medicine  because  the  physician  did 
not  comply  with  the  state’s  medical  malpractice  statute 
which  requires  that  health  care  providers  carry  profes- 
sional liability  insurance. 

The  United  States  Supreme  Court  has  let  stand  a 
ruling  by  the  Maryland  Court  of  Appeals  which  upheld 
the  constitutionality  of  the  state’s  1976  medical  mal- 
practice statute.  The  statute  requires  submission  of  mal- 
practice claims  to  a pretrial  arbitration  panel.  The  appeals 
court  ruled  that  the  arbitration  requirement  does  not 
invest  judicial  authority  in  a nonjudicial  body,  abridge 
rights  of  access  to  the  courts,  or  deny  equal  protection 
under  the  law  to  malpractice  claimants. 

JCAH  to  Restructure 

The  Board  of  Commissioners  of  the  Joint  Commission 
on  Accreditation  of  Hospitals  (JCAH)  has  approved  a 
restructuring  of  the  Commission.  The  accreditation 
councils  for  types  of  health  care  facilities  and  human 
services  other  than  hospitals  will  be  dissolved.  A Policy 
Advisory  Committee  will  be  formed  to  advise  the  JCAH 
board  on  generic  policies  and  on  issues  affecting  the 
JCAH  and  voluntary  accreditation.  In  addition,  a Pro- 
fessional and  Technical  Advisory  Committee  will  be 
formed  for  each  accreditation  program. 
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Sporadic  Legionnaires'  Disease  in  Ohio 


James  S.  Marks,  M.D. 
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Analysis  of  specimens  submitted  for  testing  for  Legion- 
naires' disease  from  residents  of  Ohio  revealed  that  52 
persons  had  either  a fourfold  rise  in  titer,  a single  con- 
valescent titer  > 256,  or  visualization  of  the  organism 
on  biopsy  or  autopsy  specimens.  These  cases  of  Legion- 
naires' disease  were  not  associated  with  any  cluster  or 
outbreak.  Dates  of  onset  predominated  in  the  late  sum- 
mer through  early  winter,  with  widespread  geographic 
distribution  within  the  state.  Mean  age  for  cases  was 
54.6  years,  with  over  half  the  eases  occurring  in  persons 
over  60  years  of  age.  Five  I10°/ol  persons  died;  88% 
had  pneumonia;  and  pleural  effusion  was  present  in  28%. 
Additional  clinical  features  included  high  fever,  gastro- 
intestinal symptoms,  and  central  nervous  systems  ICN5I 
dysfuncton.  i 


OINCE  THE  SUMMER  OF  1976,  when  a large  out- 
^ break  of  pneumonia  occurred  among  attendees  at  a 
convention  of  the  American  Legion  in  Philadelphia,1 
much  has  been  learned  about  Legionnaires’  disease  (LD). 
Several  months  after  the  Philadelphia  outbreak,  a pre- 
viously undescribed  bacterium  was  isolated  from  the 
spleens  of  guinea  pigs  that  had  been  inoculated  with  an 
homogenate  lung  tissue  from  an  attendee  who  had  pneu- 
monia. Using  indirect  fluorescent  antibody  testing,  paired 
sera  obtained  from  suspected  LD  patients  during  the 
investigation  demonstrated  that  these  patients  had  a four- 
fold or  greater  rise  in  antibody  titer  to  this  bacterium.  In 
addition,  patients  from  whom  only  a convalescent  serum 
was  obtained  generally  had  high  titers  to  the  organism.2 

Since  this  outbreak,  other  outbreaks  have  been  re- 
ported from  widely  scattered  areas  both  within  and  out- 
side the  United  States.  Moreover,  a large  number  of 
sporadic  cases  have  been  described.3  These  are  cases  for 
which  the  diagnosis  of  LD  was  made  but  which  appar- 
ently are  unassociated  with  other  cases.  This  report  sum- 
marizes some  of  the  epidemiologic  and  clinical  features  of 
the  sporadic  cases  in  Ohio. 


Methods 

For  the  purpose  of  this  study,  a confirmed  case  of  LD 
was  defined  as  a person  with  pneumonia  documented  by 
x-ray  film,  or  a febrile  respiratory  illness  and  either  a 
fourfold  rise  in  antibody  titer  to  > 128  to  the  bacteria  in 
acute-  and  convalescent-phase  sera  as  measured  by  indi- 
rect immunofluorescence  or  demonstration  of  the  orga- 
nism by  direct  immunofluorescent  staining  of  biopsy  or 
autopsy  specimens.  Isolation  of  the*  bacteria  from  a patient 
was  included  originally  as  a part  of  the  definition,  but  this 
did  not  occur  for  any  case  presented  here.  A presumptive 
case  was  defined  as  a person  with  either  documented 
pneumonia  or  a febrile  respiratory  illness  plus  a conva- 
lescent-phase antibody  titer  of  > 256  when  no  acute-phase 
specimen  was  available.  A titer  of  > 256  was  chosen  to 
indicate  presumptive  infection  because  a sero-survey  re- 
ported by  McDade,  et  al  indicated  that  5 (1.5%)  of  344 
persons  not  associated  with  the  Philadelphia  outbreak  had 
titers  of  128,  but  none  had  titers  of  > 256  except  for 
persons  showing  seroconversions  to  the  LD  bacterium.2 
Cases  were  excluded  if  they  were  associated  with  the  out- 
break in  Columbus,  Ohio  during  the  summer  of  1977. 

Specimens  tested  included  all  those  submitted  to  the 
Ohio  State  Laboratory  for  LD  plus  any  specimens  sub- 
mitted directly  to  the  laboratory  at  the  Center  for  Disease 
Control  (CDC)  ; the  testing  was  performed  at  the  CDC. 
Serum  was  tested  by  the  indirect-fluorescent-antibody 
(IFA)  test.2  The  direct-fluorescent-antibody  test  (DFA) 
was  performed  on  the  tissue  specimens  submitted.4 

In  addition  to  these  specimens,  any  paired  sera  stored 
at  the  Ohio  State  Laboratory  which  had  been  submitted 
for  testing  from  patients  with  onset  of  pneumonia  since 
January  1,  1977  and  in  which  a titer  rise  to  no  other 
microorganism  was  found  were  sent  to  the  CDC  for 
testing. 

For  those  persons  meeting  the  case  definition,  we 
contacted  the  private  physician  or  hospital  and  requested 
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a copy  of  the  discharge  summary,  including  the  city  or 
town  of  residence. 

Results 

Between  January  1,  1977  and  May  31,  1978,  fifty-two 
persons  from  Ohio  were  diagnosed  as  having  had  con- 
firmed and  presumptive  LD.  Nineteen  of  these  patients 
had  fourfold-or-greater  rises  in  antibody  titer  to  the  LD 
bacterium.  In  three  cases,  the  diagnosis  was  made  by 
positive  DFA  on  lung  tissue.  The  remaining  30  cases  had 
convalescent-phase  titers  of  256  or  greater. 

Figure  1 shows  the  dates  of  onset  by  month  of  these 
cases.  In  two  instances,  where  a date  of  onset  was  not 
clear,  the  date  of  the  first  serum  specimen  was  considered 
the  date  of  onset;  in  two  others,  the  date  of  the  serum 
specimen  and  illness  onset  is  uncertain.  This  figure  shows 
no  striking  clustering  but  rather  gives  evidence  of  an 
ongoing  activity  through  the  late  summer  and  early  winter 
months. 

These  sporadic  cases  included  31  men  and  21  women. 
The  mean  age  for  the  entire  group  is  54.6  years,  with  the 
mean  age  for  men  (53.7  years)  and  for  women  (55.9 
years)  quite  similar.  The  youngest  confirmed  patient  was 
a 10-year-old  girl.  The  two  oldest  patients  were  each 
84  years  old.  The  age  distribution  is  shown  in  Figure  2. 
The  peak  level  was  in  persons  60  to  69  years  of  age.  Five 


(10%)  deaths  have  occurred  in  persons  with  LD,  three 
in  men  and  two  in  women.  The  mean  age  for  those  per- 
sons who  died  was  72.2  years. 

The  county  of  residence  is  known  for  39  of  the  50 
cases.  In  general,  no  geographic  clustering  or  urban-rural 
pattern  appeared.  Twenty-two  of  the  88  counties  have 
had  cases  diagnosed.  As  shown  on  the  map  (Fig.  3),  no 
county  had  more  than  five  cases. 

Clinical 

Discharge  summaries  were  obtained  for  44  (85%)  of 
the  52  cases.  Two  patients  were  not  hospitalized,  and  two 
patients  became  ill  while  traveling  out  of  state.  Forty-four 
(85%)  of  the  52  cases  had  pneumonia  documented  by 
x-ray  film,  while  two  others  were  thought  to  have  pneu- 
monia on  examination  by  their  physicians.  Four  did  not 
have  pneumonia,  and  the  history  is  unknown  for  two 
patients.  In  14  (35%)  of  the  40  cases,  where  the  location 
of  the  infiltrate  was  mentioned,  bilateral  pneumonia  was 
present.  Pleural  effusion  was  present  in  13  (28%)  of  the 
patients  for  whom  the  x-ray  findings  are  known.  Pleuritic- 
type  pain  was  a prominent  presenting  symptom  for  several 
of  these  patients  with  pleural  effusion,  however,  the  effu- 
sion presented  a problem  in  patient  management  in  only 
one  case. 


1977  1978 

Fig.  1.  Month  of  onset  of  sporadic  cases  (confirmed  and  presumptive)  of  Legionnaires’  disease  in  Ohio  1977-1978. 
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Fever  also  was  a prominent  finding  on  the  initial 
examination.  In  31  (86%)  of  the  36  patients  who  had  a 
temperature  documented  in  the  discharge  summary,  the 
temperature  was  37. 8C  (100F)  and  in  23  (74%)  of  these 
31,  the  temperature  was  39. 4C  (103F)  or  higher. 

Seven  (14%)  of  the  50  for  whom  discharge  sum- 
maries or  patient  history  was  available  had  CNS  dysfunc- 
tion at  the  time  of  admission.  Encephalitis  was  considered 
part  of  the  differential  diagnosis  for  two  patients.  Eight 
(16%)  of  the  50  had  a history  of  gastrointestinal  distur- 
bance during  the  prodrome.  This  consisted  of  various 
combinations  of  nausea,  vomiting,  diarrhea,  and  abdomi- 
nal pain.  Two  patients  had  renal  failure. 

The  level  of  leukocytosis  varied,  ranging  from  6,700 
to  21,000  cu  mm  at  the  time  of  admission  (except  for  one 
patient  with  leukemia  in  whom  the  initial  white  blood  cell 
count  was  2,700  cu  mm.  The  mean  was  13,300  cu  mm. 
There  was  a marked  neutrophilic  predominance,  with 
neutrophils  averaging  79%  of  the  differential  count. 

Antibiotic  usage  varied  widely.  Many  patients  re- 
ceived several  antibiotics,  and  changes  in  antibiotic  treat- 
ment were  common  in  those  who  did  not  respond  initially. 
Both  the  small  number  of  cases  and  the  wide  variability 
in  antibiotic  therapy  made  it  impossible  to  evaluate  the 
efficacy  of  individual  antibiotics. 

Discussion 

The  cases  of  LD  described  here  were  not  associated 
with  any  known  cluster  or  outbreak.  While  the  actual 
number  of  cases  that  occurred  in  Ohio  during  this  time 
period  is  unknown,  it  is  a virtual  certainty  that  more  cases 
occurred  than  are  discussed  herein.  It  is  possible  that  not 
all  of  the  persons  with  single  convalescent-phase  titers 
> 256  actually  had  LD  during  the  episode  of  illness  that 
prompted  their  physician  to  obtain  the  serum  specimen. 
The  patient  could  have  had  an  infection  with  LD  at  an 
earlier  time  that  was  reflected  in  the  present  serum  result 
since  it  is  known  that  antibody  elevation  to  the  LD  bac- 
terium may  persist  for  years.  Friedman  reported  that  a 
Philadelphia  Health  Department  survey  indicated  that  15 
(3.4%)  of  445  healthy  persons  who  worked  in  downtown 
Philadelphia  had  titers  of  > 128,  but  only  one  (0.2%)  of 
these  had  a titer  of  > 256.5  Similar  surveys  have  not  been 
conducted  in  Ohio.  However,  during  a recent  hospital- 
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Fig.  2.  Age  distribution  of  cases,  (confirmed  and  presumptive)  of 
sporadic  Legionnaires'  disease  in  Ohio  1977-1978. 

associated  outbreak  of  LD  in  Ohio,  three  (1.3%)  of  224 
healthy  hospital  employees  and  workers  at  a construction 
site  on  the  hospital  grounds  had  titers  > 128.  The  titer 
was  > 256  in  one  of  these.6  Thus,  it  appears  that  during 
investigations  of  possible  sporadic  cases,  titers  > 256 
might  be  more  predictive  of  recent  LD  than  a lower  titer. 
However,  among  the  cases  with  acute  and  convalescent 
titers  obtained  during  the  Philadelphia  outbreak,  1 1 
(19%)  of  58  with  seroconversions  to  the  LD  bacterium 
had  128  as  their  highest  titer.  Therefore,  the  true  number 
of  cases  is  likely  to  be  underestimated  by  using  a titer 
> 256  as  indicative  of  presumptive  infection  with  the  LD 
organism.  In  addition,  it  also  is  likely  that  a number  of 
patients  with  LD  did  not  have  specimens  obtained  for 
testing  because  they  may  have  recovered  uneventfully  or 
their  physicians  were  unaware  of  the  availability  of  the 
test. 

The  dates  of  onset  of  these  cases  suggest  a seasonal 
distribution,  with  cases  occurring  primarily  in  the  late 
summer  and  fall.  This  distribution  may  be  questioned 
because  the  number  of  specimens  submitted  in  the  summer 
and  fall  may  have  been  inflated  due  to  publicity  sur- 
rounding the  Columbus  outbreak  that  occurred  in  the  late 
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summer  of  1977.  This  interest  may  have  waned  as  time 
wore  on  thus  giving  rise  to  this  time  distribution. 

Clinically,  the  average  patient  was  somewhat  older 
than  the  general  population,  with  52%  of  the  cases  occur- 
ring in  persons  over  60  years  of  age.  This  may  reflect  that 
persons  of  this  age  have  more  serious  illnesses,  hence,  are 
more  likely  to  have  blood  drawn  for  serologic  testing. 

The  clinical  picture  of  pneumonia  with  high  fever, 
frequent  pleural  effusion,  and  the  prodromal  symptom  of 
diarrhea  in  a number  of  cases  is  similar  to  the  cases  de- 
scribed in  the  outbreak  in  Philadelphia  and  more  recently 
described  in  an  ongoing  outbreak  from  Los  Angeles.1'7  In 
the  latter  outbreak,  both  prodrominal  diarrhea  and  pleu- 
ral effusion  were  present  in  over  50%  of  patients.  How- 
ever, because  these  patients  acquired  their  illness  in  the 
hospital,  they  presumably  were  more  likely  to  have  under- 
lying illnesses  that  would  predispose  to  more  serious  dis- 
ease than  the  persons  with  sporadic  disease  reported  here. 

In  the  Los  Angeles  outbreak,  it  was  found  that  pa- 
tients who  had  received  erythromycin  early  in  the  course 
of  their  illness  tended  to  have  lower  convalescent-phase 
titers  than  persons  for  whom  erythromycin  was  not  pre- 
scribed until  late  in  the  illness.  In  addition,  some  persons 
did  not  show  a diagnostic  titer  rise  until  as  late  as  six 
weeks  after  onset.  As  the  index  of  suspicion  of  physicians 
increases  and  they  become  quicker  to  prescribe  erythro- 
mycin to  patients  with  suspected  LD,  the  ability  to  prove 
the  diagnosis  of  LD  may  become  more  difficult.  Lack  of 
a satisfactory  early  diagnostic  test  for  LD  is  now  one  of 


the  difficulties  in  studying  and  diagnosing  this  disease. 
Culture  from  pleural  fluid  has  been  positive  in  some 
patients,  but  the  fastidious  growth  requirements  of  the 
organism  make  culturing  difficult.  Direct-fluorescent-anti- 
body staining  and  Dieterle  stain  of  the  lung  can  provide  a 
rapid  answer,  but  few  patients  with  pneumonia  have  lung 
biopsies.  Current  findings  suggest  erythromycin  is  the  drug 
of  choice.  Although  no  therapeutic  trials  have  been  per- 
formed in  humans,  it  has  been  found  to  be  effective  in  the 
treatment  of  infected  guinea  pigs  and  embryonated  eggs.8-9 
Epidemiologic  evidence  indicates  that  its  use  is  associated 
with  a low  fatality  rate,  compared  to  other  antibiotics.1 

Summary 

Despite  the  great  strides  made  in  the  study  of  LD  in 
the  two  years  since  its  discovery,  much  remains  unknown 
about  cases  unassociated  with  outbreaks.  That  52  cases 
were  diagnosed  in  little  over  a year  in  Ohio  suggests  that 
it  is  not  an  uncommon  cause  of  pneumonia.  Clinical  fea- 
tures of  the  disease  that  should  raise  the  index  of  suspicion 
include  gastrointestinal  symptoms  as  part  of  the  prodrome, 
pleural  effusion,  high  temperature  (>  39. 4C  [>  1 03F] ) 
and  CNS  disturbances.  Early  diagnosis  is  possible  but  dif- 
ficult, and  antibiotic  treatment  may  have  to  be  initiated 
without  a firm  diagnosis.  Acute-phase  and  convalescent- 
phase  sera  can  be  used  to  confirm  the  diagnosis  provided 
they  are  at  least  three  to  four  weeks  apart  although,  in 
some  instances,  the  titer  rise  may  be  delayed  for  six  weeks 
after  onset. 


Fig.  3.  County  of  residence:  sporadic  cases  (confirmed  and  pre- 
sumptive) of  Legionnaires’  disease  in  Ohio. 
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During  the  past  year,  Legionnaires'  disease  has  stimulated 
widespread  clinical  investigation  as  an  infectious  illness 
with  significant  potential  for  morbidity  and  mortality. 
Its  successful  management,  in  many  instances,  by  use  of 
appropriate  antimicrobial  therapy  has  further  heightened 
interest  in  and  necessity  for  early  recognition  of  the  dis- 
ease. The  availability  of  serologic  identification  tech- 
niques has  made  it  possible  to  identify  Legionnaires' 
disease  albeit  retrospectively.  It  now  appears  that  the 
affliction  may  be  more  common  than  was  previously 
appreciated  in  that  it  occurs  in  isolated  cases  as  well 
as  in  outbreak  form.  This  report  illustrates  an  isolated 
ease. 


TN  JUNE  1978,  a 46-year-old  physician  became  acutely 
ill  with  a febrile  illness  which  ultimately  proved  to  be 
a confirmed  case  of  Legionnaires’  disease.  There  were  no 
significant  gastrointestinal  signs  and  symptoms  except 
anorexia,  but  the  patient  did  develop  a lobar  pneumonic 
infiltrate  and  suffered  from  severe  headache,  chills,  fever, 
mental  confusion,  and  prostration.  Recovery  was  com- 
plete with  no  known  sequelae  to  date. 

Legionnaires’  disease  has  attracted  much  attention 
since  the  tragic  and  dramatic  outbreak  in  the  summer  of 
1976  following  an  American  Legion  Convention  in  Phila- 
delphia. One  hundred  and  eighty  cases,  29  of  which  re- 
sulted in  fatalities,  were  serologically  confirmed  in  this 
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outbreak.12  There  have  been  several  other  outbreaks  in 
the  United  States  with  varying  mortality  rates.3’4 

Epidemiology 

The  infection  is  produced  by  a Gram-negative  bac- 
terium, but  the  epidemiology  of  Legionnaires’  disease  re- 
mains in  part  a puzzle.  Exposure  has  been  traced  to  air 
conditioning  systems  and  excavation  sites.  It  does  not 
appear  to  be  transmitted  person-to-person.5  Clinically,  the 
disease  is  manifested  characteristically  by  the  fairly  abrupt 
onset  of  fever,  chills,  headache  (often  severe),  gastroin- 
testinal upset,  and  respiratory  involvement,  especially 
pneumonic  infiltrates.  Respiratory  failure  and  death  may 
ensue  if  the  disease  is  not  recognized  and  appropriate 
antimicrobial  therapy  begun.  Relative  bradycardia  has 
been  prominent  in  some  outbreaks.5 

Laboratory  findings  are  somewhat  nonspecific  and 
are  generally  those  associated  with  many  bacterial  in- 
fections. Leukocytosis  is  common.5  The  erythrocytic  sedi- 
mentation rate  may  be  very  high.  The  organism  is  diffi- 
cult to  culture;  it  is  not  found  on  routine  blood,  sputum, 
urine,  stool,  or  nasopharyngeal  cultures  and  gram  stains. 
Chest  x-ray  films  may  reveal  lobar,  patchy,  or  diffuse 
pneumonic  infiltrates.6  Arterial  blood  gas  determinations 
may  reveal  severe  hypoxia.  There  may  be  electrolyte  dis- 
turbances, perhaps  associated  with  fever,  fluid  loss,  and 
gastrointestinal  dysfunction.  Albuminuria  may  be  present, 
again  perhaps  related  to  the  systemic  manifestations. 

Although  it  is  possible  to  demonstrate  the  organism 
in  infected  tissue,7  the  most  practical  method  to  confirm 
diagnosis  in  suspected  cases  currently  is  via  means  of  sero- 
conversion. The  Center  for  Disease  Control  in  Atlanta 
established  a fourfold  increase  in  antibody  titer,  with  at 
least  a high  of  1:64  as  being  diagnostic.  A lone  titer  of 
1:128  also  was  considered  confirmative.  The  indirect  im- 
munofluorescent  technique  was  used.8 

Clinical  Data 

A 46-year-old  white,  male  physician,  whose  general 
health  had  been  excellent,  became  ill  in  June  1978.  His 
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last  major  illness,  an  uncomplicated  appendectomy,  had 
been  25  years  previously.  He  had  recovered  completely 
from  acute  glomerulonephritis  at  age  15  years. 

On  the  first  day  of  his  illness,  the  patient  experienced 
a very  mild  coryza  which  subsided  the  following  day.  On 
the  third  day  of  illness,  fatigue  and  fever  in  the  range 
of  38. 9C  (102F)  to  39.4C  (103F)  occurred.  On  the 
fourth  day,  there  was  onset  of  severe  chills  associated 
with  very  painful  myalgias,  nonspecific  generalized  head- 
ache, and  profuse  diaphoresis.  These  symptoms  persisted 
on  the  fifth  and  sixth  days,  and  a three-to-four-hour  cycle 
consisting  of  chills,  increased  febrile  reaction,  and  dia- 
phoresis became  established.  During  these  cycles,  the 
temperature  elevation  ranged  from  40. 0C  (104F)  to 
40. 6G  (105F)  and  never  dropped  below  38.9C  (102F), 
despite  the  use  of  acetaminophen  and  acetylsalicylic  acid. 
By  evening  of  the  sixth  day,  the  patient  was  mentally  con- 
fused and  he  was  hospitalized.  At  this  time,  the  head- 
ache still  was  generalized  but  was  very  severe  and  not 
influenced  by  the  two  medications  mentioned  previously. 
There  was  no  meningismus. 

Physical  examination  revealed  the  patient  was  acute- 
ly ill  and  somewhat  confused.  Blood  pressure  was  120/80 
mm  Hg,  pulse  rate  100  beats  per  minute,  temperature 
39. 5C  (103.2F),  and  respirations  18  per  minute.  Mucous 
membranes  appeared  to  be  very  dry;  skin  turgor  was  fair; 
there  was  no  respiratory  distress;  and  the  neck  was  sup- 
ple. Chest  and  cardiac  examinations  revealed  no  abnor- 
mal findings,  and  results  of  the  remainder  of  the  physical 
examination  were  within  normal  limits. 

Admission  laboratory  tests  revealed  the  following 
values:  white  blood  cell  count  (WBC)  13,600  per  cu  mm 
with  19%  nonsegments,  57%  segments,  16%  lymphocytes, 
and  8%  monocytes.  Hematocrit  value  was  41.2%  and  the 
hemoglobin  14.  2 gm  per  100  ml.  Sedimentation  rate  was 
53  mm,  and  serum  electrolytes  were  within  normal  limits. 
Urinalysis  revealed  proteinuria  (2  + ) and  12  to  15  WBCs 
per  high-power  field.  Lumbar  puncture  was  performed, 
but  no  abnormal  findings  were  discovered.  No  cells  were 
seen,  and  Gram  stain  revealed  no  organisms.  Subsequent 
cultures  revealed  no  growth.  No  infiltrates  were  shown 
on  chest  roentgenogram. 

On  the  second  day  of  hospitalization  (the  seventh 
day  of  illness),  the  patient  experienced  a rhythmic, 
piercing  pain  in  the  left  ear;  it  was  relentless.  Repeat 
examination  showed  no  inflammatory  changes. 

Since  there  were  no  changes  in  signs  and  symptoms 
on  the  eighth  day  of  illness,  and  in  view  of  laboratory 
findings  suggestive  of  bacterial  infection,  intravenous  am- 
picillin  therapy  was  begun.  Blood  cultures  were  being  fol- 
lowed carefully,  but  no  growth  had  appeared ; there  was 
no  growth  apparent  on  urine  cultures;  and  sputum  culture 
revealed  normal  flora. 

On,  the  ninth  day  of  illness,  moist  rales  appeared  in 
the  right  posterior  lung  base,  and  a repeat  chest  x-ray 
film  showed  consolidation  in  the  right  lower  lobe.  At  this 
time,  antobiotic  therapy  was  changed  to  intravenous 
erythromycin,  % gram  every  six  hours.  Response  to  this 


therapy  was  quite  dramatic,  and  an  afebrile  state  was 
achieved  in  72  hours.  Antibiotic  therapy  then  was  changed 
to  the  oral  route  and  continued  for  an  additional  seven 
days. 

An  incidental  finding  on  the  ninth  day  of  illness  was 
a.  drop  in  hemoglobin  level  to  13.0  gm  per  100  ml.  The 
patient’s  normal  hemoglobin  level  is  known  to  be  in  the 
range  of  15.5  to  16.0  gm  per  ml,  and  it  gradually  reached 
this  level  over  a two-week  convalescent  period.  There 
was  no  apparent  external  blood  loss,  and  result  of  a 
stool  examination  for  blood  was  negative.  Reticulocyte 
count  was  0.4%,  and  result  of  Coombs’  test,  direct  and 
indirect,  was  negative. 

An  acute-phase.  Legionnaires’  disease  titer  drawn 
on  the  day  of  hospital  admission  subsequently  was  re- 
ported as  1:64.  A titer  drawn  two  weeks  later  was  re- 
ported as  1:1,024.  Acute  and  convalescent  titers  for  my- 
coplasma and  common  viruses  were  negative. 


Discussion 

In  this  case  of  Legionnaires’  disease,  prominent 
symptoms  were  fever,  chills,  prostration,  mental  con- 
fusion, and  progressive,  relentless  headache.  Despite  the 
ultimate  appearance  of  a pneumonic  consolidation,  there 
were  no  significant  respiratory  symptoms;  perhaps  the 
latter  were  aborted  by  institution  of  antimicrobial  therapy. 
A mild-but-definite  drop  in  hemoglobin  level  occured 
during  the  illness;  there  was  no  direct  evidence  of 
hemolysis  or  external  blood  loss. 

Therapy  with  erythromycin,  initially  administered 
intravenously  and  subsequently  by  oral  route,  appeared 
to  be  very  effective  and  produced  a prompt  remission. 
Recovery  was  complete  as  determined  by  all  laboratory 
parameters,  including  complete  blood  count,  serial  chest 
x-ray  films,  sedimentation  rate,  and  the  patient’s  own 
sense  of  well-being. 

This  physician-patient  had  been  involved  in  the 
recent  management  of  numerous  cases  of  respiratory  ail- 
ments, including  pneumonia,  but  none  of  them  were 
suspected  or  proven  cases  of  Legionnaires’  disease.  The 
source  of  his  infection  remains  a mystery. 

Since  prompt  establishment  of  a diagnosis  of  Legion- 
naires’ disease  is  difficult  at  best,  it  must  be  made  in 
part  by  clinical  and  laboratory  exclusion  of  other  known 
causes  of  pneumonia  and  febrile  illness.  With  sporadic 
outbreaks  occurring  around  the  country,  a high  index  of 
suspicion  is  essential.  Mortality  rates  are  significant  in 
untreated  cases  and/or  those  managed  with  inappropriate 
antibiotic  therapy.6  Erythromycin  and  tetracycline  both 
have  been  effective  seemingly.5  9 Currently,  the  former  is 
receiving  more  support  nationally  as  the  drug  of  choice 
for  initial  treatment.  The  importance  of  drawing  and 
storing  serum  for  possible  subsequent  study  in  undiagnosed 
febrile  illnesses  or  suspected  infectious  illnesses  cannot  be 
overemphasized. 
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REACTIONS:  Cholestatic  jaundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma. 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia. 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements  Daily  requirements  are  best  administered 
in  divided  doses.  The  following  is  suggested  as  an 
average  daily  dosage  guide.  In  the  male:  Eunuchoidism 
and  eunuchism,  1 0 to  40  mg. ; Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg., 
Postpuberal  cryptorchism,  30  mg  REFERENCE:  R.  B. 
Greenblatt,  M D ; R.  Witherington;  M.D  ;l  B.  Sipahioglu, 
M.D  Hormones  for  Improved  Sexuality  in  the  Male 
and  the  Female  Climacteric.  Drug  Therapy,  Sept.  1976. 
SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60,  250.  Rx  only. 


When  - 

impotence 

is  due  tolandrogenic  deficiency 


Methyltestosterone  U.S.R  Tablets 

A well  absorbed  oral  androgen. 


Additional  indications:  Replacement  therapy.  When  androgen  deficiency  is  the  cause  of: 
male  climacteric /eunuchoidism,  eunuchism /post-puberal  cryptorchidism. 


DESCRIPTION:  Methyltestosterone  is  1 7/?-Hydroxy- 
1 7-Methylandrost-4-en-3-one.  ACTIONS:  Methyltesto- 
sterone is  an  oil  soluble  androgenic  hormone. 
INDICATIONS:  In  the  male:  1.  Eunuchoidism  and 
eunichism.  2.  Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency,  3.  Impotence  due  to 
androgenic  deficiency  4.  Post-puberal  cryptochidism 
with  evidence  of  hypogonadism.  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone.  These  changes 
appear  to  be  related  to  dosage  of  the  drug.  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued.  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease.  In  treating  males  for  symptoms  of  climacteric, 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patients 
cardiovascular  capacity  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  If  priapism  or  other  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking 
androgens.  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued  ADVERSE 
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Clinical  Experience  with  Disopyramide 

Mark  Sequeira,  M.D. 

Myron  H.  Luria,  M.D. 


Fifty-three  patients  with  cardiac  arrhythmia s were  treat- 
ed with  disopyramide.  The  drug  was  considered  effective 
in  suppressing  arrhythmias  in  77%  of  these  patients  and 
was  tolerated  by  68%  of  them.  Anticholinergic  side- 
effects  were  common,  the  most  serious  one  being  urinary 
retention  I13%l.  Since  this  was  especially  frequent  in 
elderly  men,  the  drug  should  be  used  with  caution  in  this 
subgroup.  Disopyramide  appeared  effective  in  other  pa- 
tients. and  side-effects  usually  were  less  serious  than 
those  of  other  antiarrhythmie  agents.  Thus,  disopyramide 
may  serve  as  the  initial  oral  therapeutic  drug  of  choice 
for  many  patients  with  cardiac  arrhythmias. 


/^VRAL  DISOPYRAMIDE  (NORPACE®)  has  been 
'^'released  recently  for  treatment  of  ventricular  arrhyth- 
mias. Although  its  antiarrhythmie  effects  have  been 
known  since  1962,'  clinical  experience  with  this  drug  is 
limited.  It  resembles  quinidine  and  procaine  amide  in  its 
effects  on  cardiac  conduction  and  automaticity.  However, 
its  side-effects  are  more  distinct,  being  chiefly  anticholin- 
ergic in  nature.12  The  purpose  of  this  report  is  to  present 
our  clinical  experience  with  disopyramide,  with  particu- 
lar reference  to  side-effects. 

Methods 

Thirty  men  and  23  women  ranging  in  age  from  34 
years  to  85  years  were  treated  with  disopyramide  between 
October  1977  and  May  1978.  Seventeen  of  the  patients 
had  suffered  a recent  acute  myocardial  infarction. 
Disopyramide  therapy  also  was  begun  in  24  patients, 
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either  because  they  could  not  tolerate  the  conventional 
antiarrhythmie  agents,  such  as  quinidine  or  procaine 
amide,  or  because  the  prior  antiarrhythmie  agents  were 
not  effective.  In  other  patients  disopyramide  was  used 
as  the  first  line  of  therapy.  Patients  who  were  unconscious, 
in  circulatory  shock,  in  partial  or  complete  heart  block, 
or  who  had  clinical  symptoms  of  prostatic  hypertrophy 
were  excluded  from  the  study.  Periods  of  follow-up  varied 
from  two  weeks  to  six  months. 

Patients  could  be  divided  into  three  separate  groups 
for  evaluation: 

1.  Patients  who  had  an  eight-hour,  dynamic  elec- 
trocardiogram performed  before  and  also  during  treat- 
ment with  disopyramide.  The  procedure  for  eight-hour, 
dynamic  electrocardiograms  at  this  hospital  has  been 
described  previously.3 

2.  Patients  whose  cardiac  rhythms  were  monitored 
before  treatment  by  telemetry  from  their  regular  hospital 
rooms  to  the  central  hospital  cardiac  care  unit  and  who 
were  evaluated  with  dynamic  electrocardiography  during 
treatment. 

3.  Patients  who  were  evaluated  by  telemetry  or  a 
12-lead  electrocardiogram  before  treatment  and  telemetry 
or  12-lead  electrocardiogram  after  disopyramide  therapy 
was  started. 

The  arrhythmias  treated  with  disopyramide  were 
ventricular  ectopic  beats  (27  patients),  ventricular  tachy- 
cardia (15  patients),  paroxysmal  atrial  flutter  or  fibrilla- 
tion (6  patients),  and  paroxysmal  atrial  tachycardia  (5 
patients).  The  drug  was  considered  to  be  effective  for 
ventricular  arrhythmias  if  there  was  an  improvement  of 
two  or  more  grades  in  the  grading  system  for  ventricular 
ectopic  beats  modified  from  Lown  and  Wolf.4  (See  Table 
1.)  For  example,  if  a patient  in  grade  3 with  multiform, 
ventricular  ectopic  beats  improved  to  grade  1 with  only 
occasional,  isolated  ventricular  ectopic  beats,  then  the 
drug  was  considered  to  be  effective.  In  those  patients 
with  paroxysmal  supraventricular  arrhythmias,  effective- 
ness was  considered  if  the  frequency  of  paroxysmal  tachy- 
cardia was  reduced  to  at  least  one-quarter  of  the  original 
frequency.  Patients  were  treated  initially  with  a loading 
dose  of  300  mg  of  disopyramide  orally,  followed  by  a 
maintenance  dose  of  600  mg  per  day  in  divided  doses  up 
to  a maximum  of  900  mg  per  day.  Appropriate  reduction 
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in  dosage  was  made  for  patients  with  renal  insufficiency. 
Toxic  effects  were  documented  both  in  the  hospital  and 
on  subsequent  outpatient  follow-up  visits.  Toleration  was 
defined  as  the  ability  to  continue  disopyramide  therapy 
for  an  individual  without  having  to  discontinue  it  be- 
cause of  adverse,  toxic  side-effects. 

Results 

Disopyramide  was  found  to  be  effective  in  six  of 
eight  patients  evaluated  with  dynamic  electrocardiograms 
before  and  during  treatment.  In  those  evaluated  with 
telemetry  before  treatment  and  dynamic  electrocardio- 
grams during  treatment,  the  drug  was  found  to  be  effec- 
tive in  16  of  22  patients.  In  the  third  group  of  patients 
evaluated  with  telemetry  or  electrocardiograms  both 
prior  to  and  during  treatment,  disopyramide  was  deemed 
to  be  effective  in  19  of  23  patients.  Thus,  of  53  patients, 
disopyramide  was  considered  effective  in  41  patients 
(77%)  and  ineffective  in  12  (23%). 

The  side-effects  of  disopyramide  noted  in  this  study 
are  listed  in  Table  2.  Most  symptoms  appeared  to  be 
anticholinergic  in  nature.  The  side-effects  leading  to 
cessation  of  therapy  were  gastrointestinal  in  eight  pa- 
tients, urinary  obstruction  in  six  patients,  and  cardio- 
vascular symptoms  in  three.  A total  of  17  patients  (32%) 
eventually  stopped  taking  the  drug  because  of  side-effects. 
Alternatively,  36  of  53  patients  (68%)  tolerated  diso- 
pyramide. 

Quinidine  or  procaine  amide  either  was  not  tolerated 
or  was  ineffective  in  24  patients.  Disopyramide  was  both 


Table  1.  Modified  Lovvn1  Grading  System  for  Ventricular 
Ectopic  Beats  (VEBs) 


Grade 

Arrhythmia 

0 

No  VEBs 

1 

Occasional  isolated  VEBs 

2 

Frequent  VEBs  (more  than  30/hr) 

3 

Multiform  VEBs 

4 

Repetitive  VEBs  (two  or  more  in  a row) 

Table  2.  Side-Effects  of  Disopyramide 


Patients 


Side-effect 

No. 

% 

Dryness  of  mouth 

24 

45 

Constipation 

12 

23 

Elrinary  obstruction 

7 

13 

Urinary  hesitancy 

fi 

11 

Nausea  or  vomiting 

6 

11 

Blurred  vision 

4 

8 

Transient  palpitations 

3 

6 

Congestive  heart  failure 

2 

4 

Abdominal  bloating 

2 

4 

tolerated  and  effective  in  only  10  of  these  24  patients 
(Table  3). 


Discussion 

In  a multicenter,  double-blind  study  of  patients  with 
cardiac  arrhythmias, J 150  mg  of  disopyramide  given 
every  six  hours  was  compared  to  325  mg  of  quinidine 
given  every  six  hours.  No  significant  difference  in  efficacy 
was  found  between  quinidine  and  disopyramide,  but  ad- 
verse reactions  were  greater  in  the  patients  treated  with 
quinidine:  22  of  62  patients  (35%)  stopped  taking 
quinidine  as  compared  with  6 of  62  patients  (10%)  who 
stopped  taking  disopyramide.  Nausea,  vomiting,  urinary 
retention,  and  somatic  pain  were  reported  with  disopyra- 
mide therapy.  Reactions  to  quinidine  were  more  severe 
and  consisted  of  severe  dizziness,  chills  and  fever,  and  a 
generalized  pruritic  rash.  In  another  clinical  study,  Vis- 
mara,  et  al6  found  disopyramide  to  be  well  tolerated  with 
side-effects  reported  as  mild,  readily  tolerated,  and 
transient. 

Although  dryness  of  the  mouth  was  the  most  fre- 
quent and  best  tolerated  side-effect  in  this  study,  other 
anticholinergic  side-effects  were  not  as  well  tolerated. 
Constipation  was  a particular  problem;  patients  often 
complained  of  dried-out  stools  which  were  difficult  to 
move.  Urinary  hesitancy  and  obstruction  were  other  prob- 
lems particularly  annoying  to  patients.  The  patients  stop- 
ped taking  the  drug  predominantly  because  of  urinary 
retention  and  also  because  of  gastrointestinal  side-effects 
such  as  severe  nausea,  abdominal  pain,  or  significant  con- 
stipation. Blurred  vision  was  infrequent;  no  increase  in 
intraocular  pressure  was  seen  in  two  patients  with  glau- 
coma who  had  tonometry  both  before  starting  disopyra- 
mide therapy  and  while  it  was  continued. 

Other  less  common,  but  equally  serious,  adverse 
effects  also  were  noted  in  this  study.  Two  patients  de- 
veloped pulmonary  edema  while  taking  disopyramide. 
Though  both  of  these  patients  had  evidence  of  prior, 
impaired  left  ventricular  function,  disopyramide  may 
have  been  partly  responsible  for  precipitation  of  pul- 
monary edema  through  its  known  negative  inotropic 
action.78  Two  patients  receiving  warfarin  had  increases 
in  prothrombin  time  when  started  on  disopyramide  ther- 
apy and  required  adjustment  of  their  warfarin  dosage. 
Disopyramide  and  warfarin  interaction  has  been  reported 
previously  by  Haworth  and  Burroughs.9  One  patient  who 


Table  3.  Effect  of  Disopyramide  in  Patients  Previously  Treated 
With  Quinidine  or  Procaine  Amide 


Previous  Treatment 

Procaine  Quinidine  and 


Quinidine 

Amide 

Procaine  Amide 

Tolerated  and 

effective  7 

3 

0 

Not  tolerated 

4 

i 

3 

Tolerated  and 

ineffective  2 

2 

2 

Total 

13 

6 

5 
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had  not  had  ventricular  tachycardia  previously,  developed 
it  while  taking  disopyramide.  When  the  disopyramide 
therapy  was  discontinued  in  this  patient,  ventricular 
tachycardia  did  not  recur  with  subsequent  quinidine 
therapy.  Frieden10  also  noted  a paradoxical  increase  in 
ventricular  irritability  with  disopyramide  therapy. 

In  our  study,  24  patients  had  previous  antiarrhyth- 
mic  therapy  with  quinidine  or  procaine  amide;  disopyra- 
mide was  both  tolerated  and  effective  in  only  ten  of  these 
patients.  Additionally,  in  five  of  these  patients  who  either 
could  not  tolerate  both  quinidine  and  procaine  amide  or 
in  whom  quinidine  and  procaine  amide  both  were  in- 
effective, disopyramide  also  was  not  tolerated  or  was 
ineffective.  This  may  indicate  that  the  likelihood  of  re- 
sponse may  be  diminished  in  patients  not  responding  to 
other  antiarrhythmic  drugs. 

Despite  these  reservations,  our  data  support  the 
effectiveness  of  disopyramide.  Compared  to  other  studies, 
however,  we  have  found  a much  higher  incidence  of  side- 
effects  and,  consequently,  a much  higher  dropout  rate. 
The  dropout  rate  of  32%  for  disopyramide  also  is  very 
similar  to  the  dropout  rate  usually  seen  with  quinidine.5 
We  have  found  that  the  onset  of  side-effects  often  is  very 
rapid,  and  most  patients  who  tolerate  the  drug  in  the 
early  stages  of  therapy  ordinarily  continue  to  do  so.  This 
has  some  definite  clinical  advantages  when  compared 
to  such  drugs  as  quinidine  or  procaine  amide  whose  side- 
effects  may  be  delayed.  Also,  the  usual  anticholinergic 
side-effects  of  disopyramide  appear  much  less  significant 
when  compared  to  the  serious  side-effects  of  quinidine, 
such  as  purpura,  and  of  procaine  amide,  such  as  dissem- 
inated lupus  erythematosus. 

Conclusions 

Several  conclusions  appear  evident  from  this  clinical 
study  of  disopyramide : 

1.  Disopyramide  is  an  effective  antiarrhythmic  agent. 

2.  The  dropout  rate  with  disopyramide  may  be  ex- 
pected to  be  as  high  as  that  seen  with  quinidine. 

3.  The  side-effects  of  disopyramide  are  more  fre- 


quent than  have  been  reported  previously. 

4.  The  incidence  of  urinary  retention  is  quite  high, 
especially  in  elderly  men.  Hence,  disopyramide  should 
not  be  the  first  line  of  therapy  in  this  population  sub- 
group. 

5.  In  other  patients,  disopyramide  may  well  serve 
as  the  initial  antiarrhythmic  agent  since  its  effectiveness 
as  an  antiarrhythmic  agent  is  comparable  to  quinidine 
and  procaine  amide,  and  its  side-effects  are  not  as  life 
threatening. 

6.  Several  less  frequent  side-effects  of  disopyramide, 
namely,  its  negative  inotropic  actions  and  its  interaction 
with  warfarin  therapy,  should  be  considered  when  the 
drug  is  to  be  used  for  patients  with  more  complicated 
systemic  disease. 
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1979  Annual  Meeting,  Ohio  State  Medical  Association 

1^0  YOU  HAVE  AN  EXHIBIT  or  know  of  an  exhibit  which  is  of  scientific  interest? 

If  you  do,  the  Ohio  State  Medical  Association  Annual  Meeting  is  just  the  place  to 
display  it.  We  are  now  accepting  applications  for  the  1979  OSMA  Annual  Meeting.  Those 
eligible  to  apply  are  as  follows:  (1)  Exhibits  by  Ohio  physicians,  Ohio  medical  schools, 
hospitals,  or  similiar  organizations;  (2)  Out-of-state  physicians  or  out-of-state  agencies 
on  invitation;  (3)  Voluntary  health  organizations. 

Exhibits  will  be  set  up  and  viewed  at  the  Veterans  Memorial  Building,  300  West 
Broad  Street,  Columbus,  Ohio.  Exhibit  Days  and  Times  will  be  as  follows:  Monday,  May 
14—12  NOON -4:30  PM;  Tuesday,  May  15  — 9 AM -4:30  PM;  and  Wednesday, 
May  16  — 9 AM  - 12  NOON. 

Mail  applications  to  the  attention  of  Vincent  T.  La  Maida,  M.D.,  Chairman, 
Subcommittee  on  Scientific  Exhibits,  Ohio  State  Medical  Association,  600  South  High 
Street,  Columbus,  Ohio  43215. 


APPLICATION  FOR  SPACE 
SCIENTIFIC  EXHIBITS 


7979  Annual  Meeting,  Ohio  State  Medical  Association 

Veterans  Memories!  Building,  Columbus,  May  14,  15,  and  16 

I am  interested  in  receiving  an  application  and  details  regarding  space  for  a scientific 
exhibit  at  the  1979  OSMA  Annual  Meeting.  Please  send  to: 


Name 

Address 

City State Zip 


cal 

sociation 


News 


Total  Eclipse  of  Sun 
to  Occur  in  February 

February  26  is  the  date  of  the  last  total  eclipse  of  the 
sun  that  will  be  visible  in  this  part  of  the  world  until  the 
end  of  the  century.  The  event  will  begin  midmorning, 
eastern  time,  and  will  last  about  two  and  one-half  hours. 
It  will  be  seen  as  a total  eclipse  in  the  northwestern  parts 
of  the  United  States  and  as  a partial  eclipse  in  the 
remainder  of  the  country. 

Because  of  the  intensity  and  composition  of  sunlight, 
watching  the  eclipse  directly  can  cause  severe  and  perma- 
nent eye  damage.  This  includes  watching  the  eclipse 
through  sun  glasses,  smoked  glass,  photographic  negatives, 
or  other  filters. 

The  American  Medical  Association  suggests  that  in- 
dividuals desiring  to  watch  the  eclipse  construct  a “tele- 
scope.” This  device  is  made  with  a light-tight  box,  such  as 
a shoe  box  or  the  boxes  containing  photographic  print 
paper.  In  construction,  follow  these  directions: 

( 1 ) Cut  an  opening,  about  the  size  of  a postage  stamp,  near  a 
corner  at  one  end  of  the  box.  Tape  a piece  of  aluminum  foil 
over  the  opening.  With  a needle  or  pin,  punch  a pinhole 
in  the  center  of  the  foil. 

(2)  At  the  same  end  of  the  box,  at  the  diagonal  corner,  cut 
another  opening,  about  2"  x 2".  (This  is  the  viewer.) 

(3)  Inside  the  box  at  the  opposite  end,  paste  or  tape  a 3"x5" 
card  or  paper.  (This  is  the  viewing  screen.) 

(4)  Tape  the  box  tightly  shut  so  no  stray  light  can  leak. 

To  view  the  eclipse,  stand  with  your  back  to  the  sun. 
Hold  the  telescope  so  that  the  pinhole  lens  is  aimed  at  the 
sun  over  your  shoulder.  Look  through  the  viewer  to  see 
the  sun’s  image  reflected  on  the  screen  inside  the  telescope. 


Deadline  Approaching  for  1979 
OSMA  Nominations  & Resolutions 

OSMA  members  are  reminded  that  the  deadline  is 
approaching  for  submission  of  resolutions  to  be  considered 
at  the  1979  Annual  Meeting.  Such  resolutions  must  be 
submitted  no  later  than  March  14,  1979.  By  this  same 
date,  all  nominations  for  the  office  of  president-elect  of 
the  OSMA  also  must  have  been  submitted. 

Current  AMA  Activities 

The  Board  of  Trustees  of  the  American  Medical 
Association  and  its  Council  on  Medical  Service  and  Coun- 
cil on  Legislation  will  undertake  a comprehensive  review 
of  the  national  health  insurance  issue.  Following  the 
review  of  the  next  several  months,  a report  will  be  sub- 
mitted to  all  AMA  delegates  in  ample  time  for  considera- 
tion by  the  House  of  Delegates  at  the  1979  Annual  Meet- 


ing (July)  or  at  a special  meeting,  if  such  a session 
becomes  necessary.  The  Board  has  voted  not  to  schedule 
a special  meeting  at  this  time  since  circumstances  do  not 
indicate  the  need  for  one. 

The  National  Leadership  Conference,  February  15- 
18,  will  open  with  a three-part  program  on  the  role  of  the 
American  Medical  Association  in  the  “real  world.”  This 
panel  discussion  will  cover  demographics,  current  political 
climate,  and  consumer  attitudes.  Prior  to  the  opening 
program  on  February  16  will  be  a full  day  of  optional 
seminars,  some  of  which  carry  Category  1 continuing 
education  credit.  The  AMA  is  sponsoring  the  National 
Leadership  Conference  at  the  Downtown  Marriott  Hotel, 
Chicago,  and  has  extended  registration  so  that  it  is  avail- 
able at  the  door. 


MAC  Drug  List  to  Expand 

A list  of  5,000  approved  drugs  has  been  published  by 
the  Department  of  Health,  Education,  and  Welfare.  This 
list  includes  2,400  generic  equivalents  produced  by  differ- 
ent companies.  In  addition,  HEW  will  expand  the  list  of 
drugs  for  which  reimbursement  is  limited  to  the  generic 
price  under  Medicaid  and  Medicare’s  Maximum  Allow- 
able Cost  Program  (MAC).  By  June,  the  list  will  grow 
from  12  to  44  drugs,  and  on  to  70  drugs  in  December. 
Secretary  Califano  estimates  this  action  will  save  HEW 
$200  million  annually. 


Information  Available  About 
Overexposure  to  Pesticides 

Physicians  are  receiving  an  increasing  number  of 
inquiries  regarding  pesticide  overexposure.  Although  poi- 
son control  centers  can  provide  immediate  information, 
another  little-known  source  of  data  about  exposure  to 
hazardous  chemicals  is  the  United  States  Environmental 
Protection  Agency’s  Pesticide  Branch  located  in  Chicago. 
Among  their  pesticide  safety  publications  is  a 75-page 
medical  treatment  manual  entitled  Recognition  arid  Man- 
agement of  Pesticide  Poisonings.  Composed  of  chapters  on 
each  major  chemical  classification  of  pesticides,  the  man- 
ual provides  ( I ) names  of  the  most  commonly  used  pesti- 
cides belonging  to  each  classification,  (2)  toxicology,  (3) 
frequent  signs  and  symptoms  of  overexposure,  and  (4) 
recommended  treatment. 

To  contact  the  Pesticide  Branch  during  emergencies, 
telephone  312/353-2192  from  8 AM  to  4:30  PM  week- 
days. The  mailing  address  is  Chief,  Pesticide  Branch,  U.S. 
Environmental  Protection  Agency,  230  S.  Dearborn  St., 
Chicago,  Illinois  60604. 

(News  continued  on  page  103) 
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1979  Ohio  State  Medical  Journal  Photographic  Exhibit 

The  Ohio  State  Medical  Journal  is  sponsoring  its  second  juried-and- judged  photographic  ex- 
hibit. Unlike  the  1978  exhibit,  the  1979  Ohio  State  Medical  Journal  Photographic  Exhibit  is  open 
to  physicians  and  their  spouses.  Those  persons  submitting  winning  entries  will  receive  awards  at  the 
1979  OSMA  Annual  Meeting,  Columbus,  where  the  entries  will  be  displayed.  Subsequently,  win- 
ning entries  may  be  published  in  The  Journal. 

Photographs  may  be  entered  in  two  divisions:  (1)  BLACK  AND  WHITE  and  (2)  COLOR. 
Each  division  has  two  categories:  (1)  GENERAL  and  (2)  SCIENTIFIC. 

Entries  must  be  in  print  form  (8"  x 10"  or  11"  x 14"  in  size)  and  should  be  mounted  on  print 
board  or  otherwise  submitted  for  ease  of  display  on  a peg  board.  Photographs  must  be  previously 
unpublished,  and  right  to  publish  the  photograph  must  be  given  to  The  Journal  at  the  time  the 
photograph  is  entered  in  the  exhibit. 

The  Lima  Art  Association  has  requested  a winter  date  to  display  the  1979  Journal  Photo- 
graphic Exhibit,  so  entries  will  be  retained  through  that  time  unless  the  entrant  requests  prior  re- 
turn of  his/her  photograph  on  the  entry  form. 

An  OSMA  member  or  spouse  may  submit  as  many  entries  as  he/she  wishes.  Each  entry  must 
be  accompanied  by  an  entry  form  and  a $5  entry  fee.  Entries  should  be  mailed  or  hand  carried  to 
The  Journal  Office. 

All  entries  must  be  received  by  The  Journal  Office  no  later  than  March  30,  1979. 


1979  THE  OHIO  STATE  MEDICAL  JOURNAL  PHOTOGRAPHIC  EXHIBIT 

ENTRY  FORM 

NAME . IF  NONMEMBER,  SPOUSE'S  NAME 

STREET 

CITY _____ STATE ZIP  CODE COUNTY . 

DIVISION:  Black  and  White Color 

CATEGORY:  General . Scientific 

PROCESSING  & PRINTING:  Professional Self 

INFORMATION  ABOUT  PHOTOGRAPH  (p  rovide  as  much  as  possible): 

Camera Lens Aperture 

Speed Film  Type 

Subject Date Time  of  Day 

Title  of  Photograph 

I GIVE  THE  JOURNAL  PUBLICATION  RIGHTS  TO  THIS  PHOTOGRAPH.  I CERTIFY  THAT  THIS  PHOTOGRAPH 
HAS  NOT  BEEN  PUBLISHED  PREVIOUSLY  AND  THAT  I WILL  NOT  SUBMIT  IT  FOR  PUBLICATION  ELSEWHERE 
PENDING  THE  JUDGING  OF  THE  PHOTOGRAPHIC  EXHIBIT.  ALSO,  I CERTIFY  THAT  ANY  PERSON(S)  PIC- 
TURED HAVE  GIVEN  ME  AUTHORIZATION  TO  ALLOW  PUBLICATION  OF  HIS/HER  PHOTOGRAPH. 

- (sign) 

My  photograph  may  be  retained  for  post-Annual  Meeting  display,  [jj  yes  O no 

Mail  or  hand  carry  the  photograph,  entry  form,  and  $5  entry  fee  (make  checks  payable  to  The  Ohio  State  Medical 
Journal)  to:  The  Ohio  State  Medical  Journal  Photographic  Exhibit,  600  South  High  Street,  Columbus,  Ohio  43215. 

All  entries  must  be  received  no  later  than  March  30,  ?979. 

Please  be  sure  the  photograph  is  securely  wrapped  to  avoid  bending. 

(This  Form  May  Be  Duplicated) 


Suicide  and  Attempted  Suicide 

Etiologic  Factors  and  Management 


M.  Basheer  Ahmed,  M.D. 


Suicide  is  a major  problem  of  the  western  world.  Several 
theories  have  been  proposed  as  the  cause  for  suicidal 
behavior,  but  depression  appears  to  be  a large  factor 
in  it.  Characteristics  of  individuals  likely  to  commit 
suicide,  criteria  for  hospitalisation,  and  mangamement  of 
suicidal  attempts  are  discussed.  Early  recognition  and  ac- 
curate diagnosis  of  underlying  causes  and  appropriate 
intervention  may  reduce  the  incidence  of  suicide  and 
attempted  suicide,  especially  among  the  young.  A well- 
planned,  ongoing,  therapeutic  relationship  and  follow-up 
therapeutic  program  may  prevent  recurrence  of  suicidal 
attempts. 


0UIC1DE  IS  ONE  OF  THE  MAJOR  problems  of 
^the  western  world.  It  is  estimated  that  over  200,000 
people  attempt  suicide  and  over  20,000  people  commit 
suicide  each  year  in  the  United  States.  Dublin1  reported 
that  there  are  two  million  people  in  the  United  States 
who  have  attempted  suicide.  However,  the  actual  figures 
may  be  two  or  three  times  higher  than  recorded.  These 
figures  indicate  that  suicide  is  the  tenth  leading  cause  of 
death  in  this  country;  tragically,  it  is  the  second  leading 
cause  of  death  among  young  people  and  on  college  cam- 
puses. Latest  government  statistics  show  that  the  suicide 
rate  among  Americans  aged  15  years  through  24  years 
has  more  than  doubled  (from  1,876  in  1965  to  4,747  in 
1976)  in  slightly  more  than  a decade.2  Suicide  attempts 
have  increased  internationally  over  the  last  decade  with 
the  overall  rates  well  over  100/100,000,  reaching  as  high 
as  600/100,000  in  some  age/sex  subgroups.3  Despite  the 
relatively  high  incidence  of  completed  and  attempted 
suicide,  the  subject  of  suicide  is  taboo.  Professionals  and 
laymen  have  little  understanding  of  the  causes  or  dy- 
namics of  suicide. 

In  view  of  the  social  stigma  attached  to  suicide, 
many  physicians  and  other  certifying  officials  hesitate  to 
label  a death  as  such.  Attempted  suicide  still  is  a punish- 
able crime  in  some  parts  of  the  world.  Insurance  policies 
excluding  payment  of  benefits  for  death  by  suicide  may 
encourage  further  shielding  of  this  cause  of  death.  The 
disdain  for  suicide  by  certain  religions  encourages  the 
reporting  of  suicide  as  an  accident  or  illness.  Dublin1 


estimates  that  recorded  suicide  figures  are  understated 
by  one-fourth  to  one-third.  Seager  and  Flood4  suggest 
that  among  deaths  reported  as  accidents,  misadventure,  or 
undetermined,  possible  suicide  might  be  as  high  as  50%. 
Barraclough  suggests  that  undetermined  deaths  are  more 
likely  to  be  suicide  than  accidental  deaths.  He  found  that 
England  had  a lower  accident  rate  and  a higher  suicide 
rate  than  Scotland,  but  combining  the  suicide  and  un- 
determined rates  produced  a similar  rate  for  both  parts 
of  the  United  Kingdom.3 

Why  Suicide 

According  to  existentialists,  loss  of  meaning  in  a 
person's  life  may  be  regarded  as  the  relevant  mechanism 
leading  to  sucide.  This  theory  appears  to  be  supported 
by  the  fact  that  suicide  rates  tend  to  diminish  during 
wartime,  when  the  national  aim  becomes  more  defined. 

Sociologists  think  that  environmental  influences  are 
important  factors  in  suicide.  Durkheim,1’  a French  sociolo- 
gist, believes  that  the  social  structure  is  a more  significant 
factor  in  suicide  than  the  characteristics  of  the  individual. 
Relatively,  there  is  less  suicide  in  strong  than  in  weak 
social  structures.  An  individual  has  a better  chance  to 
establish  a meaningful  relation  with  other  individuals  and 
environment  in  a strong  social  structure,  but  without  it, 
he  is  likely  to  set  the  suicidal  process  into  action. 

From  the  psychodynamic.  point  of  view,  an  individ- 
ual’s unbearable  emotional  conflict,  stemming  largely 
from  fear,  anxieties,  and  feeling  of  helpless  inadequacy 
drives  him  over  the  brink.  Guilt  over  death  wishes  for 
someone  else,  identification  with  a suicidal  parent  or  per- 
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son,  or  refusal  to  accept  the  loss  of  a meaningful  object 
are  other  factors  leading  to  suicidal  thoughts  and  actions. 
Insecurity  of  family  life,  confusion,  and  apprehension 
about  the  future  contribute  significantly  to  suicidal  feel- 
ings amoung  the  young. 

One  recent  study  shows  98%  of  suicidal  persons  were 
seriously  ill,  50%  were  suffering  from  primary  depression, 
and  25%  were  alcoholics.7 

Whether  the  primary  depression  results  in  a person’s 
loss  of  meaning  for  life  or  there  is  a sense  of  helplessness 
and  inadequacy,  depression  appears  to  be  a common 
finding  in  most  suicides.  Before  recent  advances  in  the 
treatment  of  depression,  16%  to  20%  of  depressed  pa- 
tients committed  suicide;  the  incidence  now  is  under 
5%.  Patients  with  hysterical  neurosis  and  psychopathy  are 
likely  to  commit  suicide  — not  with  the  intention  of 
dying  but  as  a result  of  misjudgment  and  miscalculation. 

Who  Commits  Suicide? 

Suicide  is  more  common  among  men  than  women 
and  is  ten  times  more  prevalent  in  older  people;  how- 
ever, this  age  and  sex  gap  has  narrowed.  The  incidence 
of  suicide  is  increasing  among  the  young,  especially  on 
university  campuses.  Whites  are  three  times  more  likely 
to  commit  suicide  than  blacks,  but  this  difference  also 
is  narrowing,  especially  in  northeastern  urban  cities.  This 
incidence  of  suicide  is  rarer  among  married  people  with 
children,  among  pregnant  women,  and  among  people 
with  a strong  religious  faith.  The  incidence  of  suicide 
among  Catholics,  Muslims,  and  Jews  is  lower  than  among 
Protestant  Christians. 

Gobar8  reported  one  of  the  lowest  suicide  rates  among 
Afghan  patients  (0.25/100,000).  Waziri,9  comparing  the 
symptomology  of  depressive  illness  in  Afghanistans  with 
the  West,  mentions  that  suicidal  thoughts  and  intentions 
are  much  less  prevalent  among  Afghan  patients.  This 
pattern  reflects  the  differences  in  culture  and  the  influ- 
ence of  religious  beliefs. 

Various  epidemiologic  studies  show  that  the  suicide 
rate  is  highest  in  the  spring  and  lowest  in  the  winter. 
Depressed  people  feel  lonelier  in  the  spring.  The  incidence 
of  suicide  among  alcoholics  and  drug  addicts  has  been 
rising. 

The  suicide  rate  among  physicians  is  33/100,000, 
almost  three  times  as  high  as  for  the  general  population. 
For  psychiatrists,  the  rate  was  found  to  be  at  least  70/ 
100,000.  One  explanation  for  this  high  rate  among 
psychiatrists  is  that  physicians  turn  to  psychiatry  for  help 
with  their  own  emotional  conflicts.  Some,  with  advanced 
age  and  insight  into  their  decline,  are  unwilling  to  face 
the  future.  Others  find  the  intense  emotional  experience 
of  undergoing  psychiatric,  and  especially  psychoanalytic 
training,  induces  crises  of  insight  that  prove  unbearable. 

Suicidal  F^quivalents 

Many  people  use  more  subtle  means  of  destruction 
which  can  be  regarded  as  suicidal  equivalents.  A person 


suffering  from  pneumonia  refuses  to  take  penicillin  or  an 
older  person  intentionally  exposes  himself  to  cold.  A 
physically  sick  person’s  neglect  to  carry  out  physician’s  in- 
structions, which  may  result  in  fatal  complications,  may 
reflect  the  patient’s  negative  attitude  toward  himself,  his 
hopelessness,  and  loss  of  meaning  in  his  life.  Although 
there  are  no  clear  suicidal  thoughts,  the  patients’s  attitude 
reflects  unconscious  motivation  for  suicidal  behavior. 
Reckless  driving  with  feelings  of  desperation  and  single- 
car accidents  are  good  examples  of  a suicidal  equivalent. 
These  cases  often  go  unnoticed  unless  the  nonverbal  com- 
munications are  recognized  and  appropriate  help  is  pro- 
vided. In  many  incidents,  the  death  is  not  regarded  as 
suicide. 

Attempted  Suicide 

Attempted  suicide  is  a nonfatal  act  of  self-damage 
carried  out  with  the  intention  of  self-destruction;  it  is 
much  more  frequent  than  suicide.  As  previously  noted, 
the  number  of  attempted  suicides  is  ten  times  as  high 
as  fatal  suicides  in  the  United  States.  Epidemiologic 
studies  show  that  the  characteristic  features  of  people  who 
fail  at  suicide  are  different  from  the  typical  suicide 
sample. 

The  peak  of  attempted  suicides  occur  at  an  early 
age,  and  females  are  in  the  majority.  Follow-up  studies 
of  several  samples  of  attempted  suicide  reveal  that  only 
5%  to  10%  were  successful  within  five  years.  In  the 
light  of  these  studies,  it  can  be  stated  that  suicide  and 
attempted  suicide  generally  involve  two  populations,  ex- 
cept for  the  few  attempted  suicides  who  later  committed 
suicide. 

It  is  clear,  however,  that  patients  with  a history  of 
attempted  suicide  have  greater  intention  of  committing 
suicide  than  the  general  population.  The  vast  majority 
of  those  who  have  made  suicidal  attempts  continues  to 
be  the  physician’s  concern.  Litman10  reports  that  in  more 
than  half  of  the  suicide  deaths,  there  is  a history  of 
previous,  spontaneous  suicidal  communication.  (“I  wish 
I were  dead.”  “You  would  be  better  off  without  me.”) 
One  third  of  suicide  deaths  have  a history  of  previous 
attempts. 

The  Appeal  Function  of  Suicidal  Acts 

Studying  behavior  patterns  of  suicides  and  attempted 
suicides,  Stengel11  found  that  most  people  who  attempt 
suicide  — and  many  who  commit  suicide  — talk  about 
their  suicidal  intentions.  The  immediate  and  last  reper- 
cussions of  the  suicidal  act  also  have  been  examined, 
revealing  that  in  many  instances,  the  patient’s  life  situa- 
tion is  permanently  or  temporarily  transformed  as  a result. 
The  suicidal  attempt  acts  as  an  appeal  to  human  en- 
vironment. There  is  no  doubt  that  the  wish  to  destroy 
oneself  and  to  die  is  a minor  motivating  factor.  The 
majority  of  unsuccessful  suicidal  acts  have  predictable 
alternative  consequences. 

Motivation  of  human  behaviour  is  never  simple  or 
clear-cut.  In  discussing  suicide.  Stengel12  makes  this 
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observation : 

“The  outcome  of  most  human  actions,  especially 
of  most  irrational  actions,  such  as  suicidal  acts, 
depends  on  the  quantitative  relationship  of  con- 
flicting tendencies  and  on  many  other  factors, 
some  of  them  unpredictable.  Only  in  a small 
minority  of  people  who  commit  suicidal  acts  is 
the  self-destruction  urge  so  overwhelming  that 
it  completely  submerges  those  tendencies  which 
aim  at  human  contact  and  preservation  of 
life  . . 

A study  in  England  by  Kessel1314  revealed  that  four 
fifths  of  all  cases  performed  the  suicidal  act  in  the  belief 
that  they  were  not  attempting  suicide,  but  rather,  self- 
punishment. Kissel  tried  to  avoid  the  need  for  assessment 
of  intent  in  his  definition  of  suicidal  behavior,  which  in- 
cludes these  three  components:  (1)  the  act  must  have 
been  deliberate;  (2)  in  cases  of  poisoning,  the  quantity 
of  drug  or  other  substance  taken  must  have  been  exces- 
sive; and  (3)  the  risk  of  harm  must  have  been  appreci- 
able. 

YVeissman,  et  al15  view  suicide  attempts  as  the  result 
of  psychodynamic  defense  and  as  a form  of  “acting  out.” 
The  suicide  attempt  serves  multiple  functions,  including 
communicating  the  despair  and  helplessness  of  the  per- 
son and,  hopefully,  bringing  him  assistance  from  mental 
health  professionals.  Minkoff,  et  al1(i  pointed  out  that, 
among  the  depressive  symptoms,  hopelessness  is  a very 
serious  sign  of  possible  suicide  in  a psychiatric  patient. 
If  we  focus  on  alleviating  a patient’s  hopelessness’  we 
may  be  able  to  mitigate  suicidal  crises  more  effectively  by 
psychotherapeutic  treatment  and  social  intervention. 

Contributing  Factors 

Many  people  who  commit  suicide  come  from  broken 
families;  the  incidence  of  divorce  or  loss  of  a parent  is 
relatively  high.  Many  of  these  suicidal  victims  have  a 
long  history  of  inadequate  interpersonal  reactions  — an 
unhappy  childhood,  deficiency  of  basic  trust,  and  inability 
to  make  close  friends.  With  this  basic  pattern  of  per- 
sonality development,  they  lack  the  capacity  to  tolerate 
stressful  situations,  especially  the  sense  of  rejection  or 
loss  of  esteem.  A broken  romance,  divorce,  academic  fail- 
ure, loss  of  job,  unwanted  pregnancy,  or  a major  con- 
frontation with  parents  can  lead  to  suicidal  thoughts  and 
acts. 

Myths  of  Suicide 

There  are  many  myths  about  suicide.  (“A  person 
who  talks  about  suicide  doesn’t  commit  it,”  or  “suicide 
comes  without  warning.”)  These  are  wrong  notions.  A 
majority  of  persons  who  committed  suicide  expressed 
their  intention  to  somebody  — a friend,  relative,  priest, 
or  physician.  In  certain  circumstances,  nonverbal  com- 
munications are  used  to  convey  the  message,  eg,  writing 
a new  will,  giving  away  possessions,  and  making  prepara- 


tions for  a final  journey.  In  many  instances,  these  clues 
have  been  missed. 

Another  commonly  held  myth  is  that  once  a person 
has  attempted  suicide,  he  will  always  remain  suicidal. 
This  is  not  true.  If  appropriate  help  is  given,  the  person 
may  learn  to  cope  with  pressures  or  deal  with  crises  in 
a healthy  manner.  Then  he  will  not  have  to  return  to 
suicidal  behavior  to  cope  with  his  failure  experiences. 

The  question  often  is  asked  if  suicidal  behavior  is 
inherited.  Suicidal  tendencies  are  not  inherited.  In  cer- 
tain families  and  ethnic  groups,  the  incidence  may  be 
high,  but  the  reason  may  be  the  family’s  sociologic  or 
psychologic  inability  to  cope  with  crises  rather  than  gene- 
tic inheritance  of  suicidal  tendencies  per  se. 

Assessment  of  Suicidal  Attempts 

Threatened  or  attempted  suicide  should  not  be 
dismissed  as  attention-seeking  behavior.  People  who  at- 
tempt suicide  have  significantly  higher  rates  of  sub- 
sequent suicide,  especially  when  the  underlying  conflicts 
or  problems  remain  unresolved  and  they  have  not  learned 
to  cope  with  the  pressures  of  life  in  a healthy  manner. 

Suicidal  risk  is  considerably  high  in  single,  elderly, 
and  white  males;  in  cases  of  depression,  chronic  disabling 
illnesses,  recent  childbirth,  and  surgery;  in  persons  who 
are  unemployed,  facing  financial  difficulties;  and  in  per- 
sons living  alone  with  a history  of  recent  loss  of  family 
member,  job,  or  prestige.  Incidence  of  suicide  is  high 
among  alcoholics.  Also  included  in  high  risk  groups  are 
young  people  (college  students)  whose  suicidal  attempt 
is  diagnosed  as  a suicidal  gesture  or  a nonserious  attempt 
and  who  are  discharged  without  adequate  treatment, 
family  involvement,  or  follow-up. 

According  to  Kiev,17  the  attitude  of  others  in  the 
environment  relates  to  the  outcome  of  suicidal  patients, 
whether  in  terms  of  ignoring  the  presence  of  a treatable 
illness  or  in  terms  of  creating  a.  nonsupportive,  punitive, 
or  noxious  environment  for  the  patient.  These  factors  are 
relevant  for  assessing  the  immediate  risk  following  a 
suicide  attempt  and  for  the  continuing  management  of 
the  patient. 

Depression  and  Suicide 

Suicidal  behavior  is  relatively  common  among  de- 
pressed patients.  A person  experiencing  distress,  without 
recognizing  the  underlying  depressive  illness,  finds  it  dif- 
ficult to  understand  his  inability  to  carry  out  his  re- 
sponsibilities or  to  cope  with  his  feelings  of  inadequacy. 
These  patients  hesitate  to  seek  help  and  are  overwhelmed 
by  feelings  of  despair  and  lack  of  self-confidence.  Suicide 
usually  is  a last  resort  to  end  the  suffering  and  feelings  of 
misery.  Recognition  of  early  signs  of  depression  — feel- 
ings of  sadness,  loss  of  interest,  a sense  of  helplessness, 
hopelessness,  worthlessness,  disturbance  of  sleep  and  ap- 
petite, and  vague  somatic  symptoms  — are  important  in 
diagnosing  a patient  with  depressive  illness.  Life  stresses 
in  depressed  patients  usually  precipitate  the  suicidal  at- 
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tempt;  underlying  depression  should  not  be  overlooked 
while  paying  attention  to  the  obvious  precipitating  factors. 

Serious  suicidal  intention  with  concrete  plans  for  im- 
plementation of  suicidal  ideas  is  a positive  signal.  Danger- 
ousness of  attempt,  refusal  to  seek  help,  and  use  of  a 
series  of  suicidal  methods,  such  as  drug  abuse,  excessive 
amount  of  alcohol,  and  self-inflicted  injury,  are  serious 
warnings.  In  such  instances,  hospitalization  is  necessary. 
It  is  the  physician’s  responsibility  to  intervene,  even 
against  the  patient’s  wishes,  to  protect  him  from  the 
impulsive  self-destructive  act. 

Criteria  for  Hospitalization  for  Suicidal  Behavior 

Riedel,  et  al18  have  outlined  the  following  criteria 
for  hospitalization : 

1.  Current  clear  suicidal  attempt 

2.  A clear  lethal  suicidal  plan 

3.  Recent  history  of  medically  serious  attempts 

4.  Presence  of  suicidal  thoughts,  gestures,  or  attempts 
in  association  with  delirium  or  psychosis 

5.  Recent  marked  progression  in.  seriousness  of 
thoughts  or  from  suicidal  thoughts  to  gestures 

6.  An  expectation  of  hospitalization  that  cannot  be 
changed  during  interview 

Other  criteria  are : 

1.  Suicidal  behavior  has  not  effected  a change  in 
family  and  friends. 

2.  Precipitating  factors  cannot  be  changed 

3.  Presence  of  high-risk  social  circumstances,  such  as 
social  isolation 

Work  in  a crisis  intervention  center  dealing  with 
suicidal  emergencies  offers  physicians  actual  experience 
in  making  decisions  for  the  management  of  suicidal  pa- 
tients and  dealing  with  patients  with  repeated  suicidal 
attempts.  The  physician  develops  tolerance  and  under- 
standing of  suicidal  behavior  as  well  as  confidence  for 
assessing  and  managing  it. 

Management  of  Suicidal  Attempts 

Serious  suicidal  attempts  become  an  acute  medical 
emergency.  Patients  with  an  overdose  of  drugs  or  self- 
inflicted  injuries  must  be  treated  in  intensive  care  units. 
Psychiatric  intervention  becomes  necessary  when  the 
patient  recovers  from  the  acute  medical  emergency. 

Even  if  the  patient  is  in  intensive  care  or  in  a 
medical  surgical  unit,  supportive  psychotherapy  must  be 
started  soon  after  the  first  contact.  To  restore  the  pa- 
tient’s lost  confidence  and  self-esteem,  the  therapist  should 
show  warmth,  concern,  a genuine  interest  and  understand- 
ing, and  establish  mutual  trust.  The  patient  should  be 
helped  to  develop  alternate  ways  of  reducing  tensions,  ca- 
pacity to  tolerate  rejection,  and  means  of  coping  with  pres- 
sures. Crisis-intervention  technic  training  the  patient  to 
anticipate  and  plan  for  difficult  situations,  to  adjust  with 
difficult  stresses,  and  to  reduce  the  overreaction  to  en- 
vironmental disturbances  are  beneficial.19 

Specific  treatment  with  antidepressant  medication, 


and  in  certain  serious  conditions  with  electroconvulsive 
therapy,  is  indicated  for  depressed  patients  with  suicidal 
behavior.  Similarly,  patients  suffering  from  schizophrenia 
or  alcoholism  should  be  treated  with  specific  therapeutic 
regimens. 

Before  a patient  is  discharged  from  the  hospital  or 
emergency  room,  a follow-up  appointment  should  be 
made  with  the  identified  therapist;  the  patient  should 
be  encouraged  to  call  any  time  before  that  appointment 
if  suicidal  thoughts  recur.  The  patient’s  family  should  be 
alerted  to  signs  of  suicidal  risk  and  should  be  encouraged 
to  discuss  these  impulses  with  the  patient  freely.  The 
family  should  help  the  patient  return  to  the  hospital  or 
clinic  if  he  experiences  a recurrence  of  suicidal  feelings. 
Patient  and  family  should  be  apprised  of  the  importance 
of  complying  with  the  therapeutic  regimen;  the  prognosis 
becomes  more  favorable  when  they  accept  this  assistance. 

Suicide  Prevention 

The  alarming  high  rate  of  attempted  suicide  and 
the  significant  number  of  actual  suicides  raises  the  obvious 
question  of  prevention.  Does  a person  wishing  to  kill 
himself  have  a right  to  do  so?  Remember,  people  who 
have  a brief  suicidal  mood  may  recover  if  given  suppor- 
tive assistance.  As  to  the  “right"  to  commit  suicide,  we 
cannot  limit  our  attention  to  a transitory  period  in  a 
patient’s  life  and  disregard  his  nonsuicidal  life.  He  might 
make  active  plans  for  both  suicide  and  for  intervention 
and  rescue.  As  health  professionals,  it  is  our  responsibility 
to  help  the  patient  face  the  crisis  situation  and  relieve 
his  depression  and  suicidal  feelings. 

Physicians  working  in  hospital  emergency  rooms 
should  be  aware  of  the  potential  risk  involved  with  pa- 
tients who  have  attempted  suicide.  A potentially  suicidal 
patient  often  is  discharged  from  a general  hospital  without 
adequate  psychiatric  diagnosis  or  any  provision  for  follow- 
up psychiatric  care.  Some  physicians  minimize  the  lethal 
intent  of  such  a patient;  others  have  a negative  attitude 
toward  “hopeless”  or  “functional”  patients  who  complain 
without  a legitimate  medical  cause. 

When  the  patient  reaches  the  emergency  room, 
medical  or  surgical  ward,  he  may  become  cooperative  and 
appear  “normal,”  denying  any  intention  of  suicide.  Such 
patients  usually  are  discharged  as  soon  as  they  recover 
physically.  Many  of  those  not  referred  for  psychiatric 
treatment  or  follow-up  continue  to  carry  the  risk  of 
suicide.  Imminent  or  impending  suicide  is  not  easy  to 
recognize.  Unless  the  patient  appears  depressed  or  denies 
any  lethal  intent,  many  physicians  hesitate  to  ask  about 
suicidal  intentions. 

Physicians  should  be  alert  for  symptoms  of  potential 
suicide  in  their  patients  — communication  signals  of  dis- 
tress, feelings  of  guilt,  anger,  hostility,  and  a sense  of 
hopelessness  or  worthlessness.  Consultation  should  be  ob- 
tained fram  a psychiatrist  if  there  is  doubt  as  to  the 
degree  of  risk  or  the  appropriate  measures  necessary  to 
deal  with  the  situation.  (It  is  better  to  consult  too  often 
than  too  little.)  Physicians  can  decrease  the  likelihood 
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of  suicide  by  prescribing  a ten-day-or-less  supply  of  most 
medications  with  nonrefillable  prescriptions.  Drugs  that 
must  be  taken  in  lethal  doses  to  be  effective  should  be 
prescribed  with  caution. 

Schneidman20  has  done  extensive  work  in  suicide  pre- 
vention in  Los  Angeles.  He  recommends  the  following 
measures  to  reduce  the  number  of  suicides: 

1.  Sharpen  the  acumen  for  recognition  of  potential 
suicide  at  all  points  of  possible  contact.  It  is  important 
to  recognize  and  diagnose  the  potential  suicide  act;  lay 
people,  as  well  as  professions,  should  be  aware  of  the 
early  signs  of  suicidal  intent. 

2.  Make  it  easy  for  people  contemplating  suicide  to 
utter  a cry  for  help.  The  social  taboo  of  suicidal  inten- 
tions or  acts  should  be  counteracted.  Then,  anyone  reach- 
ing this  point  of  distress  will  feel  that  suicidal  thoughts 
or  acts  are  legitimate  reasons  for  seeking  treatment  and 
assistance. 

3.  Provide  greater  resources,  including  more  facilities 
and  personnel,  for  managing  suicidal  crises. 

Conclusion 

Suicide  attempts  generally  indicate  maladjustment 
in  adaptive  functioning  caused  by  an  underlying  psychia- 
tric illness  or  longstanding  conflicts  and  faulty  methods 
of  coping  with  stressful  situations.  Therefore,  early  recog- 
nition and  accurate  diagnosis  of  underlying  causes  and 
appropriate  intervention  may  reduce  the  increasing  in- 
cidence of  suicide  and  attempted  suicide,  especially  among 
youth.  Potential  suicidal  persons  can  be  helped  more 
easily  if  crisis  intervention  facilities  are  available  and  ac- 
cessible to  people  facing  crises.  Public  education  about 
suicide  — that  it  is  predictable  and  preventable  — and 
efforts  to  remove  the  social  taboo  attached  to  suicidal 
acts  will  provide  a potential  suicide  the  desire  to  seek  help. 
The  outlook  for  preventing  a suicidal  attempt  is  more 
favorable  when  the  person  in  crisis  is  aware  of  the  alter- 
native ways  of  communicating  and  coping  with  the  crisis 
situation.  Psychiatric  consultation  at  the  emergency 
room,  early  hospitalization,  and  recognition  and  man- 
agement of  the  underlying  depressive  patient  prevent 
suicides.  A well-planned,  ongoing  therapeutic  relation- 
ship and  follow-up  program  may  prevent  recurrence  of 
suicidal  attempts.  An  in-service  training  program  on 


“suicide”  for  all  health  professionals  and  public  education 
on  developing  and  maintaining  meaningful  relations  are 
essential  components  of  all  suicide  prevention  programs. 
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Supplemented  Fasting  in  Preparation 
for  Surgical  Treatment 

Bela  Glaser,  M.D. 

Victor  Vertes,  M.D. 


Because  of  the  difficulties  and  risks  associated  with 
surgery  on  massively  obese  patients,  elective  but  indi- 
cated operative  treatment  of  these  persons  often  is  post- 
poned until  substantial  weight  loss  can  be  achieved.  The 
four  patients  described  herein  were  referred  to  The 
Mt.  Sinai  Hospital  of  Cleveland  IMSHCI  outpatient  pro- 
gram of  supplemented  fasting  for  weight  reduction  in 
preparation  for  surgical  treatment.  Following  weight  loss 
and  appropriate  realimentation,  all  four  patients  experi- 
enced uncomplicated  operative  and  postoperative 
courses. 


URGICAL  TREATMENT  BECOMES  more  difficult 
and  more  dangerous  when  the  patient  is  excessively 
overweight.1'3  Apart  from  the  obvious  problem  for  the 
hospital  staff  in  lifting  and  moving  a massively  obese 
patient  and  the  difficulty  for  the  surgeon  in  operating  on 
a patient  with  excess  adipose  tissue,  the  possibility  of 
complications  during  and  after  the  operation  is  greatly 
increased  by  the  patient’s  large  size.  Conditions  for  the 
administration  of  anesthesia  are  far  from  optimal : veins 
are  hard  to  locate,  and  the  decreased  mobility  of  the 
cervical  spine  can  render  tracheal  intubation  difficult,  if 
not  impossible.  To  compensate  for  the  disproportionate 
uptake  of  anesthetic  agents  by  adipose  tissue,  excessive 
concentrations  of  these  agents  may  be  required  to  main- 
tain an  adequate  level  of  anesthesia,  with  the  result  that 
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the  patient  may  be  delivered  to  the  recovery  room  still 
fully  anesthetized.3 

Of  even  more  concern  are  the  postoperative  prob- 
lems. Since  the  surgical  incision  must  be  made  longer  and 
deeper,  penetrating  a thick  layer  of  relatively  avascular 
adipose  tissue,  there  is  an  increased  risk  of  infection, 
dehiscence,  and  hernia.  More  common  and  more  critical, 
however,  are  the  complications  that  may  develop  because 
of  the  obese  patient’s  decreased  pulmonary  function  and 
decreased  mobility.2’3 

For  these  reasons,  the  obese  patient  for  whom  surgery 
is  indicated  is  well  advised  to  lose  weight  in  order  to 
tolerate  the  operation  with  less  morbidity  and  lower  risk 
of  mortality.  Traditional  methods  of  weight  reduction, 
however,  are  discouragingly  slow  and  ineffective  for  most 
massively  obese  patients.4  At  The  Mt.  Sinai  Hospital  of 
Cleveland  (MSHC),  our  success  with  a recently  devel- 
oped method  of  weight  reduction,  supplemented  fasting, 
has  led  us  to  extend  the  application  of  this  regimen  to 
patients  for  whom  weight  reduction  is  considered  a pre- 
requisite to  necessary  surgical  treatment.  Clinical  data  for 
four  massively  obese  patients  who  underwent  supple- 
mented fasting  in  preparation  for  surgery  are  cited  herein. 
(See  the  Table.)  These  patients  were  referred  to  us  by 
attending  surgeons  on  our  hospital  staff  or  by  other  sur- 
geons in  the  Cleveland  area. 

Since  a complete  description  of  the  MSHC  program 
of  outpatient  supplemented  fasting  has  been  published 
elsewhere, :>  only  a general  outline  of  our  protocol  will  be 
given  here.  The  four  patients  were  hospitalized  for  the 
first  week  of  treatment  to  ensure  satisfactory  adjustment 
to  the  regimen.  Thereafter,  they  continued  supplemented 
fasting  as  outpatients  until  an  adequate  weight  loss  was 
achieved.  Between  the  end  of  the  fasting  period  and 
surgical  treatment,  the  patients  were  placed  on  a standard 
low-calorie,  high-protein  diet  for  purposes  of  gradual 
realimentation.  Results  of  postfasting  liver-function  and 
serum-albumin  studies  were  within  normal  limits  for  all 
four  patients. 

Clinical  Data 

A 54-year-old  obese  man  with  a 12-year  history  of  Crohn’s 
disease  underwent  an  ileal  resection  ten  years  before  he  was 
admitted  to  MSHC.  During  that  interval,  he  had  been  rehos- 
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pitalized  several  times,  primarily  for  incision  and  drainage  of 
perianal  abscesses.  His  medical  history  included  nephrolithiasis, 
hyperuricemia,  and  episodes  of  gout.  In  the  months  immediately 
preceding  admission  to  MSHC,  the  patient’s  symptoms  worsened 
and  steroid  therapy  was  initiated.  His  condition  improved,  but 
he  continued  to  experience  occasional  episodes  of  diarrhea. 
Further  resection  of  the  diseased  bowel  was  deferred  until  weight 
loss  could  be  achieved. 

In  October  1975,  the  patient  was  admitted  to  the  MSHC 
supplemented  fasting  program.  His  weight  and  height  were  115.9 
kg  (255  lb)  and  180.8  cm  (5  ft  lO'/i  in),  respectively.  He 
continued  supplemented  fasting  for  three  months  and  lost  a total 
of  29.6  kg  (65  lb).  Diarrhea  subsided  with  initiation  of  the 
dietary  regimen. 

Following  the  recurrence  of  an  anal  stricture  that  prosed 
resistant  to  conservative  therapy,  the  patient  was  readmitted  to 
MSHC  for  surgical  treatment  in  January  1976.  Adhesions  were 
lysed  and  a double-barrel  sigmoid  colostomy  was  performed.  The 
patient  tolerated  the  operation  well  and  was  discharged  following 
an  uneventful  postoperative  course. 


On  barium  enema  examination,  a 37-year-old  obese  woman 
was  found  to  have  multiple  polypoid  lesions  of  the  rectosigmoid 
colon.  Suspected  familial  polyposis  of  the  colon  was  diagnosed 
on  the  basis  of  these  lesions  and  her  father’s  history  of  rectal 
polyps  and  subsequent  death  of  carcinoma.  Surgical  therapy  was 
deferred  until  weight  loss  could  be  achieved. 

In  October  1976,  she  was  admitted  to  the  MSHC  supple- 
mented fasting  program.  Her  weight  was  110.5  kg  (243  lb),  and 
she  was  156.4  cm  (5  ft  1 in)  tall.  Her  total  weight  loss  for  the 
four  months  she  remained  in  the  program  was  26.8  kg  (59  lb). 

In  February  1977,  the  patient  was  admitted  to  MSHC  for 
surgery.  A subtotal  colectomy  with  an  end-to-end  ileorectosigmoid 
anastomosis  was  performed  with  the  patient  under  general  anes- 
thesia. She  tolerated  the  operation  well  and  was  discharged  after 
an  uneventful  postoperative  course. 

A 52-year-old  obese  man  went  to  his  private  physician  in 
April  1976  complaining  of  lower  back  pain.  Examination  revealed 
a large  abdominal  aortic  aneurysm,  but  there  was  no  evidence  of 
lumbosacral  pathology.  Intercurrent  medical  problems  included 
hypertensive  cardiovascidar  disease,  chronic  obstructive  pulmo- 
nary disease,  and  abnormal  glucose  tolerance.  Surgical  consulta- 
tion was  requested,  and  vigorous  weight  reduction  followed  by 
aneurysmectomy  was  recommended. 

In  April  1976,  the  patient  was  admitted  to  the  MSHC  sup- 
plemented fasting  program.  His  weight  and  height  were  114.6  kg 
(252  lb)  and  182.1  cm  (5  ft  11  in),  respectively.  He  participated 
in  the  program  for  two  months  and  lost  a total  of  20.5  kg 
(45  lb). 


In  June  1976,  he  was  admitted  to  MSHC.  An  aneurysmec- 
tomy was  performed  with  the  patient  under  general  anesthesia, 
and  recovery  was  uneventful. 

A 65-year-old  obese  man  had  a large  umbilical  hernia  and 
incapacitating  osteoarthritis  of  both  knees  with  marked  bilateral 
genu  varum.  Walking  was  extremely  difficult  for  him,  necessi- 
tating the  use  of  two  crutches.  Surgical  correction  of  both  condi- 
tions was  indicated  but  was  postponed  until  substantial  weight 
loss  cordd  be  achieved. 

In  October  1975,  the  patient  was  admitted  to  the  MSHC 
supplemented  fasting  program.  He  weighed  143.6  kg  (316  lb) 
and  was  174.4  cm  (5  ft  8 in)  tall.  He  remained  in  the  program 
for  six  months  and  lost  a total  of  48.6  kg  (107  lit). 

In  April  1976,  the  ventral  hernia  was  repaired  with  the 
patient  under  general  anesthesia.  He  tolerated  the  procedure  well 
and  experienced  no  complications.  Despite  maintenance  of  weight 
loss  and  some  improvement  in  his  orthopedic  problem,  he  con- 
tinued to  require  crutches  for  ambulation.  In  December  1977,  he 
underwent  two  separate  procedures  for  total-knee  arthroplasty 
which  were  successful.  Supplemented  spinal  anesthesia  was  used 
for  both  operations.  He  can  now  walk  without  help. 

Comment 

Supplemented  fasting  as  preparation  for  necessary 
surgical  treatment  represents  a valuable — though  some- 
what tangential-  application  of  this  technique.  Most  pa- 
tients admitted  to  our  program  must  fulfill  rigorous 
admission  requirements.  However,  when  surgical  treat- 
ment is  considered  a medical  imperative,  we  occasionally 
accept  persons  who  might  otherwise  be  refused  admission 
because  of  the  nature  or  number  of  their  intercurrent 
medical  problems.  Our  goals  for  massively  obese  surgical 
patients  also  are  slightly  modified.  While  weight  reduction 
followed  by  long-term  maintenance  of  weight  loss  would 
be  ideal,  we  believe  that  the  possibility  of  rendering  these 
patients  better  surgical  candidates  through  supplemented 
fasting  is  ample  justification  for  applying  the  regimen, 
regardless  of  the  patient’s  potential  for  prolonged  weight 
maintenance.  Fortunately,  many  of  these  patients  are 
successful  both  in  achieving  and  maintaining  substantial 
weight  loss.  An  example  is  the  fourth  patient  described. 
This  man  not  only  lost  enough  weight  to  allow  repair  of 
his  ventral  hernia  but  maintained  his  reduced  weight  long 
enough  to  permit  the  bilateral  total-knee  arthroplasties 
to  be  performed  20  months  later. 


Results  of  Supplemented  Fasting  in  Four  Massively  Obese  Surgical  Patients 


Height 

Initial 

Weight 

Total  Weight  Loss 

Patient 

Sex 

Years 

cm 

kg 

lb 

kg 

lb 

Surgical  Procedure 

1 

M 

54 

180.8 

115.9 

255 

29.6 

65 

Lysis  of  adhesions 
Double-barrel  sigmoid  colostomy 

2 

F 

37 

156.4 

1 10.5 

243 

26.8 

59 

Subtotal  colectomy 

3 

M 

52 

182.1 

1 14.6 

252 

20.5 

45 

Aneurysmectomy 

4 

M 

65 

174.4 

143.6 

316 

48.6 

107 

Repair  of  ventral  hernia 
Bilateral  total-knee  arthroplasties 
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While  more  radical  methods  of  weight  reduction, 
such  as  intestinal  bypass  and  total  starvation,  also  yield 
large  weight  losses,6'7  both  procedures  are  debilitating  and 
are  likely  to  leave  the  patient  in  unsatisfactory  condition 
for  surgical  treatment.  Because  of  the  demonstrated  effec- 
tiveness and  safety  of  supplemented  fasting  under  medical 
supervision,  we  consider  this  regimen  to  be  the  preferred 
method  of  treating  patients  for  whom  weight  reduction  is 
a prerequisite  to  necessary  surgery. 
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Blink  Reflex  in  Bell's  Palsy 

Charles  T.  Wehby,  M.D. 

John  H.  Wehby,  M.D. 


A simple  method  of  eliciting  the  blink  reflex  and  its  path- 
ologic significance  is  presented.  It  is  felt  that  the  un- 
equivocal results  are  pathognomonic  in  Bell's  palsy. 


A NY  INDIVIDUAL  experiencing  Bell's  palsy  under- 
**  *-goes  physical  and  mental  trauma  of  varying  magni- 
tude. The  gradual  onset  of  weakness  and  paralysis  of  the 
facial  nerve  elicits  warranted  — and  sometimes  unwar- 
ranted — fears  which  promptly  result  in  the  patient  con- 
sulting a physician.  The  deficit  of  motor  power  on  the 
ipsilateral  side  and  the  absence  of  other  neurologic  find- 
ings betray  seventh-nerve  involvement  in  the  active  stages, 
but  the  prodromal  signs  of  impending  paralysis  may  be 
more  of  a challenge.  It  is  the  goal  of  this  paper  to  offer 
the  diminishment  or  absence  of  the  blink  reflex,  its  elici- 
tation and  magnitude,  as  yet  another  diagnostic  tool  for 
solving  the  problem. 

Since  Bell’s  palsy  is  essentially  a lower-motor-neuron 
paralysis  of  the  seventh  nerve  and  involves  all  muscles 
on  the  ipsilateral  side,  save  the  levator  palpabrae  (oculo- 
motor), it  follows  that  the  orbicularis  oculi  muscles  are 
compromised,  resulting  in  inability  to  close  the  eyelids. 
Therefore,  it  was  postulated  that  the  blink  reflex  would 
be  affected  and  could  be  used  to  monitor  the  disease. 

Anatomically,  the  afferent  modality  of  the  blink  re- 
flex is  mediated  via  the  ophthalmic  branch  of  the  trige- 
minal nerve  and  the  efferent  component  by  the  facial 
nerve. 

Method 

To  elicit  the  blink  reflex  in  a simple  and  controlled 
way,  we  have  used  the  following  technique: 

The  patient  is  seated,  reassured,  and  asked  to  con- 
centrate his/her  gaze  on  the  tip  of  the  examining  phy- 
sician’s nose.  The  physician  then  gently  taps  the  depres- 
sion superior  to  the  nasal  bridge  (nasion)  in  rapid 
succession  while  closely  noting  the  lower  lids  of  both  eyes. 
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(See  the  Figure.)  The  response  is  nonfatiguing,  and  the 
degree  is  in  direct  proportion  to  the  stimulus. 

Results 

It  will  be  noted  that  the  lids  contract  medially  and 
equally  in  normal  individuals,  but  in  seventh  nerve 
paralysis  this  reflex  either  is  diminished  or  absent  before 
all  other  muscles  are  affected.  It  also  has  been  noted  that 
though  this  deficit  is  the  first  to  appear,  it  is  the  last  to 
return  to  normal.  In  upper-motor-neuron  paralysis,  since 
the  seventh  nerve  has  bicortical  representation,  a paresis 
of  the  obicularis  oculi  muscle  on  the  contralateral  side 
results.  This  fact  as  elicited  by  this  technic  (especially  in 
unconscious  subjects),  together  with  the  Babinski  reflex 
and  the  loss  of  the  abdominal  and  the  cremasteric  re- 
flexes, can  be  used  to  determine  the  site  of  the  insult. 


Determining  the  blink  reflex  in  patient  with  Bell's  palsy. 

This  procedure  can  be  safely  described  as  pathognomonic 
for  recent  or  previous  seventh  nerve  palsy. 

It  is  felt  that  this  observation,  which  is  solidly  based 
on  years  of  experience,  is  a positive  addition  to  our  arma- 
mentarium for  easily  evaluating  a relatively  common 
entity. 

Acknowledgment:  The  authors  are  grateful  to  the  immediate 
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Recognized,  Allowed  Injuries 
Under  Workers'  Compensation 


The  physician  and  his/her  staff  play  a very  important 
role  in  establishing  the  patient’s  right  to  benefits  in  a 
Workers’  Compensation  claim.  The  Bureau  of  Workers’ 
Compensation,  more  than  ever  before,  relies  upon  objec- 
tive medical  evidence  to  determine  the  patient’s  right  to 
benefits.  The  Bureau’s  policy  of  ascertaining  a match  be- 
tween treatment  and  allowed  injuries/conditions  is  ob- 
served rigidly.  The  health-care  provider  can  be  of  great 
help  to  the  patient,  not  only  in  advising  about  scope  of 
health  care  needed  but  also  in  assisting  the  patient  in 
obtaining  all  benefits  to  which  he/she  is  entitled. 

The  philosophy  of  treating  the  “whole  patient”  has 
become  increasingly  popular  in  recent  years.  Paradoxi- 
cally, that  philosophy  can  quickly  come  to  conflict  with  a 
primal  Bureau  doctrine : the  Bureau  reimburses  only  those 
fee  bills  that  pertain  to  recognized  and  allowed  injuries 
and  conditions.  While  the  Bureau  is  in  a sense  a health 
care  insurer,  the  Bureau  insures  only  those  injuries  and 
conditions  which  occur  in  the  course  of  and  arise  out  of 
the  disabled  worker’s  employment.  Even  then,  the  Bureau 
can  reimburse  only  for  those  injuries  and  conditions  that 
are  defined  on  a claim  application.  The  Bureau  cannot 
reimburse  for  health-care  treatment  of  injuries  and  condi- 
tions that  are  not  work  related,  nor  can  it  reimburse  for 
those  that  are  work  related — if  they  have  not  been 
defined  on  a claim  application  so  that  they  can  be 
recognized. 

It  is  most  important  to  the  disabled  worker  that  all 
trauma  and  body  members  involved  be  defined  to  the 
Bureau  as  soon  as  they  are  diagnosed  or  discovered,  even 
if  involvement  at  the  time  seems  to  be  of  little  or  no  sig- 
nificance. Defining  total  involvement  initially  may  ensure 
the  patient’s  right  to  benefits  if  complications  present  at 
some  later  date. 

The  health-care  professional  dedicated  to  treatment 
of  the  whole  patient  may  recognize  secondary  injuries  and 
conditions  consequent  to  those  allowed  those  recog- 
nized on  the  claim  application.  Secondary  injuries  may 
urgently  require  attention,  and  the  practitioner  will  pro- 
ceed with  treatment. 

The  course  of  treatment  will  often  involve  others. 
Let  us  assume  that  a physician  has  treated  the  patient  in 
a hospital.  A number  of  hospital  charges  will  have  ac- 
crued. The  patient  is  subsequently  discharged;  the  physi- 
cian prescribes  several  medications;  and  the  prescriptions 


This  article  courtesy  the  Department  of  Public  Affairs,  Ohio 
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are  filled  by  the  neighborhood  pharmacist.  Physician,  hos- 
pital, and  pharmacist  all  file  appropriate  fee-bill  forms 
with  the  Bureau,  in  good  faith  that  disabilities  they  have 
treated  are  recognized  and  allowed. 

It  is  hardly  necessary  to  describe  the  frustration  when 
physician,  hospital,  and  pharmacist  all  receive  disallow- 
ances— for  treating  conditions  related  to  occupational 
disabilities,  but  conditions,  nonetheless,  that  have  not  been 
defined  specifically  on  the  claim.  The  frustration  may  be 
exceeded  by  anxiety  of  the  patient,  who  must  face  likeli- 
hood of  being  “stuck”  with  assorted  medical  fee  bills. 

The  antidote  for  a situation  like  the  foregoing  is  to 
make  certain  that  billings  to  the  Bureau  reflect  treatment 
only  to  those  conditions  applied  for  by  the  patient  and 
recognized  by  the  Bureau.  Any  additional  conditions  re- 
lated to  the  occupational  disability  must  be  applied  for 
by  the  patient. 

Quite  often,  trauma  related  to  a patient’s  Workers’ 
Compensation  claim  will  present  after  the  claim  applica- 
tion has  been  filed.  Delayed  involvement  does  not  consti- 
tute disallowance.  However,  tardy  symptoms,  injuries, 
conditions,  and  affectation  of  body  members  related  to 
the  original  claim  must  be  defined  in  conjunction  with 
that  claim  before  the  Bureau  can  consider  recognizing 
and  allowing  them.  This  can  be  done  by  filing  a form 
C-85A,  available  from  any  district  office  of  the  Bureau. 

It  is  again  pointed  out  that  the  Bureau,  in  its  role  of 
health-care  insurer  for  work-related  disability,  must  by 
law  operate  within  specific  guidelines.  The  Bureau  by  no 
means  wishes  to  be  restrictive  in  allowance  of  work-related 
disability;  but  were  the  Bureau  to  recognize  and  allow 
injuries  and  other  trauma  indiscriminately,  that  agency 
would  tend  increasingly  to  function  as  a general  health- 
care insurer,  a role  it  is  not  authorized  to  assume.  The 
health  care  professional  can  help  the  Bureau  recognize 
those  disabilities  that  are  claim-related,  particularly  those 
that  are  estoteric.  In  like  manner,  such  a person  is  best 
qualified  to  recognize  trauma  that  are  not  related  to  a 
Workers’  Compensation  claim. 

Open  communication  often  helps  to  resolve  conflicts 
that  can  become  frustrating  for  everyone  involved.  The 
physician  and  staff  are  encouraged  to  direct  claim-related 
questions,  other  than  fee-bill  matters,  to  the  health-care- 
information  number  the  Bureau  has  established  for  use  by 
health  care  professionals:  614/466-3652.  Clarifying  such 
matters  as  claim-related  secondary  trauma  can  help  to 
expedite  reimbursement  and  avert  frustrating  disallow- 
ances for  treating  compensable  disabilities  that  have  not 
been  identified  to  the  Bureau. 


February,  1979  / 85 


You  Want  Term? 
We  Have 
Term! 


discuss  in  this  limited  space. 
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the  greatest  amount  of  protection  at  the 
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expert  representatives.  Call  for  the 
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°M^^sc2iation  Proceedings  of  the  Council 


A regular  meeting  of  the  Council  of  the  Ohio  State 
Medical  Association  was  held  Saturday,  December  16, 
and  Sunday,  December  17,  1978  at  the  OSMA  Head- 
quarters’ Office,  600  South  High  Street,  Columbus,  Ohio. 

Those  present  Saturday  were:  All  members  of  the 
Council,  with  the  exception  of  Doctors  Pichette  and 
Reamy;  John  H.  Budd,  M.D.,  Cleveland,  Past  President 
of  the  AMA;  P.  John  Robechek,  M.D.,  Cleveland,  Chair- 
man, and  Oscar  W.  Clarke,  M.D.,  Gallipolis,  Co-Chair- 
man, of  the  Ohio  Delegation  to  the  AMA;  John  H. 
Ackerman,  M.D.,  Columbus,  Ohio  Director  of  Health; 
James  E.  Pohlman,  Esq.,  Columbus,  OSMA  Legal  Coun- 
sel; and  all  members  of  the  OSMA  Staff. 

Those  present  Sunday  were:  All  members  of  the 
Council,  with  the  exception  of  Doctors  Pichette  and 
Reamy;  George  N.  Bates,  M.D.,  Toledo,  Chairman  of  the 
Board,  Joseph  K.  Gilmore,  Columbus,  President,  and 
David  L.  Rader,  Vice  President/ Administration,  Physi- 
cians Insurance  Company  of  Ohio;  Mr.  Pohlman;  and 
Messrs.  Page,  Gillen,  Campbell,  and  Mulgrew  of  the 
OSMA  Staff. 

The  President  read  communications  from  R.  Gordon 
Moore,  Mrs.  George  H.  Saville,  and  Mrs.  Henry  A. 
Crawford. 

The  minutes  of  the  September  16-17  and  the  October 
29,  1978  meetings  of  the  Council  were  approved. 

The  Councilors  reported  on  the  activities  in  their 
respective  districts. 

The  Council  approved  the  OSMA/Intrav  Travel 
Schedule  for  1979. 

FINANCIAL  AND  MEMBERSHIP  DEPARTMENT 

Membership  statistics,  reported  by  Mr.  Page,  indi- 
cated a net  gain  of  308  members  on  November  30,  1978 
over  the  same  date  in  1977. 

Committee  on  Auditing  and  Appropriations 

The  minutes  of  the  December  15,  1978  meeting  of 
the  Committee  on  Auditing  and  Appropriations  were  pre- 
sented by  Chairman  Williams. 

The  Council  approved  the  Committee’s  recommen- 
dation that  the  Association  reimburse  committee  members, 
officers,  Council,  and  staff,  operating  their  automobiles  on 
Association  business,  at  the  rate  of  170  a mile.  Reimburse- 
ment for  Association  leased  cars  will  be  nine  cents. 

The  Council  approved  the  Committee’s  recommen- 
dation to  change  the  distribution  to  county  societies  of 
funds  received  from  the  AMA  for  dues  collection. 

On  recommendation  of  the  Committee,  the  Council 
voted  to  phase  out  the  Association’s  medical  scholarship 


program  and  approved  suggested  changes  in  the  OSMA 
Maternal  and  Neonatal  Mortality  Study  program.  The 
Council  voted  that  Anthony  Ruppersberg,  Jr.,  M.D., 
Columbus,  who  has  served  for  two  decades  as  chairman 
of  the  study,  receive  special  honors  at  the  1979  House  of 
Delegates. 

The  budget  and  the  contribution  schedule  for  1979 
were  reviewed  by  the  Council,  and  were  approved. 

The  minutes  as  a whole  were  approved. 

DEPARTMENT  OF  CONTINUING 
MEDICAL  EDUCATION 

Committee  on  Education 

The  minutes  of  the  October  19  and  November  2, 
1978  meetings  of  the  Committee  on  Education  were 
presented  by  Mr.  Torrens  and  were  approved. 

Committee  on  Emergency  and  Disaster  Medical  Care 

The  minutes  of  the  November  11,  1978  meeting  of 
the  Committee  on  Emergency  and  Disaster  Medical  Care 
w'ere  presented  by  Mr.  Torrens. 

The  Council  approved  a suggestion  of  the  Commit- 
tee that  a joint  task  force  be  organized  with  the  Ohio 
Hospital  Association  for  the  purpose  of  considering  the 
categorization  of  Ohio  hospital  emergency  capabilities  and 
further  that  the  Committee  on  Emergency  and  Disaster 
Medical  Care  represent  OSMA  in  this  program. 

The  minutes  as  a whole  were  approved. 

( .ME  Department  Programs 

Four  OSMA-sponsored  regional  continuing  medical 
education  programs  were  approved  for  1979. 

The  Council  asked  that  the  Department  of  Continu- 
ing Medical  Education  provide  for  reduction  in  course 
fees  for  retired  physicians  and  the  President  was  requested 
to  communicate  with  Ohio’s  medical  schools  with  a re- 
quest that  similar  reductions  in  course  fees  be  instituted 
for  retired  physicians. 

GOVERNMENT  MEDICAL  CARE  DEPARTMENT 

Committee  on  Cost  Effectiveness 

The  minutes  of  the  November  8 and  the  December 
15,  1978  meetings  of  the  Committee  on  Cost  Effectiveness 
were  presented  by  Dr.  Pfahl. 

The  President  was  asked  to  issue  a follow'-up  letter 
to  county  medical  societies  to  encourage  the  establishment 

(continued  on  next  page) 
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Proceedings  ( continued  ) 

of  county  medical  society  committees  on  cost  effectiveness. 

The  Council  approved  the  Committee’s  recommen- 
dation that  the  President  make  a special  plea  to  OSMA 
members  to  voluntarily  restrain  the  rate  of  professional 
fee  increases  in  accordance  with  President  Carter’s  volun- 
tary wage-and-price  guidelines. 

David  Pennington,  new  OSMA  staff  executive  as- 
signed to  working  with  members  who  serve  on  HSAs,  was 
introduced  by  the  President. 

Mr.  Pennington  reported  that  during  the  previous 
three  weeks  he  had  met  with  key  staff  people  of  the  Ohio 
Department  of  Health;  the  State  Health  Coordinating 
Council;  members  of  the  staff  of  the  Central  Ohio  River 
Valley  Association;  the  Cincinnati  HSA;  the  Metropolitan 
Health  Planning  Association,  the  Cleveland  HSA;  and 
with  the  West  Central  Health  Planning  Agency,  the  HSA 
located  in  Lima. 

He  also  reported  on  his  attendance  at  a Board  of 
Directors’  meeting  of  the  Cleveland  Academy  of  Medicine 
and  a conference  with  the  executive  director  of  the 
Academy  of  Medicine  of  Cincinnati. 

He  announced  plans  to  meet  with  each  physician 
serving  on  an  HSA  or  SHCC  board  and  to  determine 
area  needs. 

The  Council  approved  President  Gaughan’s  letter 
of  December  5,  1978  to  the  Administrator  of  Health  Care 
Financing  in  the  Department  of  Health,  Education  and 
Welfare  concerning  a proposed  rule  on  PSRO  sanctions. 
(See  page  90  for  the  letter.) 

DEPARTMENT  OF  ORGANIZATION 
SERVICES 

Mr.  Campbell  announced  improvements  in  the 
OSMA  Major  Medical  Insurance  plan  for  members.  The 
Council  approved  the  revisions. 

The  Council  approved  the  inclusion  of  the  Academy 
of  Medicine  of  Cincinnati  affiliate  members  as  eligible 
applicants  in  the  OSMA-sponsored  life  insurance  plans. 

Doctors  Budd,  Clarke,  and  Robechek  reported  on  the 
December  meeting  of  the  American  Medical  Association 
in  Chicago. 

Ad  Hoc  Committee  on  Accountability 

The  minutes  of  the  November  1,  1978  meeting  of  the 
OSMA  Ad  Hoc  Committee  on  Accountability  were  pre- 
sented by  Mr.  Campbell  and  were  approved. 

Medical  Services  Review  Committee 

The  minutes  of  a November  15,  1978  meeting  of  the 
Council  Medical  Services  Review  Committee  were  pre- 
sented by  Mr.  Campbell  and  were  approved. 

Physicians  Insurance  Company  of  Ohio 

The  Council  was  addressed  by  George  N.  Bates, 
M.D.,  Chairman  of  the  Board  and  Joseph  K.  Gilmore, 

(continued  on  page  90) 
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Librax* 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2.5  mg  clidinium  Br. 


Please  consult  complete  prescribing  information,  a sum- 
mary of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the  Na- 
tional Academy  of  Sciences — National  Research  Coun- 
cil and/or  other  information,  FDA  has  classified  the  in- 
dications as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer  and  in  the  treatment  of  the  irritable 
bowel  syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HCI  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants,  and  against  hazard- 
ous occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended  doses,  but  use 
caution  in  administering  Librium®  (chlordiazepoxide  HCI)  to 
known  addiction-prone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms  (including  convulsions) 
reported  following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  dur- 
ing first  trimester  should  almost  always  be  avoided 
because  of  increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting  therapy. 
Advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  small- 
est effective  amount  to  preclude  ataxia,  oversedation,  confu- 
sion (no  more  than  2 capsules/day  initially;  increase  gradually 
as  needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  pharmacology  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors, 
phenothiazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical  reactions  re- 
ported in  psychiatric  patients.  Employ  usual  precautions  in 
treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax.  When 
chlordiazepoxide  HCI  is  used  alone,  drowsiness,  ataxia,  con- 
fusion may  occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment,  but  also 
occasionally  observed  at  lower  dosage  ranges.  Syncope  re- 
ported in  a few  instances.  Also  encountered:  isolated  in- 
stances of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns may  appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice,  hepatic  dys- 
function reported  occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function  tests  advis- 
able during  protracted  therapy.  Adverse  effects  reported  with 
Librax  typical  of  anticholinergic  agents,  i.e. , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation.  Constipation 
has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 
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Proceedings  ( continued ) 

President,  Physicians  Insurance  Company  of  Ohio.  A 
number  of  questions  were  directed  to  these  officers  by  the 
members  of  the  Council. 

The  Council,  by  official  action,  voted  to  authorize 
Dr.  Gaughan  or  Dr.  Morgan  to  vote  the  Class  B shares  of 
PICO  held  by  OSMA  in  favor  of  the  proposals  to  be 
presented  to  the  shareholders  of  PICO  at  a special  meet- 
ing on  March  16,  1979,  to  split  the  shares  50  to  1 and  to 
eliminate  the  Company’s  option  to  repurchase  Class  A 
shares  and  also  to  vote  on  any  other  matter  that  may  come 
before  the  meeting. 

DEPARTMENT  OF  HEALTH  EDUCATION 
Committee  on  Mental  Health 

Minutes  of  the  September  24,  1978  meeting  of  the 
Committee  on  Mental  Health  were  presented  by  Mr. 
Clinger. 

The  Council  agreed  to  a Committee  suggestion  that 
a member  of  the  Physician  Effectiveness  subcommittee,  of 
the  Committee  on  Mental  Health,  be  appointed  by  the 
President  to  act  in  liaison  with  the  Committee  on  Judicial 
and  Professional  Relations. 


The  Council  endorsed,  on  recommendation  of  the 
Committee,  the  following  paragraph  from  the  AMA 
Council  of  Medical  Service,  Report  C.  adopted  by  the 
AMA  House  of  Delegates  in  June  1978: 

RESOLVED,  That  the  American  Medical  Association  support 
the  provision  of  benefits  for  emotional  and  mental  illness 
under  all  governmental  and  private  insurance  programs 
which  are  equivalent  in  scope  and  duration  to  those  benefits 
provided  for  other  medical  or  physical  illnesses. 

Attention  was  directed  to  the  First  Ohio  Conference 
on  the  Impaired  Physician,  to  be  held  March  17  and  18, 
1979. 

Committee  on  Health  Manpower 

Minutes  of  the  Committee  on  Health  Manpower 
meeting  of  November  16,  1978  were  returned  to  the 
Committee  at  the  request  of  the  chairman. 

DEPARTMENT  OF  FEDERAL  LEGISLATION 
AND  PUBLIC  POLICY 

Mr.  Edgar  called  attention  to  reports  mailed  to  the 
Council  on  November  15  and  21.  He  commended  the 
AMA  Washington  staff  for  outstanding  work  in  the  96th 
Congress.  Mr.  Edgar  received  the  applause  of  the  Council 
for  his  accomplishments  during  1978. 


Administrator 

Health  Care  Financing  Administration 
DHEW 

P.O.  Box  2382 
Washington,  D.C.  20013 

Dear  Sir: 

The  Ohio  State  Medical  Association  makes  the  following 
comments  regarding  PSRO  sanctions,  a proposed  ride  published 
in  the  Federal  Register,  Volume  43,  No.  199,  13  Oct.  78. 

1.  Decisions  regarding  level  of  care  ought  to  be  approached 
from  the  view  of  the  patient.  This  requires  a case-by-case  evalua- 
tion. Such  a determination  shoidd  be  accomplished  locally  by  the 
physician’s  peers. 

As  for  “medical  necessity”  or  appropriateness  of  care,  those 
rules  should  accommodate  the  fact  that  legitimate  professional 
disagreements  as  to  “necessity”  can  and  do  exist  when  the  spec- 
trum of  treatment  modalities  of  a given  illness  are  codified  by 
criteria  alone.  Since  physicians  treat  people  and  criteria  addresses 
the  taxonomy  of  diseases  and  their  treatment,  medical  decisions 
are  operative  and  applicable  within  such  a spectrum  if  they  are 
to  be  appropriate  for  the  beneficiary.  Hard  criteria  are  not 
capable  of  accommodating  multiple  variables — medical,  social, 
emotional,  familial,  etc. — that  comprise  legitimate  treatment 
decisions. 

Therefore,  the  rules  should  specifically  state  that  the  ques- 
tion of  medical  necessity  and  appropriateness  of  levels  of  care  are 
to  be  determined  solely  by  local  physician  review  on  a case-by- 
case  basis.  The  rules  should  more  perfectly  serve  the  health  needs 
of  the  beneficiary. 

2.  The  rules  do  not  permit,  specifically,  the  PSRO  or  the 
involved  physician  to  have  a period  of  discussion  prior  to  the 
imposition  of  the  sanction  mechanisms  of  paragraph  474.5  (1  ) 


and  (2).  Due  process  in  that  situation  is  afforded  only  after  the 
fact.  This  merits  correction. 

3.  The  sanctions  once  imposed  involve  all  areas  of  a physician's 
practice.  This  implies  if  he  fails  to  discharge  his  obligations  in  one 
area  of  his  practice,  that  he  is  unable  to  function  acceptably  in 
all  other  areas.  Such  a broad  penalty  should  be  imposed  only  on 
those  physicians  who  are  convicted  of  fraud  or  those  who  demon- 
strate a character  defect  which  would  impair  their  ability  to 
function  in  any  sphere  of  medicine. 

The  other  physicians  whose  activities  invoke  disciplinary 
mechanisms  of  the  proposed  rule  should  be  sanctioned  only  in 
the  area  of  their  practice  found  to  be  wanting.  Such  an  area 
could  be  easily  identified  since  the  activity  inviting  such  a disci- 
plinary response  is  already  known.  A concurrent  review  of  the 
remaining  areas  of  that  physician's  practice  could  be  imposed 
during  the  sanction  period.  But  this  means  the  physician’s  ser- 
vices would  not  be  denied  to  all  of  his  patients  for  the  time  period 
involved.  Despite  Secretary  Califano’s  comments  regarding  the 
increased  numbers  of  physicians,  our  society  should  not  “waste” 
even  a sanctioned  physician. 

4.  In  paragraph  474.4  (d),  the  rule  should  state  that  a period 
of  physician  education  in  the  area  of  the  potential  violation  would 
be  an  acceptable  method  for  correcting  the  situation,  rather  than 
a threat  of  economic  punishment. 

5.  A comment  reaffirming  the  statutory  immunity  of  those 
physicians  involved  in  the  peer  review  deliberations  would  be 
germane. 

6.  Finally,  the  statement  indicating  the  confidentiality  of  these 
deliberations  prior  to  the  final  formal  actions  of  HCFA  should  be 
added.  This  would  prevent  premature  and/or  unjustified  vilifi- 
cation of  a given  physician. 

Respectfully  submitted, 

John  J.  Gaughan,  M.D. 

President 
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DEPARTMENT  OF  STATE  LEGISLATION 

Messrs.  Mulgrew  and  Ayish  reported  on  year-end 
legislative  developments  including  the  gubernatorial  veto 
of  S.B.  163,  to  permit  optometrists  to  use  selected  drugs, 
and  the  successful  amendments  to  eliminate  physicians 
from  S.B.  390,  the  certificate-of-need  bill.  The  Council 
commended  the  Department  of  State  Legislation. 

The  Council  adopted  a resolution  in  tribute  to  Rep. 
A.  G.  Lancione,  Bellaire,  Ohio,  who  is  retiring  after  32 
years  of  service  in  the  Ohio  General  Assembly. 

COMMUNICATIONS  DEPARTMENT 

Ms.  Doll  announced  speaker  seminars  to  be  con- 
ducted March  14,  1979  and  asked  for  suggestions  with 
regard  to  physicians  who  would  be  capable  participants  in 
radio  and  television  programs. 

FIELD  SERVICE  REPORT 

Mr.  Flolcomb  presented  a written  report  of  his  field 
visits  and  discussed  Field  Service  Department  plans  for 
1979. 

THE  OHIO  STATE  MEDICAL  JOURNAL 

Mrs.  Porterfield  announced  that  Ms.  Fran  Kaplan 
had  resigned  as  regional  advertising  representative  and 
that  the  same  arrangements  are  being  made  with  Ms. 
Elizabeth  Gruber  for  this  service. 

C ONSTITUTION  AND  BYLAWS  AMENDMENTS 

The  Council  approved  amendments  to  the  Constitu- 
tion and  Bylaws  of  the  following  county  medical  societies: 
Academy  of  Medicine  of  Cleveland,  Ashtabula  County 
Medical  Society,  Lake  County  Medical  Society,  Fairfield 
County  Medical  Society  (subject  to  modifications  of 
language),  and  Academy  of  Medicine  of  Toledo  & Lucas 
County. 

Action  on  proposed  Mahoning  County  Medical  Soci- 
ety amendments  was  deferred  pending  further  consultation 
by  Legal  Counsel  with  representatives  of  the  Society. 

The  Council  voted  to  reissue  the  charter  of  the  Ash- 
tabula County  Medical  Society,  since  the  previous  one  has 
been  misplaced. 

A communication  from  M.  Brodie  James,  M.D., 
Perrysburg,  concerning  county  medical  society  border  lines 
and  medical  practice  service  areas  was  discussed. 

The  Council  advised  that  Dr.  James  consider  effect- 
ing a transfer  of  his  membership  to  Lucas  County  under 
the  provisions  of  Chapter  II,  Section  1,  paragraph  5,  of 
the  OSMA  Bylaws  and  the  complementary  provisions  of 
the  Lucas  County  Bylaws. 

Amendments  to  the  OSMA  Auxiliary  Constitution 
and  Bylaws  were  approved  subject  to  editorial  modifica- 
tions in  paragraphs  C-l  and  D-l  of  Article  III. 


DR.  THOMAS  NOMINATED 
FOR  PRESIDENT-ELECT 

The  Council  received  the  nomination  of  Secretary- 
Treasurer  Robert  G.  Thomas,  M.D.,  Elyria,  for  the  office 
of  President-Elect  of  the  Ohio  State  Medical  Association. 
The  nomination  was  an  official  action  of  the  Lorain 
County  Medical  Society. 

DR.  RINDERKNECHT  NOMINATED 
FOR  SEC  RETARY- TREASURER 

The  Council  received  the  nomination  of  Robert  E. 
Rinderknecht,  M.D.,  Dover,  for  the  office  of  Secretary- 
Treasurer  of  the  Ohio  State  Medical  Association.  The 
nomination  was  an  official  action  of  the  Tuscarawas 
County  Medical  Society. 

OHIO  DIRECTOR  OF  HEALTH 

John  H.  Ackerman,  M.D.,  Ohio  Director  of  Health, 
addressed  the  Council.  He  discussed  the  pneumonia  vac- 
cine program  for  nursing  home  patients,  and  informed 
the  Council  that  $283,000  had  been  received  from  the 
State  Controlling  Board  for  this  program,  involving  60,000 
doses.  Physicians  are  permitted  to  charge  for  administer- 
ing the  vaccine  but  the  vaccine  is  furnished  to  the  patient 
without  charge,  through  local  health  departments.  The 
program  is  being  monitored  for  reactions  and  for  effec- 
tiveness of  the  vaccine. 

The  department  received  a $144,000  grant  for  pneu- 
monia vaccine  in  November,  and  14  local  health  depart- 
ments are  conducting  demonstration  projects  with  this 
vaccine.  The  ODH  is  monitoring  the  programs  for  reac- 
tions to  the  vaccine. 

Dr.  Ackerman  stated  that  he  will  ask  the  Ohio  Public 
Health  Council  for  rules  on  private  water  supplies. 

A statewide  immunization  report  on  percentage  of 
kindergarten  children  with  required  immunizations  or 
with  exemptions  was  presented  for  the  information  of  the 
Council. 

Dr.  Ackerman  thanked  Ohio  physicians  and  their 
spouses  for  assisting  in  making  this  program  a success. 

The  Council  authorized  an  appropriate  letter  to  the 
Project  Officer,  Region  V,  Department  of  Health,  Edu- 
cation and  Welfare,  Chicago,  asking  for  the  delegation  of 
medical  audit  and  review  function  in  skilled  nursing  facil- 
ities in  Summit  County,  to  the  Summit  County  Medical 
Society. 

The  Council  voted  to  establish  an  OSMA  ad  hoc 
peer  review  committee  to  review  medicine  and  surgery 
at  the  Highland  District  Hospital. 

The  Council  recessed  and  convened  in  closed  session. 

The  Council  recessed  from  closed  session  and  ad- 
journed. 

ATTEST : Hart  F.  Page,  CAE 
Executive  Director 
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The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

The  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 
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So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacm  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacm,  and  other  nonsteroidal  antiarthritic  agents. 

*The  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 


It 


one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 
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The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 


Mofrin40)rra 

ibuprofen,Upohn 


Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarm  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*,  epigastric  pain* 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness*,  headache,  nervousness.  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 


Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 


Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t.i.d.  or  q.i.d.  Do 
not  exceed  2400  mg  per  day. 


How  Supplied 
Motrin  Tablets.  300  mg  (white) 
Bottles  of  60 
Bottles  of  500 

Motrin  Tablets,  400  mg  (orange) 
Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 


NDC  0009-0733-01 
NDC  0009-0733-02 

NDC  0009-0750-01 
NDC  0009-0750-02 
NDC  0009-0750-06 
NDC  0009-0750-26 


Caution:  Federal  law  prohibits  dispensing  without  prescription. 


In  March . . . 


GOALS  & 
SPEAKERS 


Immediate  Past  AMA  President  John  H.  Rudd, 
M.D.,  of  Cleveland,  heads  a distinguished  panel  of  speak- 
ers for  “The  First  Ohio  Conference  on  the  Impaired 
Physician — Reaching  Out  for  Help  and  Hope”  scheduled 
March  17-18,  1979  at  the  Hilton  Inn-North,  Worthington. 

The  panel  also  includes  LeClair  Bisseli,  M.D.,  New 
York,  a leader  in  alcoholism  treatment  for  physicians; 
Perry  R.  Ayres,  M.D.,  Chairman  of  the  OSMA  Physician 
Effectiveness  Program ; E.  Richard  Dorsey,  M.D.,  Cincin- 
nati, author  of  the  three-option  format  for  the  OSMA 
program;  and  Mr.  Jim  Flynn,  Senior  Vice  President  of 
Riverside  Methodist  Hospital  in  Columbus. 

Cosponsoring  the  conference  with  the  OSMA  and  its 
Physician  Effectiveness  Program  are  the  OSMA  Auxiliary, 
Ohio  Osteopathic  Association,  Ohio  Hospital  Association, 
and  Ohio  Nurses  Association. 

According  to  Dr.  Ayres,  the  goals  of  the  conference 
are  as  follows: 

1.  To  enable  Ohio  physicians,  their  spouses,  county 
medical  society  officers,  medical  chiefs  of  staff,  and  hos- 
pital administrators  to  recognize  impaired  physicians — 
and  to  provide  mechanisms  for  confrontation,  entry  into 
treatment,  and  re-entry  following  rehabilitation  into  the 
effective  practice  of  medicine. 

2.  To  identify  and  seek  solutions  to  “spin-off”  prob- 
lems resulting  from  a physician’s  impairment  that  affect 
other  family  members,  colleagues,  and  patients. 

3.  To  strengthen  the  already-established-but  thinly- 
spread  network  of  voluntary  physicians,  county  medical 
society  committees,  and  hospital  staff  committees  working 
with  identification,  confrontation,  and  treatment  of  im- 
paired physicians  in  Ohio. 

The  registration  fee  is  $35  for  physicians,  $15  for 
physicians-in-training,  and  $10  for  medical  students. 
Make  checks  payable  to  the  Ohio  State  Medical  Asso- 
ciation. 

As  an  organization  accredited  for  continuing  medical 
education,  the  OSMA  Committee  on  Scientific  Work 
certifies  that  this  continuing  medical  education  activity 
meets  the  criteria  for  10  credit  hours  in  Category  I of  the 
Physician’s  Recognition  Award  of  the  American  Medical 
Association. 
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Impaired  Physi  : iin  Conference 

PRELIMINARY  PROGRAM 


Saturday,  March  17 


8:00  AM  REGISTRATION 

9:00  AM  WELCOME — Presidents  of  sponsoring  organiza- 
tions 


9:20  AM 


9:50  AM 


“Conference  Objectives  and  Overview  of  the  OSMA 
Physician  Effectiveness  Program” 

Perry  R.  Ayres,  M.D.,  Chairman 

“Identifying  the  Impaired  Professional” 

LeClair  Bissell,  M.D.,  Chief 
Smithers  Alcoholism  Center 
The  Roosevelt  Hospital,  New  York 


10:40  AM  “Principles  of  Confronting  the  Impaired  Physician” 

11:10  AM  “Role  of  the  Hospital  Administration” 

Mr.  Jim  Flynn,  Senior  Vice  President 
Riverside  Methodist  Hospital,  Columbus 


12  NOON  LUNCHEON 

2-5:00  PM  CONCURRENT  WORKSHOP  SESSIONS 

(Workshops  will  be  repeated  at  3:30  PM  so  that 
each  participant  can  attend  two  workshops.) 

1.  County  medical  society  programs  for  the  im- 
paired physician 

2.  Hospital-based  programs  for  impaired  medical 
staff  members 

3.  The  physician  and  his  family 


4.  Relationship  with  the  Ohio  State  Medical 
Board 

5.  Economic  and  readjustment  problems  of  the 
recovering  physician 

6.  Auxiliary  involvement  in  the  Physician  Effec- 
tiveness Program 

6:00  PM  DINNER 

7:30  PM  SPECIAL  OPEN  MEETING,  International  Doctors 
in  Alcoholics  Anonymous 


Sunday,  March  18 

8:00  AM  “Confrontation  Principles  and  Techniques” 

E.  Richard  Dorsey,  M.D.,  Cincinnati  District 
Liaison  Physician,  Physician  Effectiveness  Pro- 
gram 


9:30  AM  “Treatment  Techniques” 

10:45  AM  “Recovery,  Return  and  Followup” 

11:20  AM  “Meeting  the  Challenge — The  Time  Is  Now” 

John  H.  Budd,  M.D.,  Cleveland,  Past  President, 
American  Medical  Association 


12:30  PM  LUNCHEON 

“Wrap-up  and  Charge” 
Perry  R.  Ayres,  M.D. 

1:30  PM  ADJOURNMENT 


Registration  Card 

First  Ohio  Conference  on  the  Impaired  Physician 
March  17-18, 1979 

I will  attend  the  First  Ohio  Conference  on  the  Impaired  Physician. 
Enclosed  is  my  registration  fee  of  $35.00  (payable  to  the  Ohio  State 
Medical  Association,  $15.00  for  physicians-in-training,  $10.00  for 
medical  students). 


(name) 


(address) 


(city)  (state)  (zip) 

i tentatively  plan  to  attend  these  workshops  on  Saturday,  March  17 
beginning  at  2 p.m.  (circle  two) 

1 2 3 4 5 6 

^lease  return  this  form  and  your  check  to  First  Ohio  Conference  on  the  Impaired  Physician, 
OSMA,  600  S High  St.,  Columbus.  Ohio  43215 


Hotel  Card 

HILTON  INN  ■ NORTH,  Columbus  (Worthington),  Ohio 

First  Ohio  Conference  on  the  Impaired  Physician 
March  17-18,  1979 

Name 

Street  Address  

City /State /Zip 

I will  check  in  on I will  depart  on 

(date)  (date) 

Single  room  ($24.00) Double  room  ($31.00) 

Your  reservation  has  been  guaranteed  by  the  Ohio  State  Medical 
Association.  All  cancellations  must  be  received  48  hours  prior  to  the 
arrival  date. 

Please  return  this  form  to  HILTON  INN-NORTH,  7007  North  High  St., 
Columbus,  Ohio  43085.  If  you  wish  to  call  in  your  reservation  the 
telephone  number  is  (614)  436-0700. 
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Dyazide 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Makes  Sense  in 


Contraindications:  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing 
elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired.  If  supple- 
mentary potassium  is  needed,  potassium  tablets  should 
not  be  used  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities.  It  is  more  likely  in 
the  severely  ill.  with  urine  volume  less  than  one  I iter/d  ay, 
the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K+  levels  should 
be  determined.  If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K+  intake  Associated  widened 
QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk  If  their  use  is 
essential,  the  patient  should  stop  nursing  Adequate 
information  on  use  in  children  is  not  available. 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting  exces- 
sively or  receiving  parenteral  fluids).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency  Watch  for  signs 
of  impending  coma  in  severe  liver  disease.  If  spiro- 
nolactone is  used  concomitantly,  determine  serum  K + 
frequently;  both  can  cause  K+  retention  and  elevated 
serum  K + Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one,  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides  Triamterene  is  a weak  folic 
acid  antagonist.  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients.  The  following  may  occur: 
transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide'  interferes 
with  fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness, headache,  dry  mouth,  anaphylaxis,  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  condi- 
tions; nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 


sk&fco. 

a SmithKtine  company 

Carolina,  P R 00630 


Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  PDR  A brief  summary 
follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  If  this  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management  Treat- 
ment of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient 
warrant 


Association  Obituaries 


FLOYD  S.  ALLAN,  M.D.,  Winchester,  Kentucky; 
Kentucky  School  of  Medicine,  Louisville,  1917;  age  86; 
died  November  25,  1978;  member  OSMA  and  AMA. 

ANNE  D.  M.  ALSTOTT,  M.D.,  Ironton;  University 
of  Cincinnati  College  of  Medicine,  1928;  age  76;  died 
November  30,  1978;  member  OSMA  and  AMA. 

DOYT  E.  FARLING,  M.D.,  Payne;  Ohio  State 
University  College  of  Medicine,  1938;  age  69;  died  No- 
vember 28,  1978;  member  OSMA  and  AMA. 

ROY  D.  HILDEBRAND,  M.D.,  South  Daytona, 
Florida;  Ohio  State  University  College  of  Medicine,  1927 ; 
age  80;  died  December  1978;  member  OSMA  and  AMA. 

KONSTANTINS  JAKOBSONS,  M.D.,  Grafton; 
Latvijas  Universitate  Medicinas  Fakultate,  Riga,  Latvia, 
1931;  age  70;  died  December  3,  1978;  member  OSMA 
and  AMA. 


LESLIE  M.  LISLE,  JR.,  M.D.,  Columbus;  Univer- 
sity of  Virginia  Medical  School,  Charlottesville,  1938;  age 
69;  died  November  25,  1978;  member  OSMA  and  AMA. 

MORRIS  M.  MALMUD,  M.D.,  Marlton,  New  Jer- 
sey; Eclectic  Medical  College,  Cincinnati,  1935;  age  69; 
died  December  2,  1978;  member  OSMA  and  AMA. 

BERNARD  A.  SAFER,  M.D.,  Cincinnati;  Univer- 
sity of  Cincinnati  College  of  Medicine,  1936;  age  67 ; died 
July  23,  1978;  OSMA  and  AMA. 

ALBERT  G.  SCHLINK,  M.D.,  Norwalk;  University 
of  Michigan  Medical  School,  Ann  Arbor,  1908;  age  93; 
died  November  29,  1978;  member  OSMA  and  AMA. 

EARL  Me.  SMITH,  M.D.,  Dayton;  Lniversity  of 
Cincinnati  College  of  Medicine,  1923;  age  81;  died  De- 
cember 9,  1978;  member  OSMA  and  AMA. 


Harding 

Hospital 


ACCREDITED  BY  THE  JOINT  COMMISSION  ON 
ACCREDITATION  OF  HOSPITALS 

MEMBER  BLUE  CROSS  OF  CENTRAL  OHIO 

ADMISSION  AND  PRACTICES  CONDUCTED  WITHOUT 
REGARD  TO  RACE,  CREED,  OR  NATIONAL  ORIGIN 


Offering;  a Full  Range  of  Psychiatric  Services 


★ Inpatient  Services  for  120 

★ Individual  and  Group  Psychotherapy 

★ Professional  Adjunctive  Therapy 
A Family  Therapy 

★ Special  Care  for  the  Disturbed  Patient 

★ Special  Program 
Including 


★ Day  Treatment  for  Adults  and  Adolescents 

★ Halfway  House 

★ Family  Care 

★ Outpatient  Treatment 

A Consultation  and  Evaluation 

for  Adolescents, 

School 


For  further  information,  call  (614)  885-5381 


George  T.  Harding,  Jr.,  M.D. 
Medical  Director 


Donald  L Hanson 
Administrator 


445  East  Granville  Road 
Worthington,  Ohio  43085 
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Accept 
no  substitute 
for  your  professional 

judgment 


As  a physician,  you  have  the  right  to 
prescribe  the  drug  which  you  believe 
will  most  benefit  your  patients.  Now, 
substitution  laws  make  it  more  diffi- 
cult to  exercise  that  right.  In  many 
states,  unless  you  specifically  direct 
pharmacists  to  dispense  your  brand- 
name  prescription  as  written,  they 
may  be  required  by  law  to  substitute 
another  drug  for  your  brand-name 
prescription. 

This  means  that  the  ultimate  drug 
selection  is  no  longer  yours;  its 
source  is  left  to  the  pharmacist’s  dis- 
cretion. You  will  have  forfeited  your 
right  to  prescribe  as  you  see  fit.  Pre- 
serve your  rights.  Specify  that  you  will 
accept  no  substitution. 


When  you  accept 
no  substitutes... 

• You  ensure  that  your  patient  re- 
ceives exactly  that  product  you  have 
specified  on  your  prescription 

• You  choose  the  quality  of  the  prod- 
uct dispensed  to  your  patient 

« You  can  exercise  the  right  to  select 
a product  based  upon  its  proven  thera- 
peutic performance  and  to  select  a 
manufacturer  that  stands  behind  its 
brand  name  or  generic  product 

• You  can  support  the  kinds  of  re- 
search programs  that  are  vital  to  new 
drug  discovery  and  development 

• You  can  help  sustain  important 
physician,  pharmacist  and  patient 
education  services  supported  by  in- 
novative, research-oriented  firms 


For  complete  information  on  the  drug  substitution  law  effective  in  your 
state,  please  consult  your  local  Pfizer  Representative. 


© 1978,  Pfizer  Inc 
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ociation  Continuing  Education  Programs 


Editor’s  Note:  The  following  are  Category  I courses  offered  in 
Ohio.  Items  for  this  listing  come  from  many  sources,  often  far 
in  advance  of  the  publication  date.  Sometimes,  cancellations  or 
changes  in  dates,  places,  or  time  occur  too  late  to  be  corrected 
before  publication.  Physicians  interested  in  a course  are  urged 
to  contact  the  sponsoring  organization  to  confirm  the  information 
listed.  Sponsoring  organizations  may  list  Category  I courses  by 
contacting  the  OSMA  Department  of  Continuing  Medical  Edu- 
cation or  The  Journal.  Notification  90  days  prior  to  the  course 
would  be  appreciated.  Due  to  space  limitations,  announcements 
may  be  published  only  once.  See  previous  issues  of  The  Journal 
for  additional  courses. — L.A.P. 


OSMA  MEMBERS 

The  Ohio  State  Medical  Board  requests  that  you  send 
your  “Log  of  Continuing  Medical  Education  Activities”  to  the 
Board  as  soon  as  you  complete  the  150  hours  of  CME  required 
for  reregistration  of  your  medical  license,  January  1,  1980. 


March  1979 

FAMILY  PLANNING  METHODS,  ORAL  CONTRA- 
CEPTIVE EFFECTS  & COMPLICATIONS,  METHODS  OF 
ABORTION  & COMPLICATIONS:  March  21;  Stouffers  Inn 
on  the  Square,  Cleveland;  sponsor:  Cleveland  Clinic  Founda- 
tion/Cleveland Society  of  Obstetricians  and  Gynecologists;  3 
credit  hours;  contact:  Pierre  W.  Martimbeau,  M.D.,  Cleveland 
Clinic  Foundation,  9500  Euclid  Avenue,  Cleveland  44106, 
phone:  216/444-6871. 


ADVANCES  IN  UROLOGY:  March  22-23:  Bunts  Audi- 
torium, Cleveland  Clinic,  Cleveland;  12  credit  hours;  fee:  $150, 
$75  for  students  and  physicians-in- training;  contact:  Director  of 
CME,  Cleveland  Clinic  Educational  Foundation,  9500  Euclid 
Ave.,  Cleveland  44106,  phone:  216/444-5696. 


PRACTICAL  ENT  FOR  PRIMARY  CARE  PHYSI- 
CIANS: March  28,  1979,  Sheraton  Downtown,  Dayton;  spon- 
sor: Department  of  Otolaryngology,  Wright  State  University 

School  of  Medicine;  7 credit  hours;  fee:  $30  Wright  State  fac- 
ulty, $40  others;  contact:  Arlene  Polster,  Wright  State  Univer- 
sity, P.O.  Box  927,  Dayton  45401,  phone:  513/372-7140. 


PROFESSIONAL  EDUCATION  SEMINAR:  March  28; 
E.  J.  Thomas  Performing  Arts  Center,  University  of  Akron; 
sponsor:  American  Heart  Association-Akron  Chapter/North- 

eastern Ohio  Universities  College  of  Medicine;  6 credit  hours; 
fee:  $20;  contact:  George  I.  Litman,  M.D.,  American  Heart 
Association,  326  Locust  St.,  Akron  44302,  phone:  216/253-6194. 


GASTROINTESTINAL  SURGERY:  March  28-29 ; Bunts 
Auditorium,  Cleveland  Clinic,  Cleveland;  12  credit  hours;  fee: 
$150,  $75  for  students  or  physicians-in-training;  contact:  Director 
of  CME,  Cleveland  Clinic  Educational  Foundation,  9500  Euclid 
Ave.,  Cleveland  44106,  phone:  216/444-5696. 


PRINCIPLES  AND  PRACTICES  OF  NUTRITIONAL 
SUPPORT:  March  30-31;  Bunts  Auditorium,  Cleveland  Clinic, 
Cleveland;  11  credit  hours;  fee:  $75,  $40  for  students  or  physi- 
cians-in-training;  contact:  Director  of  CME,  Cleveland  Clinic 
Educational  Foundation,  9500  Euclid  Ave.,  Cleveland  44106, 
phone:  216/444-5696. 


April  1979 

SPORTS  MEDICINE:  April  5-6,  1979,  Bunts  Auditorium, 
The  Cleveland  Clinic  Foundation,  Cleveland;  12  credit  hours; 
fee:  $100,  $50  students  or  physicians-in-training;  contact:  Direc- 
tor of  CME,  Cleveland  Clinic  Educational  Foundation,  9500 
Euclid  Ave.,  Cleveland  44106,  phone:  216/444-5696. 

NEUROMOTOR  SPEECH  DISORDERS  IN  ADULTS 
AND  CHILDREN:  April  9-11,  University  of  Cincinnati  Medical 
Center;  sponsor:  University  of  Cincinnati  Division  of  Audiology 
and  Speech  Pathology;  Category  1 application  pending;  contact: 
Dorothy  H.  Air,  Division  of  Audiology  and  Speech  Pathology, 
University  of  Cincinnati  Medical  Center,  234  Goodman  St., 
Pav.  A-122,  Cincinnati  45267. 

PREVENTIVE  SPORTS  MEDICINE:  April  1 1,  1979, 
Sheraton  Downtown,  Dayton;  sponsor:  Departments  of  Family 
Practice  & Surgery,  Wright  State  University  School  of  Medicine; 
7 credit  hours;  fee:  $60  Wright  State  faculty,  $75  other  physi- 
cians, $30  athletic  directors,  coaches,  and  trainers;  contact: 
Arlene  Polster,  Wright  State  University,  P.O.  Box  927,  Dayton 
45401,  phone:  513/372-7140. 

DIAGNOSTIC  IMMUNOLOGY:  April  18-19,  1979,  Bunts 
Auditorium,  Cleveland  Clinic  Foundation,  Cleveland;  12  credit 
hours;  fee:  $100,  $50  students  or  physicians-in-training;  contact: 
Director  of  CME,  Cleveland  Clinic  Educational  Foundation, 
9500  Euclid  Ave.,  Cleveland  44106,  phone:  216/444-5696. 

COMMUNICATIONS-FAMILY  RELATIONS  WORK- 
SHOP: April  20-22,  1979,  Mohican  State  Park  Lodge,  Perrys- 
ville;  sponsor:  Ohio  Academy  of  Family  Physicians;  9 credit 
hours;  fee:  $50  AAFP  members,  $40  residents/students,  $75 
nonmembers;  contact:  Florence  I.  Landis,  Executive  Director, 
Ohio  Academy  of  Family  Physicians,  4075  N.  High  St.,  Colum- 
bus 43214,  phone:  614/267-7867. 

MEDICAL  PROGRESS  FOR  THE  FAMILY  PHYSI- 
CIAN: April  25-26,  1979,  Bunts  Auditorium,  Cleveland  Clinic 
Foundation,  Cleveland;  12  credit  hours;  fee:  $80,  $40  students 
or  physicians-in-training;  contact:  Director  of  CME,  Cleveland 
Clinic  Educational  Foundation,  9500  Euclid  Ave.,  Cleveland 
44106,  phone:  216/444-5696. 

LABORATORY  HEMATOLOGY  AND  BLOOD  BANK- 
ING: April  27-28,  1979,  Bunts  Auditorium,  Cleveland  Clinic 
Foundation,  Cleveland;  12  credit  hours;  fee:  $100,  $50  students 
or  physicians-in-training;  contact:  Director  of  CME,  Cleveland 
Clinic  Educational  Foundation,  9500  Euclid  Ave.,  Cleveland 
44106,  phone:  216/444-5696. 
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Ohio  State  Medical  Journal 
Manuscript  Guidelines 

1.  EXCLUSIVE  PUBLICATION.  Articles  are  accepted  for  publica- 
tion with  the  understanding  that  they  are  contributed  solely  to  this  Journal. 
Permission  for  subsequent  publication  elsewhere  must  be  obtained  in  writing 
from  the  Editor  and  from  the  Author. 

2.  CORRESPONDENCE.  Address  all  correspondence  relating  to  pub- 
lication of  scientific  papers  to:  The  Consulting  Medical  Editor,  The  Ohio 
State  Medical  Journal,  600  South  High  Street,  Columbus,  Ohio  43215. 

3.  MANUSCRIPTS,  (a).  Manuscripts  should  be  submitted  in  the 
original  on  standard  22  x 28-cm  (B'/o  X 1 1-inch)  white  typing  paper. 

(b) .  A copy  of  the  manuscript  should  be  retained  by  the  Author. 

(c) .  The  entire  text  including  lists  of  REFERENCES  should  be 
TYPED  DOUBLE  OR  TRIPLE  SPACED  with  margins  of  at  least 
one  inch  on  all  sides. 

(d) .  Tables,  charts,  and  figures  (illustrations)  should  be  submitted 
separately  from  the  text.  They  should  be  identified  by  number  and  by 
concise,  descriptive  titles.  In  the  text,  reference  to  them  should  be 
by  number,  eg,  (Fig.  1). 

4.  ILLUSTRATIONS,  (a).  Illustrations  (photographs,  drawings, 
graphs,  and  tables)  will  be  submitted  to  the  printer  for  an  estimate  of  cost. 
The  Journal  will  assume  $10  of  this  expense  and  the  author  will  be  billed 
by  The  Journal  for  the  remainder. 

(b) .  Each  illustration  should  bear  the  figure  number  and  the 
author’s  name  on  the  back.  When  pertinent,  the  top  of  the  photograph 
should  be  indicated.  Do  not  clip,  write  on  the  back  with  a hard  pencil, 
or  otherwise  mutilate  the  prints. 

(c) .  Legends  for  the  figures  should  be  written  on  separate  paper. 

(d) .  The  author  must  affirm  that  he  has  written  releases  on  all 
photographs  in  which  patients  can  be  identified. 

5.  ABSTRACTS.  A short  (100-word  maximum)  abstract  should  be 
included  with  the  article.  It  should  cover  the  main  points  so  that  the 
reader  may  readily  obtain  the  gist  of  the  article. 

6.  SUMMARIES.  The  summary  should  be  a concise  restatement  of  the 
information  given  in  the  body  of  the  article. 

7.  REFERENCES,  (a).  Lists  of  references  should  be  at  a minimum 
to  conserve  space  and  expense  and  be  limited  to  those  essential  to  the 
subject  and  to  which  actual  reference  is  made  in  the  text.  The  Editor 
reserves  the  right  to  reduce  the  number  when  necessary. 

(b) .  References  should  be  listed  in  the  order  of  their  appearance 
in  the  text. 

(c) .  Authenticity  and  accuracy  are  the  responsibilities  of  the 
Author. 

(d) .  Each  journal  reference  should  include  in  this  order:  Author’s 
last  name  and  initials,  title  of  article,  name  of  journal  (abbreviated 
in  accordance  with  standard  usage),  volume  number,  inclusive  page 
numbers,  and  year. 

“2.  Doe  J,  Roe  RX:  How  to  go  about  it.  Ohio  State  M J 13:24- 
30,  1920” 

Each  textbook  reference  should  include,  in  this  order:  Author’s 
surname  and  initials,  title  of  the  book  (capitalize  all  main  words), 
edition,  place  of  publication,  name  of  the  publisher,  year  of  publication, 
volume,  if  more  than  one  has  been  published,  and  page. 

“5.  Osier  W : Modern  Medicine,  ed  3,  Philadelphia,  Lea  & Febi- 
ger,  1927,  vol  5,  p 66.” 

8.  IDENTIFICATION  OF  PATIENTS.  Names,  initials,  hospital  num- 
bers, or  any  other  identifiable  labels,  should  not  be  used.  It  is  preferable 
to  identify  patients  for  the  purpose  of  publication  by  the  use  of  numbers 
in  series  for  the  study  being  reported. 

9.  METRICATION.  All  measurements  must  be  in  metric  units.  English 
units  should  be  given  in  parentheses  following  the  metric  in  all  cases  where 
the  measurement  was  originally  done  in  English  units. 

10.  EDITING  OF  MANUSCRIPT.  Following  acceptance  of  a manu- 
script for  publication,  it  will  be  copy  edited  in  conformance  with  the 
editorial  standards  of  the  American  Medical  Association,  which  The  Journal 
follows.  The  copy-edited  manuscript  will  be  returned  to  the  Senior  Author 
for  approval.  At  that  time,  he  is  asked  to  make  all  corrections  and  to  have 
the  manuscript  retyped.  Any  changes,  other  than  typographical  errors,  made 
by  the  Author  after  the  manuscript  is  set  in  type  will  be  billed  to  him  at 
$2  per  line. 

11.  REPRINTS.  An  order  blank  for  reprints  with  a table  covering  cost 
will  be  sent  with  the  galley  proofs  to  the  Senior  Author.  The  Journal  does 
not  profit  on  reprint  orders. 

12.  EDITORIAL  ASSISTANCE.  Miss  Mary  Lou  Brady,  Journal 
Editorial  Assistant,  stands  ready  to  assist  the  Author  in  preparing  his 
manuscript.  For  his  own  assistance,  however,  the  Author  is  encouraged  to 
consult  standard  texts  on  medical  writing,  such  as  the  Style  Book  and 
Editorial  Manual,  prepared  by  the  Scientific  Publications  Division, 
American  Medical  Association,  535  North  Dearborn  Street,  Chicago,  Illinois 
60610. 
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News 


(continued  from  page  71) 


Community  Counseling  Program 
Being  Developed  in  Cleveland 

A community  counseling  program  designed  to  deal 
with  the  personal  loss  of  a loved  one  and  the  difficult 
emotional  stresses  that  follow  is  being  developed  in  Cleve- 
land. Entitled  “Not  Alone,”  the  program  is  offered  by  the 
Pastoral  Psychology  Service  Institute  (PPSI)  of  the  Case 
Western  Reserve  University  School  of  Medicine  and  is 
funded  by  the  Cuyahoga  County  Board  of  Mental  Health 
and  Retardation.  The  Pastoral  Psychology  Service  Insti- 
tute was  established  12  years  ago  by  the  Department  of 
Psychiatry  at  Case  to  help  clergy  of  all  faiths  handle  con- 
gregants during  times  of  severe  emotional  crisis. 

According  to  PPSI  Director,  Dr.  Milton  Matz,  “Dur- 
ing the  first  six  months  of  their  bereavement,  surviving 
spouses  (for  one)  are  hospitalized  more  often,  visit  their 
doctors  more  frequently,  use  more  drugs  and  alcohol,  and 
show  a 40%  greater  mortality  rate  than  a similar  group 
not  experiencing  bereavement.” 

The  program  involves  establishing  support  groups, 
directed  by  trained  chapter  leaders,  to  offer  counseling  so 
that  grief-stricken  people  can  help  each  other  face  their 
futures  with  optimism  and  hope.  Carl  J.  Tuss,  A.C.S.W., 
Clinical  Coordinator,  noted  that  the  program  has  four 
unique  qualities:  (1)  partnership  with  churches,  hospitals, 
and  schools;  (2)  professional  back-up  support  for  leaders; 
(3)  linkage  to  such  community  resources  as  social  service 
agencies,  homemaker  services,  and  legal  aid;  and  (4) 
ongoing  assessment  of  needs  and  goals.  Further  informa- 
tion regarding  the  Not  Alone  Program  may  be  obtained 
from  Mi.  Tuss  at  216/444-3436. 


spring.  Members  of  the  AMA  House  of  Delegates  and 
presidents,  presidents-elect,  council  chairmen,  and  execu- 
tive directors  of  state  medical  associations  and  national 
specialty  societies  will  be  invited  to  attend.  Tentative  dates 
and  locations  for  the  meetings  are:  April  1-2,  New 
Orleans;  April  24-25,  Washington,  D.C.;  May  15-16,  Los 
Angeles;  and  June  4-5,  Chicago. 

New  Senior  Health  Program  at 
Huron  Road  Hospital,  Cleveland 

Huron  Road  Hospital,  Cleveland,  has  initiated  a 
Senior  Health  Program.  Through  this  effort,  medical  and 
nursing  services  are  being  offered  to  senior  citizens  in 
accessible  areas.  The  geriatric  care  is  being  provided  in 
senior  centers  and  senior  citizen  apartment  buildings.  In 
addition,  the  hospital  is  coordinating  with  other  agencies 
to  provide  supplementary  transportation,  social  services, 
and  home  care  to  those  persons  who  would  not  otherwise 
receive  these  services. 

There  are  other  similar  programs,  however  this  one 
is  the  first  to  be  initiated  by  a hospital  on  such  a large 
scale.  According  to  the  program’s  medical  director,  Mark 
Dawson,  M.D.,  the  focus  of  the  Senior  Health  Program  is 
one  of  preventive  and  maintenance  health  care.  Health 
education  and  screenings  are  followed  by  medical  exami- 
nations; and  where  applicable,  specialty  services  are 
available. 

The  Senior  Health  Program  is  staffed  by  a program 
coordinator,  physician,  nurse  practitioner,  registered  nurse, 
and  medical  assistant.  All  persons  65  years  of  age  or  older, 
or  who  are  under  65  years  but  are  receiving  Medicare 
benefits,  are  eligible  to  participate  in  the  program. 
Usually,  standard  Medicare  reimbursements  are  accepted 
as  full  payment  for  care  provided. 


Kentucky  Counties  Removed  From 
Cincinnati  Health  Service  Area 

Three  northern  Kentucky  counties  that  were  in  Ohio 
Health  Service  Area  I have  been  redesignated  to  Kentucky 
Health  Service  Area  II.  According  to  the  Department  of 
Health,  Education,  and  Welfare,  the  redesignation  is  nec- 
essary because  the  boundaries  of  the  two  health  service 
areas  did  not  meet  the  requirements  of  the  Public  Health 
Service  Act.  This  act  specifies  that  these  areas  be  geo- 
graphically appropriate  and  coordinated  with  PSRO  and 
existing  regional  and  state  planning  areas.  A spokesman 
for  the  Greater  Cincinnati  Hospital  Council  noted  that 
the  controversial  change  will  make  it  “harder  for  us  to 
plan  effectively.”  The  Kentucky  counties  are  located  in 
the  Standard  Metropolitan  Statistical  Area  based  in 
Cincinnati. 

AMA  to  Sponsor  Area  Meetings 

American  Medical  Association  area  meetings,  ini- 
tiated during  1978  to  bring  important  issues  before  federa- 
tion leaders,  will  be  continued  this  year.  The  AMA  Board 
of  Trustees  has  approved  a program  of  four  sessions  this 


Cost  Containment  Study  ^Costs’' 

The  Voluntary  Effort  Program  designed  to  reduce 
the  rate  of  increase  in  hospital  expenditures  by  two 
percent  per  year  for  the  next  two  years  will  be  evaluated 
as  part  of  a major  health  care  cost  containment  study.  The 
five-year  project  is  being  conducted  by  Northwestern 
University  and  is  being  funded  by  a $2  million  grant  from 
the  Health  Care  Financing  Administration  of  the  Depart- 
ment of  Health,  Education  and  Welfare. 

Grants  Available  From 
Juvenile  Diabetes  Foundation 

The  Juvenile  Diabetes  Foundation  has  announced 
that  grants  in  diabetes  research  are  available  for  the 
funding  year  July  1,  1979  to  June  30,  1980.  Each  grant 
application  will  be  reviewed  by  the  Medical  Science 
Advisory  Board  and  will  be  approved  by  the  Foundation’s 
Board  of  Directors.  Evaluation  is  based  on  the  scientific 
and  medical  merit  of  the  application;  the  qualifications, 
experience,  and  productivity  of  the  investigators;  the 
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facilities  available;  and  the  relationship  of  the  research 
to  the  cause,  prevention,  and  cure  of  diabetes  and  its 
complications. 

Applications  may  be  obtained  from:  Grant  Adminis- 
trator, Juvenile  Diabetes  Foundation,  23  East  26th  Street, 
New  York,  New  York  10010,  telephone:  212/889-7575. 
Completed  applications  must  be  postmarked  no  later  than 
March  1,  1979. 

Case  Western  to  Offer  Family 
Practice  Faculty  Fellowship 

The  Department  of  Family  Medicine  of  Case  West- 
ern Reserve  University  is  the  recipient  of  a $538,503  grant 
from  the  Robert  Wood  Johnson  Foundation.  This  grant 
is  being  used  to  establish  a 42-month  family  practice 
faculty  fellowship  program  which  began  January  1 . The 
first  six  months  of  the  program  will  be  involved  in  plan- 
ning, followed  by  the  selection  of  two  junior  Case  faculty 
members  as  one-year  fellows.  In  July  1980,  three  trainees 
not  necessarily  from  Case — will  begin  the  full  two-year 
fellowship  program:  and  three  additional  fellows  will  be 
selected  annually  thereafter.  This  stage  of  the  program  is 
designed  to  prepare  and  to  train  physicians  for  careers  in 


academic  departments  of  family  medicine.  Applicants  to 
the  program  may  be  physicians  who  have  just  completed 
their  residencies  or  who  wish  to  leave  their  private  prac- 
tices or  faculty  appointments  to  improve  their  skills. 

AM  A Replies  to  FTC  Comments 
on  Medical  School  Accreditation 

The  American  Medical  Association  has  called  the 
Federal  Trade  Commission  (FTC)  attack  on  the  Associa- 
tion’s influence  over  accreditation  for  medical  schools 
another  case  of  government  intervention  into  professional 
affairs  that  affect  every  individual  in  the  United  States. 

According  to  C.  IT  William  Rule,  M.D.,  AMA  Senior 
Vice  President: 

The  FTC  comments  to  the  U.S.  Office  of  Education  are 
based  on  theory  rather  than  evidence.  The  Commission  seems 
to  have  no  quarrel  with  the  standards  set  by  the  Liaison  Com- 
mittee rn  Medical  Education  (LCME)  nor  on  the  way  those 
standards  are  applied.  By  its  own  admission,  the  FTC  does  not 
assert  that  the  AMA  or  its  representatives  have  acted  improperly 
in  its  accreditation  decisions. 

However,  according  to  the  FTC,  the  two  parent  organiza- 
tions (the  AMA  and  the  Association  of  American  Medical  Col- 
leges (AAMC)  of  the  LCME  coidd  theoretically  limit  the  number 
of  people  attending  medical  schools. 

The  size  of  the  enrollment  in  medical  schools  is  based  on 
such  obvious  factors  as  the  space  allotment  of  the  medical  school 
facility,  the  size  of  the  facidty,  and  the  financial  resources  of  the 
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TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 


Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  ...100  mg. 

Ascorbic  Acid- 100  mg.  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  50  mg.  • Niacinamide  5 mg. 

Riboflavin  2 mg.  • Pyridoxine  HCI  3 mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing,  without  prescrip- 
tion. Keep  out  of  reach  of  children. 
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institution.  The  AVIA  has  worked  to  expand  the  number  of 
medical  schools  and  the  number  of  graduates.  In  the  last  12  years 
alone,  accredited  medical  schools  have  grown  from  88  to  124, 
nearly  doubling  the  number  of  medical  school  graduates. 

The  LCME  membership  includes  six  AMA  ap- 
pointees, six  AAMC  appointees,  two  public  members,  one 
member  appointed  from  the  Department  of  Health, 
Education,  and  Welfare,  and  two  nonvoting  student 
members. 

Dr.  Rule  concluded: 

The  AMA  believes  that  this  configuration  meets  the  require- 
ments set  forth  by  the  Office  of  Education.  It  is  vital  to  the 
continuing  excellence  of  medical  education,  and  the  education  of 
other  professional  groups,  that  those  organizations  most  familiar 
with  the  necessary  standards  oversee  the  accreditation  process. 
There  is  a built-in  check  and  balance  in  the  LCME  member- 
ship. The  FTC’s  attack  is  unwarranted  and  disruptive  to  the 
process  of  accrediting  professional  schools. 

Disciplinary  Actions  Increase 

Disciplinary  actions  against  physicians  increased  six- 
fold between  1971  and  1977  according  to  a survey  of  state 
medical  disciplinary  boards  taken  by  the  American  Medi- 
cal Association.  In  1971,  there  were  119  actions  brought 
against  physicians  as  compared  to  685  actions  in  1977.  An 


AMA  spokesman  noted  that  much  of  the  increase  can  be 
attributed  to  the  rising  number  of  states  providing  immu- 
nity from  civil  liability  for  persons  making  reports  to  state 
disciplinary  boards. 

Medical  History  Group  to  Meet 

The  Ohio  Academy  of  Medical  History  will  hold  its 
annual  meeting  on  May  15  in  Columbus.  This  gathering 
will  be  in  conjunction  with  the  1979  Annual  Meeting  of 
the  OSMA.  The  Academy’s  meeting  will  take  place  from 
9 AM  to  12:30  PM,  with  a lunch  and  business  meeting 
beginning  at  that  time.  More  information  may  be  ob- 
tained from  Ms.  Patsy  A.  Gerstner,  Ohio  Academy  of 
Medical  History,  11000  Euclid  Avenue,  Cleveland  44106, 
telephone  216/368-3648. 

Rep.  Rogers  Joins  D.C.  Law  Firm 

Former  Representative  Paul  Rogers  (D-Florida), 
who  served  for  eight  years  as  Chairman  of  the  Health 
Subcommittee  of  the  House  Interstate  and  Foreign  Com- 
merce Committee,  has  joined  the  law  firm  of  Hogan  and 
Hartson  in  Washington,  D.C.  Mr.  Rogers  retired  from 
Congress  in  December  1978  after  24  years  of  service. 


COLD  FEET 

LEG  CRAMPS 

TINNITUS 

DISCOMFORT 
ON  STANDING 


LIPO-NICIN 

A PERIPHERAL  VASODILATOR 


IMMEDIATE  °r  GRADUAL 


nicotinic  acid  therapy 


IMMEDIATE  RELEASE 


LIPO-NICIN/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-l)  25  mg. 

Riboflavin  (B-2)  2 mg. 

Pyridoxine  HCL  (B-6)  10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 
1000. 


LIPO-NICIN/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-l)  25  mg. 

Riboflavin  (B-2)  2 mg. 


Pyridoxine  HCL  (B-6)  10  mg. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000. 


GRADUAL 

RELEASE 


UPO-NICIN/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (H-l)  25  mg. 

Riboflavin  (B-2)  2 mg. 


Pyridoxine  HCL  (B-6).  10  mg. 

In  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodilator  in  the  symp- 
toms of  cold  feet,  leg  cramps,  dizziness,  memory 
loss  or  tinnitus  when  associated  with  impaired 
peripheral  circulation.  Also  provides  concomitant 
administration  of  the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow  each  dose  of  LIPO- 
NICIN  100  mg.  or  250  mg.  is  one  of  the  thera- 
peutic effects  that  often  produce  psychological 
benefits  to  the  patient.  Side  Effects:  Transient 
flushing  and  feeling  of  warmth  seldom  require  dis- 
continuation of  the  drug.  Transient  headache,  itch- 
ing and  tingling,  skin  rash,  allergies  and  gastric 
disturbance  may  occur.  Contraindications:  Patients 
with  known  idiosyncrasy  to  nicotinic  acid  or  other 
components  of  the  drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with  glaucoma,  severe 
diabetes,  impaired  liver  function,  peptic  ulcers, 
and  arterial  bleeding. 
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Egypt/ Greek  Isles 
Adventure 


A Two  Week  Luxury  Holiday  to 

The  Land  of  the  Pharaohs  and  Cruising  the 

Seas  of  Ulysses 

Via  Chartered  World  Airways  Jet 

Departing  Columbus  on  April  1,  1979 

Egypt  and  The  Greek  Isles  . . . two  of  the  world's  most  sought 
after  and  rewarding  travel  destinations  now  for  the  first  time 
have  been  combined  into  one  great,  deluxe  trip. 

Visit  the  Sphinx  and  the  Pyramids.  See  the  Temple  of  Karnak 
at  Luxor.  Relax  on  a luxury  cruise  among  the  white-washed 
villages  of  Santorini,  Hydra,  Rhodes  and  Mykonos. 

Don’t  miss  the  most  exciting  trip  of  this  or  any  other  year. 
From  only  $1698 

Send  to:  Ohio  State  Medical  Association 
600  South  High  Street 
Columbus,  Ohio  43215 


Enclosed  is  my  check  for  $ ($200  per  person)  as  deposit. 

Names 


Address 

City 

State 

Zip 

Area  Code 

Phone 

Space  Strictly  Limited  — Make  Reservations  Now 


A Norn-Regimented  M IM 


Deluxe  Adventure 
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Letters  to  the  Editor 


To  the  Editor: 

I want  to  congratulate  you  on  that  superb  review  of 
the  CME  requirement  for  relicensure,  that  appeared  in 
the  December  OSMA  Journal. 

The  topic  is  of  course  very  timely  indeed  and  I think 
the  County  Society  Journals  should  help  beat  the  drum 
in  order  to  minimize  the  inevitable  crisis  toward  the  end 
of  the  year  when  some  of  our  colleagues  find  the  curtain 
is  about  to  drop  and  there  is  no  reprieve. 

I am  going  to  paraphrase  much  of  your  article  for 
the  Bulletin,  probably  for  the  February  issue  and  will  give 
credit  for  your  beautifully  documented  article  as  source 
of  material. 

/s/Warren  W.  Smith,  M.D. 
Editor-in-Chief 
The  Bulletin 
Columbus 


To  the  Editor: 

Allow  me  to  compliment  you  and  your  staff  for  the 
beautiful  covers  of  our  journal. 

/s/Mrs.  Anita  Ausenbach 
Olmsted  Falls 


To  the  Editor: 

I would  appreciate  you  taking  me  off  of  your  mailing 
list.  I will  be  leaving  the  United  States  for  some  time  and 
will  not  be  at  this  address  to  receive  it.  I wish  to  express 
my  pleasure  in  reading  your  most  informative  and  inter- 
esting magazine. 

/s/Michael  Mandis,  M.D. 

Cleveland 


When  was  the  last 
time  your  practice  gave  you 
a good  night's  sleep? 


We’re  not  talking  about  sleep  that 
comes  from  sheer  exhaustion. 

We’re  talking  about  the  kind  of 
sleep  that  comes  from  knowing  you 
practiced  medicine  today  the  way  it 
was  meant  to  be  practiced.  Of  giving 
your  patients  the  very  best  in  medical 
care.  With  no  compromises. 

And  a sleep  that  comes  from  know- 
ing you  won’t  be  spending  all  of  to- 
morrow morning  filling  out  Medicare 
insurance  forms,  or  attending  to  a 
myriad  of  other  time-consuming,  non- 
medical duties. 

But  there  is  a practice  that  offers 
an  alternative  to  the  kind  of  medicine 
you’re  now  practicing.  A practice  in 
the  U.S.  Navy. 

The  Navy  physician. 

As  a Navy  physician,  we  feel  your 
time  is  too  valuable  to  spend  on  ad- 


ministrative details.  So  they’re  kept  to 
a minimum.  Instead,  a highly  trained 
staff  of  professionals  attends  to  the 
paperwork.  The  end  result  is  that 
almost  all  your  time  can  be  spent 
practicing  medicine. 

A challenging  practice. 

You’ll  be  given  a practice  that’s  as 
varied  and  challenging  as  any  you’ll 
find  in  a civilian  setting.  You’ll  be 
treating  active  duty  personnel  as  well 
as  their  dependents  and  retired  per- 
sonnel. 

insurance. 

A recent  Act  of  Congress  now 
makes  it  unnecessary  for  federally  em- 
ployed physicians  to  carry  high  cost 
insurance.  As  a practicing  Navy  phy- 
sician, you  will  receive  professional 
liability  protection  under  the  Federal 
Tort  Claims  Act. 


Other  benefits. 

There  are  plenty  of  other  great 
benefits  that  go  with  being  a Navy 
physician.  Good  pay — $30,000  to 
start,  more,  depending  on  youT  expe- 
rience. A family  life  with  time  for 
your  family.  Associating  with  other 
highly  motivated  physicians.  Even  30 
days’  paid  vacation  a year. 

But  the  best  way  to  get  all  the  facts 
is  to  mail  the  coupon,  or  call  the 
Medical  Recruiter,  toll-free,  1-800- 
282-1288. 


Be  the  doctor 
you  want  to  be. 
In  the  Navy. 
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Colleagues  in  the  News 


JOHN  R.  BELJAN,  M.D.,  Dean,  Wright  State  Uni- 
versity School  of  Medicine,  was  reelected  Chairman  of  the 
Council  of  Developing  Medical  Schools  at  the  Annual 
Meeting  of  the  American  Association  of  Medical  Colleges. 

During  its  fall  meeting,  the  American  Academy  of 
Family  Physicians  conferred  Fellowship  in  the  Academy 
on  the  following  Ohioans: 

JESS  S.  BELZA,  M.D.,  Wellington; 

FORREST  W.  CALICO,  M.D.,  L.  TERRY  CHAP- 
PELL, M.D.,  Bluffton;  CHARLES  F.  CLARK,  M.D., 
Lancaster;  FRANK  COSIANO,  M.D.,  Findlay; 

GASTO  DeCARLO,  M.D.,  Akron;  NICOLA  De- 
PALMA,  M.D.,  Cleveland:  LOWELL  R.  DIGHTMAN, 

M. D.;  LESLIE  J.  DOMINI,  M.D.,  Perrysburg. 

IBRAHIM  N.  EREN,  M.D  .,  Lorain ; 

RICHARD  A.  FALLS,  M.D.,  Xenia;  RICHARD 
L.  FAWCETT,  M.D.,  Salem;  JAMES  F.  FILAN,  M.D.; 

NICHOLAS  GARRITANO,  M.D  .,  Youngstown; 

LOUIS  HAITT,  M.D.,  Lorain:  ROY  E.  HARVEY, 
III,  M.D.,  Bellevue:  JESSE  L.  HEISE,  M.D.,  Arcanum; 

CARL  J.  LEHWALD,  M.D.,  Salem;  HARRY  K. 
LYNNE,  M.D.,  Jefferson; 

W.  DENNEY  ROBERTSON,  M.D.,  Medina; 

DONALD  J.  SCHWIETERMAN,  M.D.,  Maria 
Stein:  WILLIAM  B.  SELNICK,  D.O.;  HAROLD  M. 
SILBERMAN,  M.D.,  Cincinnati;  LEONARD  K. 
SMITH,  M.D.,  Kenton:  DON  K.  SNYDER,  M.D., 

Payne ; 

RODNEY  M.  THOMPSON,  M.D.,  Troy:  JOSEPH 

N.  TORI,  M.D.,  Warren; 

DONALD  R.  WENNER,  M.D.,  Bucyrus:  JOHN  J. 
WINSCH,  M.D.,  Newark;  NORMAN  T.  WOLF,  MX)., 
Oberlin. 

A.  JAN  BERLIN,  M.D.,  Cleveland,  has  been  elected 
Secretary  of  the  American  Society  of  Ophthalmic  Plastic 
and  Reconstructive  Surgery.  In  addition,  she  has  been 
named  program  chairman  of  the  American  Society  of 
Ocularists  and  was  reelected  to  the  Committee  of  Oph- 
thalmic Plastic  Surgery  of  the  Academy  of  Ophthal- 
mology. Dr.  Berlin  is  a member  of  the  medical  staff  of 
the  Cleveland  Clinic  Foundation. 

RICHARD  D.  BURK,  M.D.,  Dayton,  has  been  ap- 
pointed to  a three-year  term  as  a representative  to  the 
Commission  on  Accreditation  of  Rehabilitation  Facilities. 


Dr.  Burk  is  Professor  and  Chairman  of  the  Department  of 
Physician  Medicine  and  Rehabilitation  at  Wright  State 
University  School  of  Medicine. 

Recently,  the  American  College  of  Chest  Physicians 
conferred  Fellowship  on  160  physicians  during  ceremonies 
held  at  the  Annual  Scientific  Assembly  of  the  College. 
The  following  Ohioans  were  included  in  this  group: 

DONALD  G.  BURNS,  M.D.,  Dayton;  WILLIAM  M. 
CHINN,  M.D.,  Worthington ; GERALD  M.  FLEMING, 
M.D.,  Shaker  Heights:  and  RICHARD  A.  KATZMAN, 
M.D.,  Pepper  Pike. 

C.  JEAN  COOLEY,  M.D.,  Oberlin.  was  the  honoree 
at  a citywide  dinner  sponsored  by  the  Kiwanis  Club.  The 
event  was  held  prior  to  Dr.  Cooley’s  retirement. 

WILLIAM  F.  COYER,  M.D.,  has  been  appointed 
Associate  Professor  of  Pediatrics  at  Wright  State  Univer- 
sity School  of  Medicine.  In  addition,  he  will  be  Director 
of  the  Group  in  Neonatal  Medicine.  Dr.  Coyer  comes  from 
Illinois  where  he  was  codirector  of  the  Neonatal  Intensive 
Care  Unit  and  director  of  Newborn  Medicine  at  Foster 
G.  McGaw  Hospital,  Maywood,  and  assistant  professor 
of  pediatrics  and  anesthesiology  at  Loyola  University" 
Stritch  School  of  Medicine. 

FRANK  FALKNER,  M.D.,  Yellow  Springs,  is  coedi- 
tor of  Human  Growth,  a three-volume  set  published  by 
Plenum  Publishing  Corporation,  New  York.  The  indi- 
vidual titles  include  “Principles  and  Prenatal  Growth,” 
“Postnatal  Growth,”  and  “Neurobiology  and  Nutrition.” 
Dr.  Falkner  is  Fels  Professor  of  Pediatrics  at  Wright  State 
LTniversity  School  of  Medicine.  Beginning  this  summer,  he 
will  head  the  Maternal  and  Child  Health  Division  of  the 
University  of  Michigan’s  School  of  Public  Health. 

HERBERT  C.  FLESSA,  M.D.,  Clifton,  has  been 
named  Acting  Director  of  the  Department  of  Internal 
Medicine  at  the  University  of  Cincinnati  College  of 
Medicine.  He  will  direct  the  department  until  June  1979 
when  MARTIN  GOLDBERG,  M.D.,  will  assume  the 
duties.  Currently,  Dr.  Goldberg  is  Professor  of  Medicine 
at  the  University  of  Pennsylvania  School  of  Medicine 
and  Chief  of  the  Renal-Electrolyte  Section  at  University 
of  Pennsylvania  Hospital. 

Dr.  Flessa  joined  the  faculty  of  the  College  of 
Medicine  in  1964  and  has  served  in  varying  capacities 
including  director  of  the  Medical  Intensive  Care  Unit 
and  director  of  Outpatient  Services.  He  was  made  a 
professor  of  medicine  in  1973. 
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WILLIAM  J.  FLYNN,  M.D.,  Youngstown,  has  been 
honored  by  the  American  Cancer  Society,  Mahoning 
County  Unit,  on  the  eve  of  his  retirement.  Dr.  Flynn  is 
the  Director  of  Head  and  Neck  Service  at  the  Youngstown 
Hospital  Association.  During  the  32  years  since  he  came 
to  the  YFIA  as  a surgical  resident,  he  has  used  research 
and  surgery  to  combat  cancer. 

GERALD  GOLDING,  M.D.,  is  the  first  student  in 
the  only  civilian  aerospace  medicine  residency  program  in 
the  United  States.  This  two-year  program  is  sponsored  by 
Wright  State  University  School  of  Medicine  in  conjunc- 
tion with  Wright-Patterson  Air  Force  Rase. 


TORRENCE  A.  MAKLEY,  JR.,  M.D.,  Columbus, 
received  the  Distinguished  Alumnus  Award  from  the 
University  of  Dayton.  Dr.  Makley  is  Professor  of  Ophthal- 
mology at  The  Ohio  State  University  College  of  Medicine. 

Dr.  A.  Seth  Greenwald  and  MARY  BLAIR  MA- 
TEJCZYK,  M.D.,  have  been  awarded  the  1978  Scientific 
Prize  from  the  Societe  Internationale  de  Chirurgie  Ortho- 
paedic et  de  Tramatologie.  Awarded  for  excellence  and 
contribution  on  a topic  related  to  orthopedics,  the  prize 
was  bestowed  for  the  doctors’  work  on  the  topic  “Weight- 
Bearing  Surfaces  of  the  Human  Ankle  Joint.”  Dr.  Matej- 
czyk  is  a resident  in  the  Department  of  Orthopedic  Sur- 
gery at  the  Cleveland  Clinic. 


BRUCE  D.  GRAHAM,  M.D.,  has  been  elected  Vice 
President  and  President-Elect  of  the  American  Academy 
of  Pediatrics  (AAP).  Prior  to  his  election,  he  served  as 
AAP  District  Y alternate  chairman  (1967-1971)  and 
chairman  (1971-1978).  In  addition,  upon  his  election  he 
relinquished  his  positions  as  chairman  of  the  Finance 
Committee  and  the  Committee  on  Operations.  Dr. 
Graham  is  Professor  of  Pediatrics  at  The  Ohio  State 
University  College  of  Medicine,  where  he  has  been  chair- 
man of  the  Department  and  director  of  the  Clinical  Divi- 
sion, Pediatrics.  Currently,  he  is  Director  of  Ambulatory 
Services  at  Children's  Hospital.  Columbus. 

FRONCIE  A.  GUTMAN,  M.D.,  Cleveland,  is  one 
of  five  national  members  of  the  Administrative  Council 
of  Ophthalmology  of  the  American  College  of  Surgeons. 
Dr.  Gutman  is  head  of  the  Department  of  Ophthalmology 
at  the  Cleveland  Clinic  Foundation. 

Currently,  Huron  Road  Hospital  is  engaged  in  the 
15th  year  of  its  Medical  Lecture  Program  for  High 
Schools.  This  year,  the  Hospital  welcomed  two  additional 
schools  to  the  program  which  features  such  topics  as 
orthopedics,  radiology,  inhalation  therapy,  and  neuro- 
surgery. Chaired  by'  LAWRENCE  T.  HADBAVNY, 
M.D.,  Cleveland,  the  eight-month  series  continues  to  be 
the  only  hospital  offering  such  a learning  experience  in 
the  Greater  Cleveland  area. 


CARL  JELENKO  III,  M.D.,  has  been  recognized 
for  his  service  as  Civilian  Consultant  in  Surgery  to  the 
United  States  Army  Flealth  Services  Command,  Novem- 
ber 1972  to  September  1978.  Dr.  Jelenko  is  Professor  of 
Community  Medicine  at  Wright  State  University  School 
of  Medicine. 


F.  LAMONT  JENNINGS,  JR.,  M.D.,  Centerville, 
has  been  reelected  to  a second  three-year  term  on  the 
Board  of  Governors  of  the  College  of  American  Patholo- 
gists. In  addition,  he  was  appointed  to  a one-year  term 
as  the  Commissioner  for  Education  of  the  College.  Dr. 
Jennings  is  Professor  and  Chairman  of  the  Department  of 
Pathology  at  Wright  State  University  School  of  Medicine. 


ALBERT  N.  MAY,  M.D.,  Marion,  continues  as 
Director  of  the  Central  Ohio  Early  Periodic  Screening, 
Diagnosis  and  Treatment  Program  (EPSDT).  All  chil- 
dren under  21  years  of  age  who  are  eligible  for  state  Medi- 
caid are  eligible  for  the  EPSDT  program.  In  Ohio,  this 
means  460,000  children  could  receive  medical  care 
through  the  State  program.  Since  the  program  began  in 
central  Ohio  four  years  ago.  3,616  children  have  received 
care. 


PAUL  S.  METZGER,  M.D.,  Columbus,  has  been 
elected  to  serve  as  the  representative  from  the  Association 
of  Life  Insurance  Medical  Directors  of  America  to  the 
Council  on  Consumer  and  Professional  Relations  of  the 
Health  Insurance  Association  of  America.  In  addition, 
he  was  elected  the  alternate  representative  to  the  Inter- 
specialtv  Advisory  Board  of  the  American  Medical  Asso- 
ciation. Dr.  Metzger  is  Vice  President  of  Health  and 
Medical  Director  of  Nationwide  Life. 


JAMES  M.  ORR,  M.D.,  Gallipolis,  has  been  elected 
Secretary- Treasurer  of  the  American  Group  Practice 
Association.  Chairman  of  the  Department  of  Pediatrics 
of  the  Holzer  Medical  Center  Clinic,  Dr.  Orr  previous- 
ly served  as  vice  chairman  of  the  Credentials  Committee 
and  is  a past  president  of  the  Northeastern  Region  of 
the  Association.  In  addition,  he  has  been  a member  of 
the  Board  of  Trustees  since  1975  and  served  as  trustee 
liaison  to  the  Credentials  Committee. 

(Colleagues  continued  on  next  page) 
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Colleagues  ( continued ) 

PAUL  F.  ORR,  M.D.,  Perrysburg,  was  honored  at  a 
testimonial  dinner  by  the  Toledo  and  Lucas  County 
Chapter  of  the  American  Association  of  Medical  Assis- 
tants. This  dinner  was  given  on  the  occasion  of  Dr.  Orr’s 
retirement  from  medical  practice.  In  1957.  Dr.  Orr  was 
instrumental  in  the  founding  of  the  Ohio  State  Chapter 
of  the  American  Association  of  Medical  Assistants  and 
was  named  state  and  national  advisor.  In  addition  to 
this  honor.  Dr.  Orr  recently  was  elected  a Meritorious 
Fellow  of  the  Academy  of  Medicine  of  Toledo  and 
Lucas  County.  This  is  the  first  time  that  this  honor  has 
been  conferred  on  a nonresident. 

RAJENDRABHAI  A.  PATEL,  M.D.,  Xenia,  has 
been  certified  as  a Diplomate  of  the  Board  of  Pulmonary 
Disease.  He  is  Assistant  Clinical  Professor  of  Medicine  at 
Wright  State  University  School  of  Medicine. 

CHARLES  B.  PAYNE,  M.D.,  Dayton,  has  been 
appointed  Professor  in  the  Department  of  Medicine, 
Wright  State  University  School  of  Medicine.  Dr.  Payne 
comes  to  this  position  from  Cleveland  where  he  was 
Assistant  Professor,  Case  Western  Reserve  University 
School  of  Medicine,  and  Assistant  Chief  of  the  Pulmonary 
Section,  Cleveland  Veterans  Administration  Hospital.  A 
Fellow  of  the  American  College  of  Chest  Physicians,  he  is 
a member  of  numerous  organizations  including  the  Amer- 
ican Federation  for  Clinical  Research  and  the  American 
Thoracic  Society. 

PETE  N.  POOLOS,  JR.,  M.D.,  Cleveland,  has  been 
promoted  to  Assistant  Clinical  Professor  of  Neurosurgery 
at  Case  Western  Reserve  University  School  of  Medicine. 
Dr.  Poolos  is  affiliated  with  Fairview  General,  St.  John’s, 
and  St.  Alexis  Hospitals  and  is  a visitant  in  neurosurgery 
at  Cleveland  Metropolitan  General  Plospital. 

FREDERICK  C.  ROBBINS,  M.D.,  Cleveland,  has 
been  elected  to  a three-year  term  on  the  governing  Coun- 
cil of  the  Institute  of  Medicine.  He  has  been  a member  of 
this  organization,  the  health  branch  of  the  National  Acad- 
emy of  Sciences,  since  1973.  As  a member  of  the  Council, 
he  will  oversee  the  analysis  and  study  of  health  policy 
issues  affecting  the  American  people.  Dr.  Robbins  is 
Dean  of  the  Case  Western  Reserve  University  School  of 
Medicine.  In  1954,  he  shared  the  Nobel  Prize  in  Physiol- 
ogy and  Medicine  for  developing  the  methods  of  tissue 
culture  which  permitted  the  development  of  vaccines 
against  viruses,  including  the  poliomyelitis  virus. 

ALEX  F.  ROCHE,  M.D.,  Ph.D.,  D.Sc.,  recently  was 
elected  to  Fellowship  in  the  Royal  Australian  College  of 
Physicians.  Dr.  Roche  is  Fels  Professor  of  Pediatrics  at 
Wright  State  University  School  of  Medicine. 


EUGENE  L.  SAENGER,  M.D  .,  Cincinnati,  was 
honored  by  the  University  of  Cincinnati  when  the  radio- 
isotope laboratory  at  the  Medical  Center  was  named  for 
him.  He  is  director  of  the  laboratory  and,  additionally,  is 
Professor  and  Vice  Chairman  of  the  Department  of 
Radiology  at  the  University  of  Cincinnati  College  of 
Medicine.  Dr.  Saenger  has  served  as  a consultant  for  such 
organizations  as  the  Atomic  Energy  Commission,  Depart- 
ment of  Defense,  National  Institutes  of  Health,  and  Nu- 
clear Regulatory  Commission. 

The  University  of  Cincinnati  has  received  a one 
million  dollar  gift  from  the  Fred  Lazarus,  Jr.  Founda- 
tion and  Federated  Department  Stores,  Inc.  Given  in 
honor  of  the  late  Mr.  Lazarus,  a founder  of  Federated 
Department  Stores  and  long-time  Cincinnati  civic  lead- 
er, a major  portion  of  the  gift  will  provide  endowment 
for  the  new  Fred  Lazarus,  Jr.  Professorship  of  Family 
Medicine.  ROBERT  SMITII,  M.D.,  Cincinnati,  Profes- 
sor and  Director  of  the  Department  of  Family  Medicine, 
will  be  the  first  faculty  member  honored  with  that  title. 

Another  portion  of  the  endowment  will  establish 
a primary  care  nursing  program  to  be  developed  jointly 
by  the  Department  of  Family  Medicine  and  the  Univer- 
sity ol  Cincinnati  College  of  Nursing  and  Health. 

OTTO  S.  STEINREICH,  M.D.,  Ak  ron,  has  been 
appointed  Associate  Dean  of  Clinical  Sciences  at  North- 
eastern Ohio  Universities  College  of  Medicine.  In  this 
position,  he  will  coordinate  the  teaching  of  medical 
students  who  will  participate  in  clinical  instruction  at 
St.  Thomas  Hospital  Medical  Center.  Dr.  Steinreich  is 
Director  of  Medical  Education  at  the  Medical  Center  and 
has  been  involved  in  the  education  of  interns,  residents, 
and  nurses  there  for  the  past  37  years. 

DONALD  M.  THALER,  M.D.,  Gallipolis,  has  been 
elected  Chairman  of  the  Medical  Advisory  Committee  of 
Blue  Cross  of  Central  Ohio.  President  of  the  Gallia 
County  Medical  Society,  Dr.  Thaler  is  an  orthopedic, 
surgeon  on  the  staff  of  Holzer  Medical  Center.  He  is 
chairman  of  the  Southeast  Ohio  Section  of  the  Committee 
on  Trauma  of  the  American  College  of  Surgeons,  a dele- 
gate to  the  American  Academy  of  Medical  Directors,  and 
a member  of  the  Joint  Advisory  Committee  on  Sports 
Medicine  of  the  OSMA. 

RICHARD  H.  WALLACE,  M.D.,  Columbus,  has 
been  honored  by  St.  Anthony  Plospital,  Columbus.  The 
Hospital’s  auditorium  was  named  for  him. 

ROBERT  J.  WHITE,  M.D.,  Ph.D.,  Cleveland,  has 
been  appointed  by  the  American  College  of  Surgeons  to  a 
task  force  that  will  update  the  study  “Optimal  Hospital 
Resources  for  Care  of  the  Seriously  Injured.”  This  docu- 
ment has  been  instrumental  in  influencing  categorization 
of  hospitals  for  the  care  of  the  injured.  Dr.  White  is 
President  of  the  Academy  of  Medicine  of  Cleveland. 
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Reminder — Pay  Your  OSMA  Dues 

Physicians  who  were  members  of  the  Ohio  State 
Medical  Association  in  1978  are  reminded  that  dues  for 
1979  are  payable  now.  Names  of  all  individuals  who 
have  not  paid  their  1979  dues  by  mid-March  will  be 
removed  from  the  mailing  list  of  The  Journal  and  other 
OSMA  publications. 

To  all  1979  OSMA  members — THANK  YOU  for 
your  support.  Early  payment  of  dues  is  most  important 
for  continuation  of  OSMA  programs  and  services.  The 
entire  staff  of  the  Ohio  State  Medical  Association  looks 
forward  to  serving  you. 

Entry  Deadline  Approaching  for 
Journal  Photographic  Exhibit 

The  1979  Ohio  State  Medical  Journal  Photographic 
Exhibit  will  be  judged  and  displayed  at  the  OSMA  An- 
nual Meeting,  May  11-16.  Physicians  and  their  spouses 
are  invited  to  submit  black-and-white  and/or  four-color 
photographs.  Each  of  these  divisions  will  be  judged  in 
two  categories:  general  and  scientific,  and  consideration 
will  be  given  to  self-processing. 

The  deadline  for  entry  submission  is  March  30, 
1979.  An  entry  form  appears  on  the  next  page  of  this 
issue. 

Chairman  of  this  year’s  exhibit  is  George  W.  Way- 
lonis,  M.D.,  Columbus,  winner  of  two  awards  in  last 
year’s  competition.  Other  committee  members  are  Oscar 
W.  Clarke,  M.D.,  Gallipolis;  Kathryn  P.  Clausen,  M.D., 
Columbus;  Harry  K.  Hines,  M.D.,  Cincinnati;  Richard 
L.  Meiling,  M.D.,  Columbus;  D.  Brent  Mulgrew,  J.D., 
Columbus;  and  Ronald  A.  Naille,  M.D.,  Columbus. 

Questions  regarding  the  exhibit  should  be  directed 
to  The  Journal  Office,  600  S.  High  St.,  Columbus  43215, 
telephone:  614/228-6971.  Winning  entries  will  be  pub- 
lished in  The  Journal. 

Public  Hearing  and  Review 
of  Drug  Propoxyphene 

The  Eli  Lilly  and  Company  has  commended  as 
proper  and  responsible  the  decision  by  Secretary  of 
Health,  Education,  and  Welfare  Joseph  Califano  denying 
a Health  Research  Group  petition  to  remove  propoxy- 
phene from  the  market.  Lilly  discovered  and  manufac- 
tures propoxyphene  products  under  the  tradename 
Darvon®. 

Secretary  Califano  announced  that  current  evidence 
does  not  warrant  the  removal  of  propoxyphene  from  the 
market  on  the  basis  sought  by  the  Health  Research  Group. 


He  outlined  several  procedures  for  directing  the  atten- 
tion of  physicians  and  patients  to  the  warnings  against 
use  of  propoxyphene  with  alcohol  and  other  central 
nervous  system  drugs.  He  also  called  for  an  April  6 
public  hearing  and  for  HEW’s  scheduling  review  to  be 
completed  by  June  1. 

Nearly  three  years  ago,  Lilly  issued  additional  warn- 
ings to  physicians  and  revised  its  package  literature 
regarding  the  effects  of  using  propoxyphene  with  alcohol 
and  central  nervous  system  drugs.  Subsequently,  the  Food 
and  Drug  Administration  has  ordered  all  manufacturers 
of  propoxyphene  to  include  revised  warnings  in  their 
package  literature. 

According  to  the  Lilly  Company,  during  the  past  21 
years  it  has  not  received  any  report  of  death  or  serious 
injury  associated  with  use  of  propoxyphene  in  accord- 
ance with  labeling.  The  Company  also  noted  that  find- 
ings of  numerous  medical  authorities,  including  some 
who  testified  before  the  recent  hearings  in  Washington, 
D.C.,  confirm  that  propoxyphene-related  deaths  are  due 
to  abuse  and  misuse,  most  frequently  with  suicidal  intent. 

The  Eli  Lilly  and  Company  has  indicated  its  deep 
concern  about  the  misuse  of  any  of  its  products  and  its 
desire  to  work  with  the  government  and  the  medical 
profession  during  the  review  of  propoxyphene. 

Physicians  Hold  Down 
Fee  Increases  in  1978 

Physicians  in  the  United  States  have  succeeded  in 
their  effort  to  hold  down  the  rate  of  increase  in  their 
fees.  According  to  data  released  by  the  U.S.  Bureau 
of  Labor  Statistics,'  the  all-items  component  of  the 
Consumer  Price  Index  rose  8.6%  during  the  period 
December  1977  through  December  1978.  In  this  same 
period,  medical  care  rose  8.5%,  and  physicians’  fees  rose 
only  7.8%.  In  addition,  hospital  cost  increases  were  less 
in  1978  than  in  recent  previous  years. 

HEW  Proposes  Change  in  Payment 
for  Chiropractic  Services 

Among  proposals  to  reform  Medicare  and  Medi- 
caid, the  Department  of  Health,  Education,  and  Welfare 
will  recommend  legislation  to  eliminate  Medicare  and 
Medicaid  payments  for  chiropractic  services.  According 
to  American  Medical  News,  the  Department  stated:  “In 
the  absence  of  scientific  evidence  that  chiropractic  ser- 
vices either  improve  or  maintain  health  status,  HEW 
believes  that  chiropractors  should  be  removed  from  the 
list  of  eligible  providers.” 

(National  News  continued  on  page  160) 
(Local  News  continued  on  page  166) 
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/ Announcing  me  . . . 

1979  Ohio  State  Medical  Journal  Photographic  Exhibit 

The  Ohio  State  Medical  Journal  is  sponsoring  its  second  juried-and- judged  photographic  ex- 
hibit. Unlike  the  1978  exhibit,  the  1979  Ohio  State  Medical  Journal  Photographic  Exhibit  is  open 
to  physicians  and  their  spouses.  Those  persons  submitting  winning  entries  will  receive  awards  at  the 
1979  OSMA  Annual  Meeting,  Columbus,  where  the  entries  will  be  displayed.  Subsequently,  win- 
ning entries  may  be  published  in  The  Journal. 

Photographs  may  be  entered  in  two  divisions:  (1)  BLACK  AND  WHITE  and  (2)  COLOR. 
Each  division  has  two  categories:  (1)  GENERAL  and  (2)  SCIENTIFIC. 

Entries  must  be  in  print  form  (8"  x 10"  or  11"  x 14"  in  size)  and  should  be  mounted  on  print 
board  or  otherwise  submitted  for  ease  of  display  on  a peg  board.  Photographs  must  be  previously 
unpublished,  and  right  to  publish  the  photograph  must  be  given  to  The  Journal  at  the  time  the 
photograph  is  entered  in  the  exhibit. 

The  Lima  Art  Association  has  requested  a winter  date  to  display  the  1979  Journal  Photo- 
graphic Exhibit,  so  entries  will  be  retained  through  that  time  unless  the  entrant  requests  prior  re- 
turn of  his/her  photograph  on  the  entry  form. 

An  OSMA  member  or  spouse  may  submit  as  many  entries  as  he/she  wishes.  Each  entry  must 
be  accompanied  by  an  entry  form  and  a $5  entry  fee.  Entries  should  be  mailed  or  hand  carried  to 
The  Journal  Office. 

All  entries  must  be  received  by  The  Journal  Office  no  later  than  March  30,  1979. 


1979  THE  OHIO  STATE  MEDICAL  JOURNAL  PHOTOGRAPHIC  EXHIBIT 

ENTRY  FORM 

NAME , IF  NONMEMBER,  SPOUSE'S  NAME 

STREET . 

CITY . STATE ZIP  CODE COUNTY __ 

DIVISION:  Black  and  White Color 

CATEGORY:  General , . Scientific 

PROCESSING  & PRINTING:  Professional  Self 

ii  • 

INFORMATION  ABOUT  PHOTOGRAPH  (provide  as  much  as  possible): 

' 

I 

Camera Lens Aperture 

Speed Film  Type 

Subject Date Time  of  Day 

- 

Title  of  Photograph 

I GIVE  THE  JOURNAL  PUBLICATION  RIGHTS  TO  THIS  PHOTOGRAPH.  I CERTIFY  THAT  THIS  PHOTOGRAPH 
HAS  NOT  BEEN  PUBLISHED  PREVIOUSLY  AND  THAT  I WILL  NOT  SUBMIT  IT  FOR  PUBLICATION  ELSEWHERE 
PENDING  THE  JUDGING  OF  THE  PHOTOGRAPHIC  EXHIBIT.  ALSO,  I CERTIFY  THAT  ANY  PERSON(S)  PIC- 
TURED HAVE  GIVEN  ME  AUTHORIZATION  TO  ALLOW  PUBLICATION  OF  HIS/HER  PHOTOGRAPH. 

■ 

— .. . ( S i g n ) 

My  photograph  may  be  retained  for  post-Annual  Meeting  display.  Q Yes  EH  no 

Mail  or  hand  carry  the  photograph,  entry  form,  and  $5  entry  fee  (make  checks  payable  to  The  Ohio  State  Medical 
Journal)  to:  The  Ohio  State  Medical  Journal  Photographic  Exhibit,  600  South  High  Street,  Columbus,  Ohio  43215. 

All  entries  must  be  received  no  later  than  March  30,  1979. 

Please  be  sure  the  photograph  is  securely  wrapped  to  avoid  bending. 

(This  Form  May  Be  Duplicated! 
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Migraine  Headaches  in  Children 

George  W.  Paulson,  M.D. 


Childhood  migraine  is  one  variant  of  vascular  headaches 
which  may  have  a favorable  prognosis  and,  frequently, 
the  headaches  disappear  as  the  patient  matures.  Never- 
theless, childhood  migraine  can  be  troublesome  diag- 
nostically with  confusion  regarding  possible  seizures 
and  with  concern  as  to  psychologic  causes  for  the  pain. 
Most  patients  with  migraine  are  psychologically  stable 
but  are  intense;  many  have  a positive  family  history  of 
both  headaches  and  of  "sensitivity."  This  report  reviews 
66  children  who  had  migraine  and  who  were  seen  be- 
tween 1974  and  1976.  Forty-seven  of  the  66  had  gastro- 
intestinal distress,  and  27  had  light  or  sound  intolerance 
with  pain.  Simple  analgesics  usually  are  sufficient  for 
management,  but  prophylactic  use  of  buffered  aspirin 
may  serve  to  abort  the  discomfort  in  some  patients. 


/CHILDHOOD  MIGRAINE  is  well  accepted  as  a 
'^troublesome  diagnostic  and  therapeutic  problem.12 
It  is  “troublesome”  because  meticulous  parents  and  con- 
cerned physicians  may  be  reluctant  to  accept  a diagnosis 
of  childhood  migraine,  or  they  may  be  keenly  aware  of 
the  possibility  of  headaches,  due  to  an  arteriovenous 
malformation  or  a tumor.  Additional  diagnostic  concern 
arises  when  the  result  of  an  electroencephalogram  (EEG) 
is  reported  to  be  abnormal,  as  so  often  happens  in  child- 
hood. Results  of  EEGs  are  more  frequently  abnormal  in 
children  with  migraine  attacks  than  in  children  with 
no  headaches,  but  a mildly  abnormal  EEG  report  in  a 
migrainous  person  usually  is  of  no  clinical  relevance, 
except  when  a “bad  report”  heightens  anxiety.  Diagnostic 
questions  also  arise  regarding  psychologic  factors  since 
many  children  with  migraine  are  extremely  alert,  sensi- 
tive, and  may  be  very  active. 

Therapeutic  considerations  in  childhood  migraine 
are  as  numerous  and  as  puzzling  as  diagnostic  possibilities. 
Ergotamine  is  a standard  therapeutic  drug  in  adults, 
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but  there  is  a natural  reluctance  to  use  ergot  preparations 
in  childhood  because  of  the  intense  vasomotor  response 
of  many  individuals  to  these  agents.  Often  there  also 
is  a desire  to  avoid  prolonged  use  of  tranquilizers  in 
children  since  the  child  faces  a lifetime  of  adjusting  to 
his  personality,  and  excessive  use  of  tranquilization  may 
prevent  development  of  internal  controls.  Furthermore, 
major  side-effects  from  psychotrophic  agents,  do.  occur  in 
children  as  well  as  in  adults.3  Additionally,  by  the  time 
the  physician  sees  the  child,  the  pain  usually  has  totally 
subsided  and  active  therapy  is  no  longer  required.  At 
such  times  of  comfort  and  following  a normal  neurolog- 
ical examination,  both  parents  and  child  may  tend  to 
understate  the  intensity  of  the  discomfort,  at  least  until 
the  headache  recurs.  Furthermore,  the  physician  may  be 
reluctant  to  initiate  active  therapy  since  the  child  with 
migraine  has  a reasonable  chance  of  total  clearing  of 
the  disorder  as  maturation  proceeds. 

This  is  a report  of  66  children  with  migraine  head- 
aches, a summary  of  major  symptoms,  and  review  of  one 
therapeutic  regimen  that  has  been  tried. 

Cases 

A total  of  66  migrainous  children  were  seen  in  1974, 
1975,  and  1976  in  a private  neurology  office.  Childhood 
was  defined  as  any  age  before  or  within  the  teenage 
years;  and  the  age  of  onset  of  the  pain  in  this  group 
ranged  from  1 year  to  17  years,  average  age  8 years.  The 
diagnosis  of  migraine  was  made  in  the  conventional  fash- 
ion; severe,  incapacitating,  and  recurrent  vascular  head- 
aches were  the  minimum  criteria.  Most  of  the  cases  also 
had  occasional  tension  headaches;  and  a mixture  of  ten- 
sion and  vascular  headaches  could  be  present  which  can 
be  difficult  to  separate  from  the  more  typical  migraine. 
Forty-seven  of  the  66  patients  usually  had  major  gastro- 
intestinal distress  associated  writh  the  headaches,  most 
often  nausea  and  vomiting  but  diarrhea  predominated 
occasionally.  Twenty-seven  of  the  children  complained 
of  photophobia  or  phonophobia,  and  commonly  both 
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were  present  during  the  pain.  It  is  likely  that  others  were 
moderately  intolerant  of  light  during  the  headache  and 
most  preferred  to  lie  alone  in  a quiet  room.  Only  14  of 
the  patients  had  scotomata.  A definite  family  history  of 
migraine  was  obtained  for  38  children;  frequent  “tension” 
headaches  were  noted  in  several  others.  All  patients  had 
a neurologic  evaluation,  many  had  encephalographs,  and 
12  were  known  to  have  had  brain  scans,  computerized 
axial  tomography  (CAT)  scans,  or  other  contrast  studies. 
All  of  these  patients  were  seen  on  referral  from  another 
physician,  usually  from  the  family  physician  or  from  a 
pediatrician,  but  long-term  follow-up  was  limited  since 
none  of  the  patients  was  followed  as  a routine.  Medica- 
tion tried  for  at  least  some  of  these  children  included 
ergot  preparations,  various  analgesics,  propranolol  (In- 
deral®),  phenytoin  (Dilantin®),  cyproheptadine  hydro- 
chloride (Periactin®) , isometheptene  mucate  (Midrin®), 
phenothiazines,  and  numerous  minor  sedatives.  Individual 
patients  also  had  used  biofeedback,  idiosyncratic  dietary 
regimens,  injections  for  allergies,  vigorous  exercise,  or 
other  nonspecific  measures  in  an  effort  to  prevent  or 
ameliorate  their  headaches.  Sixteen  patients  were  given 
(not  in  a double-blind  fashion)  three  months  of  trial 
with  buffered  aspirin  plus  one-half  tablet  of  dextroam- 
phetamine sulfate  (Dexedrine®) , 2.5  mg,  twice  a day. 
Some  discontinued  the  dextroamphetamine  sulfate  (Dex- 
edrine) over  the  weekends,  but  they  were  urged  to  con- 
tinue the  regimen  for  at  least  two  months.  Prior  to  the 
institution  of  this  regimen,  headaches  usually  were  as 
frequent  as  every  one  to  two  weeks,  and  when  infrequent 
headaches  were  noted,  only  routine  analgesics  were  pre- 
scribed. 

Discussion 

Childhood  migraine  is  similar  to  the  pattern  in 
adults,  but  headaches  in  children  are  even  more  inclined 
to  be  unpredictable,  explosive,  and  extremely  severe. 
Children  with  migraine  may  have  visual  symptomatology, 
most  frequently  consisting  of  a blurring  of  vision  but  at 
times  characterized  by  bright  colors  or  scintilating  sco- 
tomata. Numbness  and  other  paresthesias  seem  less  likely 
than  visual  symptoms.  There  is  a subgroup  of  children 
with  migraine  who  have  severe,  periodic  nausea  and 
vomiting,  as  well  as  the  headaches;  some  of  these  may 
be  similar  to  what  has  been  called  “recurrent  syndrome.”4 
This  syndrome  consists  of  periodic  gastrointestinal  and 
headache  problems  noted  together,  or  respectively  though 
independently;  there  is  an  increased  incidence  of  abnor- 
mal electroencephalograms  in  this  group. 

There  is  some  evidence  of  an  increased  incidence  of 
migraine  with  various  types  of  weather  or  in  certain 
seasons.5  At  least  six  of  these  patients  had  been  treated 
for  allergies,  but  allergies  apparently  were  not  the  sole 
cause  of  their  headaches.  Assessment  of  migraine  in  child- 
hood often  is  compounded  by  the  effect  of  vacations  or 
changes  in  routine.  Contrary  to  the  history  in  adults, 
there  was  little  evidence  that  particular  foods  play  a 
role  in  headaches  in  this  group  of  children,  but  several 
children  did  have  pain  triggered  by  missing  a meal. 


It  is  known  that  some  migrainous  individuals  do  respond 
adversely  to  tyramines  or  other  chemicals  found  in  choco- 
lates and  cheeses.6  Hypoglycemia  has  triggered  migraine 
attacks  in  some  individuals. 

The  role  of  psychic  factors  is  a controversial  matter 
in  the  literature,  and  informal  observation  of  this  group 
of  children  adds  no  new  data.  Many  — indeed  most  — 
of  the  children  appear  bright  and  alert;  they  often  are 
sharp-featured,  quick-moving,  and  sensitive.  There  are 
no  obvious  data  in  this  group  of  middle-  or  upper-class 
children  that  suggest  major  psychiatric  problems  in  them, 
and  there  were  no  unusually  significant  difficulties  in 
their  families.  Indeed,  the  stability  of  some  of  the  fam- 
ilies was  very  apparent.  If  there  was  a psychic  feature, 
the  children  appeared  unusually  vulnerable  to  shifts  or 
changes  in  their  environment.  Times  of  obvious  stress  (a 
new  and  punitive  teacher,  for  example)  may  be  associated 
with  a deterioration  in  the  overall  state  and  increased 
incidence  of  headaches.  Major  emotional  problems  are 
not  common  in  this  group  of  children. 

Laboratory  Studies 

An  extensive  laboratory  study  is  not  necessary  for  the 
sporadic  or  typical  migraine  attacks.  Unilateral,  very 
frequent,  or  steady  headaches  often  will  require  addi- 
tional evaluation.  X-ray  films  of  the  skull  may  be  re- 
quired, but  CAT  and  brain  scans  could  be  reserved  for 
the  unusual  or  atypical  headache  in  which  there  is 
suspicion  of  a neoplasm.  Results  of  EEGs  can  be  of  in- 
terest; but  they  can  be  abnormal  in  as  high  as  25%  of 
migrainous  individuals  although  abnormal  in  only  5% 
of  the  normal  population.7 

Treatment 

For  most  patients,  verbal  assurance  and  simple 
analgesics  are  all  that  is  required,  but  at  times  diagnostic 
tests  serve  as  useful,  additional  reassurance.  For  some 
children,  antiemetics  such  as  trimethobenzamide  hydro- 
chloride (Tigan®)  or  prochlorperazine  (Compazine®)  are 
desirable  and  in  others,  induction  of  sleep  is  the  best 
answer.  A few  children  are  helped  by  ergot  preparations, 
but  the  intensity  of  side  reactions  limits  their  usefulness. 
Propranolol  (Inderal)  can  be  dramatically  helpful  as  a 
preventative  for  migraine,  but  it  usually  has  an  effect 
for  only  a few  months.  Amitriptyline  hydrochloride 
(Elavil)  has  been  helpful  in  a few  older  children. 

Recently,  we  have  tried  a combination  of  medica- 
tions similar  to  one  no  longer  available  (Edrisal®)  ; in 
our  cases,  it  was  given  as  one-half  tablet  of  dextroam- 
phetamine sulfate  (Dexedrine)  plus  one  buffered  aspirin, 
twice  a day.  The  aspirin  may  be  helpful  for  an  effect 
on  prostaglandins  or  on  serotonin  derivatives,  both  of 
which  compounds  have  been  studied  as  etiologic  factors 
in  migraine.  It  has  been  known  for  years  that  medicine, 
either  aspirin  or  ergot,  is  most  effective  if  taken  early 
in  the  course  of  the  symptomatology.  It  is  possible  that 
the  aspirin  alone  helps  block  headache  through  relieving 
subclinical  ones.  What  is  less  certain  is  how  there  appar- 
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ently  can  be  long-lasting  relief  after  two  or  three  months 
of  prophylaxis.  One  possibility  is  that  there  is  no  real 
effect  — either  the  patients  improved  spontaneously  or 
just  stopped  complaining.  Marked  basic  fluctuation  of 
the  disease  may  account  for  the  appearance  of  improve- 
ment. It  also  is  conceivable  that  two  or  three  months 
of  relief  can  in  turn  predispose  to  a healthier  and  more 
active  life  with  less  anxiety  or  omnious  sense  of  disability. 

Conclusion 

Migrainous  children  are  not  particularly  sick,  and 
should  not  feel  that  they  are.  Most  of  them  suffer  little 
limitation  from  the  headaches.  Minor  abnormalities 
shown  in  the  EEG,  minor  deviation  from  normal  in 
their  personality,  and  inconsequential  reflex  asymmetries 
do  not  combine  to  prove  an  alarming  diagnosis  and 
should  not  be  allowed  to  appear  as  such.  Reassurance, 
an  individualized  approach,  and  basic  follow-ups  as  need- 
ed are  all  that  will  be  required  for  most  children  with 
migraine. 

Generic  and  Trade  Name  of  Drugs 

Propranol  hydrochloride  — Inderol  (Ayerst  Laboratories) 
Phenytoin  — Dilantin  (Parke-Davis) 


Cyproheptadine  hydrochloride  — Periactin  (Merck  Sharp 
& Dohme) 

Isometheptene  mucate  — Midrin  (Carnrick  Laboratories) 
Dextroamphetamine  sulfate  — Dexedrine  (Smith  Kline  & 
French) 

Trimethobenzamide  hydrochloride  — Tigan  (Beecham  Lab- 
oratories) 

Prochlorperazine  — Compazine  (Smith  Kline  & French) 
Amitriptyline  hydrochloride  — Elavil  (Merck  Sharp  & 
Dohme) 

References 

1.  Krupp,  GR,  Friedman  AP:  Migraine  in  children  — a re- 

port of  fifty  children.  Am  ] Dis  Child.  85:146-150,  1953. 

2.  Bille  BS:  Migraine  in  school  children.  Acta  Paediat  51 

(Suppl  136)  1-151,  1962. 

3.  Paulson  GW,  Rizvi  CA,  Crane  GE:  Tardive  dyskinesia  as 

a possible  sequel  of  long-term  therapy  with  phenothiazines. 
Clin  Ped  14:953-955,  1975. 

4.  Friedman  EF : Recurrent  syndrome  in  children.  Hemicrania 

5:2-6,  1973. 

5.  Sulman  FG:  Climactic  factors  in  the  incidence  of  attacks 

of  migraine.  Hemicrania  6:2-5,  1974. 

6.  Dalton  K:  Food  intake  prior  to  migraine  attack:  Study 

of  2,313  spontaneous  attacks.  Headache  15:188-193,  1975. 

7.  Dalessio  DJ : Wolff’s  Headache  and  Other  Head  Pain  (ed 

3),  New  York,  Oxford  University  Press,  1972,  pp  319-329. 

☆☆☆ 


March , 1979  / 127 


Accept 
no  substitute 
for  your  professional 
judgment 


As  a physician,  you  have  the  right  to 
prescribe  the  drug  which  you  believe 
will  most  benefit  your  patients.  Now, 
substitution  laws  make  it  more  diffi- 
cult to  exercise  that  right.  In  many 
states,  unless  you  specifically  direct 
pharmacists  to  dispense  your  brand- 
name  prescription  as  written,  they 
may  be  required  by  law  to  substitute 
another  drug  for  your  brand-name 
prescription. 

This  means  that  the  ultimate  drug 
selection  is  no  longer  yours;  its 
source  is  left  to  the  pharmacist's  dis- 
cretion. You  will  have  forfeited  your 
right  to  prescribe  as  you  see  fit.  Pre- 
serve your  rights.  Specify  that  you  will 
accept  no  substitution. 


When  you  accept 
no  substitutes... 

• You  ensure  that  your  patient  re- 
ceives exactly  that  product  you  have 
specified  on  your  prescription 

• You  choose  the  quality  of  the  prod- 
uct dispensed  to  your  patient 

• You  can  exercise  the  right  to  select 
a product  based  upon  its  proven  thera- 
peutic performance  and  to  select  a 
manufacturer  that  stands  behind  its 
brand  name  or  generic  product 

• You  can  support  the  kinds  of  re- 
search programs  that  are  vital  to  new 
drug  discovery  and  development 

• You  can  help  sustain  important 
physician,  pharmacist  and  patient 
education  services  supported  by  in- 
novative, research-oriented  firms 


For  complete  information  on  the  drug  substitution  law  effective  in  your 
state,  please  consult  your  local  Pfizer  Representative. 


©1978.  Pfizer  Inc 
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Management  of  Vesicoureteral 
Reflux  and  Urinary  Tract 
Infection  in  Children 

Jeff  Wacksman,  M.D. 

Ronald  J.  Kallen,  M.D. 


Children  with  vesicoureteral  reflux  may  be  assigned  to 
three  major  groups.  Children  in  Group  1A  and  Group  2A 
may  be  followed  nonoperatively  as  long  as  their  urine 
remains  sterile  while  long-term,  low-dose  antimicrobial 
therapy  is  administered,  and  there  is  no  evidence  of  pye- 
lonephritic  scarring  or  differential  renal  growth.  Based 
on  current  data,  it  appears  that  patients  in  Groups  IB 
and  2B  I evidence  of  pyelonephritic  scarring  or  differ- 
ential renal  growth)  should  undergo  ureteral  reimplanta- 
tion surgery.  Group  3 patients  should  undergo  early  sur- 
gical intervention  with  reconstruction.  If  is  hoped  that 
after  adequate  prospective  studies  are  available,  cer- 
tain other  questions  related  to  sterile  reflux  and  renal 
growth  may  be  answered. 


HE  MANAGEMENT  OF  CHILDREN  with  urinary 
tract  infection  and  vesicoureteral  reflux  has  been  a 
controversial  issue  in  pediatric  urologic  practice.  Numer- 
ous publications  and  the  development  of  multiple  opera- 
tive procedures  for  the  correction  of  vesicoureteral  reflux 
attest  to  the  growing  awareness  of  this  problem.  The  pur- 
pose of  this  article  is  to  provide  the  physician  caring  for 
children  with  reflux  and  urinary  tract  infections  with  a 
plan  of  management  based  on  current  understanding  of 
reflux. 

Etiology 

Vesicoureteral  reflux  is  known  to  coexist  with  many 
conditions.  Reflux  is  associated  with  neurogenic  bladder, 
posterior  urethral  valves,  bladder  neck  obstruction,  recur- 
rent urinary  tract  infection,  prune  belly  disease,  ureteral 
duplication  with  ectopia,  and  congenital  maldevelopment 
of  the  ureterovesical  junction.  Appropriate  diagnostic 
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Foundation. 
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studies  will  help  to  define  the  exact  cause  of  reflux  so  that 
children  with  primary  or  congenital  vesicoureteral  reflux 
can  be  identified.  The  management  of  such  children  can 
be  divided  into  several  categories,  based  on  the  results  of 
the  following  studies:  (1)  intravenous  urogram;  (2)  the 
grade  of  vesicoureteral  reflux  from  a voiding  cystourethro- 
gram;  (3)  evaluation  of  the  appearance  of  the  ureteral 
orifices  at  the  time  of  cystoscopy;  and  (4)  results  of 
medical  management  with  antimicrobial  therapy. 

Intravenous  Urogram 

Most  children  with  symptomatic  urinary  tract  infec- 
tions should  undergo  intravenous  urography.  Both  kidneys 
should  be  clearly  outlined  on  the  15-minute  film  and  the 
renal  size  measured  in  centimeters  and  plotted  on  a renal 
growth  chart  (Fig.  1).  Any  discrepancy  in  the  size  should 


Fig.  1.  Chart  for  plotting  renal  growth. 
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be  noted.  Normally,  in  children,  the  length  of  the  left 
kidney  may  exceed  that  of  the  right  by  up  to  0.5  cm.  The 
presence  or  absence  of  renal  scarring  or  differential  renal 
growth  should  be  noted.  Vesicoureteral  reflux  should  be 
suspected  in  the  presence  of  linear  striations  in  the  renal 
pelvis. 

Voiding  Cystourethrogram 

A routine  voiding  cystourethrogram  should  be  done 
with  the  child  awake.  When  reflux  is  noted,  it  should  be 
graded  according  to  severity: 

Grade  1,  minimal  reflux  into  the  lower  ureter; 

Grade  2,  reflux  into  the  ureter  and  renal  collecting 
system  without  dilation; 

Grade  3,  reflux  into  the  ureter  and  kidney  with  early 
calyceal  clubbing  and  beginning  ureteral  dilation;  and 

Grade  4,  massive  vesicoureteral  reflux1  (Fig.  2) . Also, 
the  presence  or  absence  of  intrarenal  reflux  should  be 
noted. 

Cystoscopy 

Cystoscopy  should  be  done  in  most  cases  of  docu- 
mented vesicoureteral  reflux.  Every  effort  should  be  made 
to  describe  the  location,  character,  and  tunnel  length  of 
the  ureteral  orifices.  This  will  aid  the  physician  in  pre- 
dicting the  outcome  of  the  reflux. 

Urinary  Tract  Infection 

A urine  culture  should  be  obtained  on  all  children 
at  the  time  of  voiding  cystourethrography.  The  presence 
or  absence  of  infection  should  be  noted  in  the  patient’s 
record. 

Discussion 

A plan  for  the  management  of  a reflux  must  take 
into  account  our  current  knowledge  of  the  problem. 
Hodson2-4  found  that  almost  100%  of  the  cases  with 
clear-cut  pyelonephritis  scarring  had  reflux  at  some  time, 
or  the  appearance  of  the  ureter  was  such  that  reflux 
probably  had  occurred.  Similar  observations  also  have 
been  made  by  Scott  and  Stansfeld5  and  Hutch  et  al.6 
More  recent  data  from  Govan  et  al7  and  Wacksman  et  al8 
also  support  the  premise  that,  as  the  grade  of  reflux 
increases,  the  incidence  of  abnormal  intravenous  urogram 
and  pyelonephritic  scarring  also  increases.  Cystoscopic 
evaluation  of  the  ureteral  orifices  also  has  been  shown  to 
correlate  well  with  the  grade  of  reflux.  King  et  al9  have 
related  the  likelihood  of  recovery  from  reflux  to  the 
appearance  of  the  ureteral  orifices  and  the  length  of  the 
intravesical  segment  as  measured  cystoscopically.  Lyon 
et  al10  stated  that  the  likelihood  of  spontaneous  recovery 
also  may  be  judged  from  the  appearance  of  the  ureteral 
orifices.  Wacksman  et  al8  have  shown  that,  as  the  grade 
of  reflux  increased,  the  percentage  of  those  renal  units 
with  abnormal  ureteral  orifices  also  increased.  In  Grade  1 
reflux,  the  ureteral  orifices  were  abnormal  in  16%;  in 
Grade  3,  the  ureteral  orifices  were  abnormal  in  85% 
of  the  cases. 


In  predicting  which  children  will  respond  to  medical 
management  alone,  Perlmutter  and  Dwoskin11  showed 
that  Grade  1 and  Grade  2 reflux  seem  to  resolve  on  medi- 
cal therapy  alone  in  approximately  60%  of  the  cases. 
Wacksman  et  al8  concurred  with  this  finding.  Other 
authors,  including  Rolleston  et  al,12  Smellie,13,  Lenaghan 
et  al,14  and  Keikel  and  Parkkulainnen15  reported  similar 
findings.  In  cases  with  Grade  3 and  4 reflux,  Lenaghan 
et  al14  and  Rolleston  et  al12  showed  marked  deterioration 
of  the  affected  kidneys  despite  medical  treatment.  Ed- 
wards et  al16  recently  showed  that  reflux  associated  with 
nondilated  ureters  disappeared  in  85%  of  the  affected 
units,  but  disappeared  in  only  41%  of  the  dilated  ureters 
when  followed  medically. 

The  surgical  cure  in  Grades  1,  2,  and  3 reflux 
exceeds  95%. 17-25  More  recently,  Willscher  et  al25  have 
shown  that  smaller  kidneys  will  show  an  increased  rate  of 
growth  following  ureteral  reimplantation.  They  showed 
that  kidneys  associated  with  refluxing  ureters,  either  uni- 
lateral or  bilateral,  and  without  pyelonephritis,  grew 
faster  than  expected  following  reimplantation,  when  plot- 
ted on  a renal  growth  chart. 

In  view  of  these  cited  studies,  we  feel  that  each  child 
with  vesicoureteral  reflux  should  be  managed  individ- 
ually, after  being  grouped  according  to  the  following 
scheme : 

Group  1 ( Grade  1 or  2 reflux): 

A.  Absence  of  pyelonephritic  scarring  or  differential 
renal  growth 

B.  Presence  of  pyelonephritic  scarring  or  differential 
renal  growth 

Group  2 (Gtade  3 reflux): 

A.  Absence  of  pyelonephritic  scarring  or  differential 
renal  growth 

B.  Presence  of  pyelonephritic  scarring  or  differential 


Fig.  2.  Grades  of  vesicoureteral  reflux. 
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Patients 


Management 


Group  1A  (majority) 


Group  IB  (few) 
Group  2 A (majority) 


Group  2B  (few) 


Cystoscopy 

Observation 

Low-dose  antimicrobial  therapy  (failure)  ► Reimplant  surgery 

Yearly  cystogram 

Intravenous  pyelogram 

Urine  culture  every  2-3  months 

Reimplant  surgery 


Cystoscopy 

Observation 

Low-dose  antimicrobial  therapy  (failure)  ► Reimplant  surgery 

Yearly  cystogram 
Intravenous  pyelogram 
Urine  culture  every  2-3  months 

>-  Reimplant  surgery 


Group  3 (few) 


Reimplant  surgery 


renal  growth 

Group  3 (Grade  4 reflux): 

A.  Absence  of  pyelonephritic  scarring  or  differential 
renal  growth 

B.  Presence  of  pyelonephritic  scarring  or  differential 
renal  growth. 

Having  assigned  a child  to  one  of  the  three  groups, 
appropriate  management  may  be  undertaken.  (See  the 
Table.)  Group  1 includes  the  majority  of  children  with 
reflux,  and  they  should  be  managed  medically.  If  there  is 
no  evidence  of  pyelonephritic  scarring  or  differential 
renal  growth  (Group  1A),  there  is  at  least  a 60%  chance 
of  cessation  of  reflux  if  the  urine  is  sterile.  If  there  is 
evidence  of  differential  renal  growth  or  renal  parenchymal 
scarring  (Group  IB)  then  ureteral  reimplantation  should 
be  considered  in  light  of  the  study  by  Willscher  et  al.25 
Children  in  Group  IIA  (Grade  3 reflux  without  roent- 
genographic  evidence  of  renal  damage)  also  should  be 
treated  medically;  Group  2B  (Grade  3 reflux  with  renal 
damage)  should  undergo  reimplantation  surgery.  Chil- 
dren in  Group  3 (Grade  4 reflux)  will  require  ureteral 
reimplantation  surgery. 

In  the  follow-up  of  children  with  vesicoureteral  reflux 
and  recurrent  infections,  the  key  to  successful  nonopera- 
tive management  is  to  maintain  a sterile  urine.16’24'27  Low 
doses  of  antimicrobial  therapy  are  sufficient,  and  we  have 
found  that  trimethoprim-sulfamethoxazole  or  furadantoin 
macrocrystals  is  efficacious.  A low-dose  regimen  is  used 
consisting  of  one-fourth  of  the  full  dose  every  night.  While 
on  this  regimen,  urine  cultures  are  obtained  every  two  to 
three  months;  and  as  long  as  the  bacterial  counts  are 


minimal  (less  than  10,000  organisms  per  ml),  we  continue 
nonoperative  management.  When  a sterile  urine  cannot 
be  maintained  in  the  presence  of  persistent  reflux,  ureteral 
reimplantation  is  recommended.  Voiding  cystourethro- 
gram  and  intravenous  urograms  are  done  at  yearly  inter- 
vals to  document  renal  growth,  and  to  reassess  reflux.  We 
recommend  that  therapy  be  discontinued  when  reflux  is 
no  longer  present.  Close  follow-up  of  these  children  is 
extremely  important  to  insure  continued  renal  growth.  It 
must  be  remembered  that  patients  with  reflux  and  recur- 
rent infections  are  at  risk  of  pyelonephritic  scarring  or 
slowing  of  renal  growth. 

The  effect  of  sterile  reflux  on  renal  growth  is  contro- 
versial. There  is  experimental  evidence28  that  intrarenal 
reflux  in  the  growing  kidney  may  be  damaging.  Prospec- 
tive clinical  studies  currently  in  pxogress  may  help  estab- 
lish if  sterile  reflux  per  se  is  damaging  to  kidneys  and 
their  growth. 

Summary 

The  management  of  children  with  urinary  tract 
infection  and  vesicoureteral  reflux  is  a complex  problem. 
Children  with  low  grade  reflux,  Grades  1 and  2,  and  no 
evidence  of  pyelonephritic  scarring  should  be  managed  on 
long-term,  low-dose  antimicrobial  therapy.  On  the  other 
hand,  those  patients  with  high  grade  reflux  and  pyelo- 
graphic  changes  within  their  kidneys  will  require  early 
ureteral  reimplantation  surgery.  The  exact  effect  of  long- 
term, low-grade  sterile  reflux  had  not  been  fully  assessed 
and,  hopefully,  its  effect  can  be  determined  through  pros- 
pective studies.  ittrk 
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Results  of  Coronary  Bypass  for 
Left  Main  Coronary  Artery  Disease 
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Douglas  Regula,  M.D. 

Vincent  Petno,  M.D. 


Twenty-five  consecutive  patients  with  significant  obstruc- 
tion of  the  left  main  coronary  artery  underwent  cardiac 
catheterization  and  evaluation  of  clinical  symptomatology 
at  Akron  General  Medical  Center  from  September  1976  to 
December  J978.  Successful  coronary  bypass  was  per- 
formed on  all  patients,  with  an  operative  mortality  rate 
of  0%.  Complete  or  partial  remission  of  angina  pectoris 
has  occurred  since  surgery  in  96%  of  the  patients  in 
this  sample.  There  was  no  incidence  of  intraoperative 
myocardial  infarction  or  late  death  in  the  patient 
population. 


PREVIOUS  STUDIES  HAVE  documented  the  grave 
prognosis  and  increased  mortality  rate  associated  with 
greater-than-50%  obstruction  of  the  left  main  coronary 
artery  (LMCA). 

Bruschke  et  al,1  from  the  Cleveland  Clinic,  reported 
on  37  nonsurgical  patients,  and  cited  a five-year  mortality 
rate  of  56.8%.  DeMots  et  al  reported  that  of  16  patients 
judged  operable  in  retrospect  but  treated  without  surgery, 
eight  were  dead  within  18  months.2  Dunkman  et  al3 
reported  operative  mortality  rates  ranging  from  6%  to 
39%  for  those  patients  with  left  main  stenosis  undergoing 
bypass  surgery  up  to  1974.  Sheldon  and  his  colleagues 
report  on  an  overall  9.5%  operative  mortality  rate  in  a 
ten-year  study  conducted  at  the  Cleveland  Clinic.4 

Frequently,  there  has  been  poor  correlation  between 
the  extent  and  location  of  anatomic  coronary  artery  dis- 
ease and  the  clinical  status  of  the  patient.  Clinical  and 
hemodynamic  clues  for  the  preangiographic  prediction 
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of  this  lesion  often  have  proved  unreliable.  Myocardial 
revascularization  has  proved  effective  in  providing  symp- 
tomatic relief  and  clinical  improvement.  Although  these 
patients  certainly  constituted  a high-risk  group,  the  com- 
bination of  improved  surgical  and  anesthetic  techniques, 
combined  with  appropriate  medical  adjunctive  manage- 
ment, has  enabled  our  surgical  team  to  maintain  a 0% 
operative  mortality  rate  over  a two-year  period. 

This  is  a report  of  our  experience  in  25  consecutive 
patients  with  significant  left  main  coronary  artery 
(LMCA)  obstruction.  No  patient  presented  was  refused 
surgical  intervention  because  of  poor  left  ventricular 
function.  This  sample  represents  12%  of  the  total  num- 
ber of  bypass  procedures  performed  at  our  hospital 
during  this  time  period. 

Methods 

The  records  of  25  consecutive  patients  having  50% 
or  greater  obstruction  of  the  LMCA  were  reviewed.  The 
patients  had  undergone  coronary  revascularization  during 
the  two-year  period  from  September  1976  to  December 
1978.  None  of  the  patients  was  found  to  have  a discrete 
ventricular  aneurysm  or  evidence  of  congenital  or  pri- 
mary valvular  heart  disease.  One  patient  had  under- 
gone a left  internal  mammary  implant  procedure  in 
1968.  Information  was  obtained  regarding  frequency  and 
severity  of  angina  pectoris,  previous  history  of  myo- 
cardial infarction  and  hypertension,  electrocardiogram  at 
time  of  cardiac  catheterization,  and  lipid  studies.  Those 
patients  presenting  with  a clinical  pattern  of  preinfarc- 
tion angina  were  admitted  to  the  coronary  care  unit 
for  continuous  monitoring  and  were  treated  with  coro- 
nary vasodilators,  sedatives,  and  beta-adrenergic  block- 
ing agents.  After  the  exclusion  of  recent  myocardial  in- 
farction, cardiac  catheterization  was  performed.  All  pa- 
tients underwent  right  and  left  coronary  arteriograms; 
the  Judkins  technique  was  used. 

Left  ventricular  cineangiography  and  measurement 
of  the  left  ventricular  end-diastolic  pressures  were  per- 
formed routinely.  Postoperative  follow-up  data  for  this 
study  were  reviewed  through  hospital  records  and/ or 


132  / The  Ohio  State  Medical  Journal 


telephone  contact  on  24  of  the  25  patients  in  this 
sample.  The  remaining  patient  is  within  30  days  of 
surgery  and,  therefore,  was  not  included  in  the  follow- 
up evaluation. 

Clinical  Data 

Our  group  of  patients  consisted  of  21  men  and 
four  women  ranging  in  age  from  41  years  to  70  years 
(mean  age  57  years).  Prevalence  of  baseline  characteris- 
tics is  summarized  in  Table  1. 

By  history,  angina  of  varying  intensity  was  present 
in  24  (96%)  of  the  patients  in  this  study.  Frequent  in- 
digestion, which  was  interpreted  as  an  angina  variant, 
was  reported  in  one  patient.  Mean  duration  of  symp- 
toms prior  to  cardiac  catheterization  was  19  months. 
Seven  patients  had  functional  class  II  angina  (28%),  two 
patients  had  class  III  angina  (8%),  and  15  patients  had 
class  IV  or  preinfarction  angina  (60%).  Angina  classifica- 
tion was  by  the  criteria  of  the  New  York  Heart  Associa- 
tion.5 Sixteen  patients  had  noticed  an  increase  in  severity 
of  their  symptoms  in  the  six-month  period  prior  to  angio- 
graphic study.  In  evaluating  risk  factors  for  the  develop- 
ment of  coronary  artery  disease,  20  patients  (80%)  had 
positive  family  histories  for  arteriosclerotic  disease;  ten 
patients  (40%)  had  hypertension  (blood  pressure 
>150/90  mm  Hg)  ; five  patients  (21%)  were  diabetic; 
and  four  (16%)  had  type  IV  hyperlipidemia.  Sixteen 
patients  (68%)  were  moderate-to-heavy  smokers  (>1 
pack  per  day).  Fifty-two  percent  of  this  population  was 
more  than  20  lb  over  their  ideal  body  weight.  Although 
19  patients  gave  a history  of  prior  myocardial  infarction, 
documentation  by  the  presence  of  pathologic  electro- 
cardiographic Q waves  was  noted  in  only  13  patients. 
Findings  on  electrocardiograms  were  normal  in  five 
patients  and  revealed  ischemic  ST-T  wave  changes  in 
seven  patients. 

Stress  electrocardiography  was  performed  in  nine 
patients,  with  positive  findings  found  in  eight  patients. 
The  stress  test  on  one  70-year-old  woman  was  terminated 
due  to  fatigue  and  a drop  in  systolic  pressure  of  20  mm 
Hg  after  achieving  a work  level  of  4.3  mets.  Those  with 
positive  results  had  marked  ST  segment  depression  (4 
to  5 mm)  suggestive  of  double  or  triple  vessel  disease; 
angina  pectoris  and/or  shortness  of  breath  was  induced 
in  four  patients.  Work  levels  attained  ranged  from  4 
to  9 mets.  Two  patients  had  a history  of  rheumatic  heart 
disease  during  childhood.  Only  one  patient  was  noted 
to  have  cardiomegaly  documented  by  chest  x-ray  film. 

Results  of  Angiography 

Of  a sample  population  of  25  patients,  five  had 
50%  to  70%  and  18  patients  had  a 71%  to  95% 
stenosis  of  the  LMCA.  Two  of  the  patieints  had  a 
total  occlusion  of  this  vessel.  Isolated  disease  of  the 
LMCA  was  found  in  two  patients;  ten  patients  had 
coexisting  disease  in  three  major  vessels  (LMCA  not 
included),  12  patients  in  two  other  vessels,  and  one  in 
one  other  vessel.  Twenty-three  patients  had  associated 


Table  1.  Prevalence  of  Baseline  Characteristics  in  25  Patients 
with  Left  Main  Artery  Stenosis  (>50%) 


Severity  of  Chest  Pain  % 

NYHA  functional  class  I 0 

NYHA  functional  class  II  28 

NYHA  functional  class  III  8 

NYHA  functional  class  IV  60 

Atypical  pain  4 

Prior  myocardial  infarction  52 

History  of  congestive  heart  failure  0 

History  of  hypertension  (B/P>  150/90  mm  Hg)  40 

History  of  diabetes  mellitus  21 

History  of  smoking  (one  pack  per  day)  68 

Cardiomegaly  shown  on  chest  x-ray  film  4 

Positive  familial  history  80 

Left  Ventriculogram 

Normal  60 

Diffusely  abnormal  40 

Aneurysm  0 

Mitral  insufficiency  20 

Left  ventricular  end-diastolic  pressure  >12  mm  Hg  56 


Men  84%  Women  16%  Mean  age  57  years 


disease  of  the  left  anterior  descending  coronary  artery; 
21  had  associated  disease  of  the  left  circumflex;  and 
21  had  associated  disease  of  the  right  coronary  artery. 
In  10  of  the  25  patients,  significant  coronary  collateral 
channels  were  noted.  In  all  but  two  patients,  collateraliza- 
tion was  associated  with  high-grade  obstructions 
(>50%)  in  all  three  major  coronary  vessels.  Distribu- 
tion of  coronary  artery  lesions  is  shown  in  Table  2 and 
Figure  1.  These  data,  as  well  as  those  of  previous  investi- 
gations,6'8 have  supported  the  fact  that  multiple  vessel 
involvement  has  been  found  to  be  common  in  the  LMCA 
patients,  and  the  finding  of  proximal  coronaiy  vessel  ob- 
struction, combined  with  minimal  distal  disease,  was 
frequent.  Although  their  coronary  circulation  certainly 
has  been  jeopardized,  these  patients  usually  have  vessels 
that  can  be  bypassed  surgically. 

Hemodynamic  Studies 

Left  ventricular  pressures  were  recorded  in  all  pa- 
tients in  this  study.  Left  ventricular  end-diastolic  pres- 


Table  2.  Distribution  of  Coronary  Artery  Lesions  in  25  LMCA 
Patients 


Vessel  and  Site  of 
Obstruction* 

% 

LAD  (proximal) 

80 

RCA  (proximal) 

44 

CIRC  (proximal) 

64 

1st  diagonal 

20 

Obtuse  marginal 

16 

RCA  (mid) 

44 

LAD  (mid) 

20 

CIRC  (distal) 

15 

LAD  (distal) 

0 

RCA  (distal) 

12 

Left  main  trunk 

100 

*See  Figure  1 
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sure  (LVEDP)  was  equal  to  or  greater  than  12  mm 
Hg  in  14  of  the  25  patients,  either  at  rest  (six  pa- 
tients) or  post-ventriculography.  The  mean  control 
LVEDP  was  11  mm  Hg  (range  2 to  28  mm  Hg)  in  the 
remaining  patients;  this  pressure  was  normal  (12  mm 
Hg)  throughout  the  study. 

Anesthetic  and  Operative  Techniques 

Our  experience  in  patients  with  left  main  artery 
disease  concurs  with  that  of  Moore  et  al,9  who  reported 
that  the  induction  of  anesthesia  in  these  patients  may  be 
accompanied  by  a general  hemodynamic  pattern  charac- 
terized by  systolic  hypertension  and  an  increase  in  the 
heart  rate-pressure  product.  The  stenotic  LMCA  can- 
not meet  the  increased  myocardial  oxygen  demand  thus 
increasing  the  likelihood  of  myocardial  ischemia  with 
resultant  ventricular  failure. 

Premedications  included:  Pantopon,®  0.2  mg/kg; 
Phenergan,®  0.4  mg/kg;  and  atropine,  0.4  to  0.6  mg  1 
to  1 y%  hours  preoperatively,  along  with  40  mg  isorbide 
dinitrate,  which  was  given  orally  2 to  2%  hours  prior  to 
surgery.  If  the  preoperative  treatment  regimen  had  in- 
cluded propanolol,  it  was  continued  at  the  time  of 
operation.  Electrocardiogram,  systemic  arterial  pressure, 
and  rate  pressure-product  were  monitored  on  all  pa- 
tients. Prophylactic  monitoring  of  the  left  ventricular 
filling  pressure  (using  the  pulmonary  artery  end-diastolic 
pressure)  by  insertion  of  a Swan-Ganz,™*  catheter  was 
used  in  only  one  patient.  Following  placement  of  mon- 
itors and  intravenous  lines,  the  patients  were  asked  to 
breathe  100%  oxygen  by  mask.  During  this  time,  intra- 
venous morphine  sulphate  was  titrated  to  a maximum 
dose  of  0.75  mg/kg.  General  anesthesia  then  was  induced 
with  small  doses  of  Pentothal,®  and  an  intubating  dose 
of  pancuronium  bromide.  Sodium  nitrophrusside,  and 
more  recently  intravenous  nitroglycerin  (for  afterload 
reduction),  Neo-Synephrine,®  and  isoproterenol  were 
employed  as  needed  to  assure  a mean  arterial  pressure 
of  70  to  90  mm  Hg.  An  adequate  central  venous  pres- 
sure, urinary  output,  and  hematocrit  value  greater  than 
30%  were  maintained  with  blood  components,  intra- 
venous fluids,  and  furosemide. 

Surgery  was  performed  using  partial  hemodilution 
a(nd  moderate  hypothermia  (28  C to  30  C).  In  the 
later  part  of  the  series,  this  was  combined  with  topical 
and  aortic  root  perfusion  with  hyperkalemic  cardio- 
plegic  solutions  (30  mEq/liter  potassium  chloride  per 
liter  of  Normosol®  solution).  Each  distal  anastomosis  was 
performed  first,  using  local  coronary  occlusion  rather 
than  aortic  crossclamping.  The  proximal  anastomoses 
were  performed  while  weaning  the  patient  from  bypass 
and  simultaneously  rewarming  to  normothermia.  The 
cardiac  rhythm  returned  to  sinus  spontaneously  or  with 


^Balloon  flotation  catheters  manufactured  by  Edwards 
Laboratories,  Div.  of  American  Hospital  Supply  Cor- 
poration, Santa  Ana,  California. 


RIGHT  CORONARY  ARTERY  LEFT  CORONARY  ARTERY 

LEFT  MAIN  LAD 


Fig.  1.  Distribution  of  coronary  artery  obstructions. 


no  more  than  two  DC  countershocks  of  10  watt  seconds. 
Bypass  time  averaged  61  minutes.  A total  of  58  grafts 
were  performed  for  an  average  of  2.3  grafts  per  patient. 
Prophylactic  intra-aortic  balloon  support  was  not  used 
prior  to  induction  of  anesthesia  or  during  the  intraop- 
erative period  although  this  was  available.  No  attempt 
was  made  to  use  pulsatile  bypass  other  than  that  pro- 
vided by  standard  DeBakey™  roller  pumps.  Operative 
data  are  summarized  in  Table  3. 

Postoperative  Course 

The  postoperative  course  of  these  29  patients  was 
relatively  uneventful.  Following  surgery,  the  patients 
were  admitted  to  the  cardiovascular  intensive  care  unit 
for  a 48-hour  period  of  constant  observation.  Then  they 
were  discharged  to  the  cardisvascular  step-down  unit 
for  the  remainder  of  their  hospitalization  (approximately 
seven  days).  The  average  postoperative  hospital  time 
was  10.1  days. 

A variety  of  complications  can  be  expected  to  occur 
following  coronary  bypass.  Analysis  of  this  data  revealed 
several  interesting  findings: 

None  of  the  25  patients  experienced  acute  respira- 
tory failure.  After  surgery,  all  patients  received  mechani- 
cal ventilator  assistance  until  spontaneous  vital  capacity 


Table  3.  Summary  of  Operative  Data  for  25  Patients  with 
Significant  Left  Main  Coronary  Artery  Obstructions  (>50%) 


Operative  Procedure 

Patients 
No.  % 

Single  bypass 

2 

8 

Double  bypass 

15 

60 

Triple  bypass 

8 

32 

Average  number  of  grafts  per  patient  2.3 

Incidence  of  intraoperative  myocardial  infarction  0% 

Operative  mortality  0% 
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measured  adequate  (15  cc/kg)  and  the  Pa02  >100 
torr,  PCCL  >40  torr  while  breathing  oxygen  enriched 
air  via  a T-piece.  Endotracheal  extubation  usually  was 
accomplished  within  six  hours  of  leaving  the  operating 
room.  Minor  conduction  disturbances  (1°  AV  block, 
nodal  rhythms,  and  isolated  premature  ventricular  con- 
tractions) are  common  following  cardiac  surgery  and 
occurred  in  52%  of  our  patient  population.  These  ar- 
rhythmias were  transient  and  well  tolerated,  requiring 
no  therapy.  Following  coronary  bypass,  atrial  fibrillation 
or  flutter  and  supraventricular  tachycardia  (with  heart 
rate  >140  beats  per  minute)  result  in  decreased  cardiac 
output  and  are  poorly  tolerated.  Supraventricular  tachy- 
cardia and  atrial  fibrillation  occurred  in  44%  of  the 
patients  (two  and  nine  patients,  respectively)  in  this 
sample.  None  of  the  patients  had  been  digitalized  pre- 
operatively;  all  were  digitalized  subsequently  with  intra- 
venous digoxin,  and  maintenance  therapy  was  instituted. 
Sinus  rhythm  was  restored  in  all  1 1 patients  within  48 
hours.  It  was  observed  that  in  seven  of  nine  patients  in 
which  atrial  fibrillation  occurred,  the  Pa02  was  found 
to  be  <80  torr  on  analysis  of  arterial  blood  gases. 

Postoperative  hemorrhage,  secondary  to  coagulation 
disorder,  following  cardiac  surgery  is  rare.  However, 
one  incident  of  fibrinolysis  did  occur.  Aminocaproic 
acid  (Amicar®)  was  administered,  and  excessive  bleed- 
ing terminated  within  three  hours.  The  remainder  of 
this  patient’s  recovery  was  uncomplicated.  Hypertension 
(blood  pressure  >150/90  mm  Hg  for  eight  hours)  in 
the  immediate  postoperative  period  was  observed  in 
36%  of  our  patients.  It  abated  following  sedation,  anal- 
gesia, and  titrated  doses  of  antihypertensive  agents.  No 
direct  correlation  was  found  between  pre-  and  postoper- 
ative hypertension. 

Early  mobilization,  usually  on  the  first  postoperative 
day,  has  proved  a key  factor  in  promoting  a safe  and 
rapid  recovery  following  coronary  bypass.  “Mini-dose” 
heparin  therapy  (5,000  units,  subcutaneously,  every  12 
hours)  has  been  routinely  employed  in  our  patients  fol- 
lowing cardiac  surgery.  Perhaps  these  factors  can  be 
implicated  in  the  zero  incidence  of  thrombophlebitis 
and  pulmonary  embolism  in  our  patient  sample. 

Previous  investigators  have  found  a variability  of 
5%  to  40%  in  the  reported  frequency  of  intraoperative 
myocardial  infarction  during  coronary  bypass  surgery.7 
The  criteria  for  diagnosis  of  PMI  at  our  center  are  on  the 
basis  of  electrocardiographic  changes  and  serial  MB-CK 
determinations  at  4,  12,  24,  and  48  hours  following  sur- 
gery. They  have  been  designated  as : ( 1 ) new  persistent  Q 
waves  (for  >24  hours)  in  three  contiguous  electro- 
cardiographic leads,  one  of  which  must  be  at  least  0.4 
seconds  in  duration,  in  the  absence  of  a conduction 
abnormality,  or  marked  shift  in  the  QRS  axis;  and  (2) 
CPK-myocardial  bands  (cardiac  isoenzyme),  MB-CK 
elevation  >60  U/liter.  None  of  the  25  patients  in  this 
study  experienced  a myocardial  infarction  intraopera- 
tively  or  during  the  immediate  30-day  postoperative 
period. 


Follow-up  Evaluation 

The  improved  survival  in  LMCA  disease  from  by- 
pass surgery  of  coronary  artery  has  been  shown  in 
several  previous  studies.7’8  In  the  study  of  a small  group 
of  veterans,  Battock  et  al  concluded  that  long-term 
follow-up  and  results  of  surgery  did  not  justify  surgical 
approach  to  this  disease.10  Our  study  would  not  support 
this  view. 

All  25  patients  undergoing  coronary  artery  bypass 
for  LMCA  disease  at  our  center  over  the  past  two  years 
are  alive  and  well.  Information  was  sought  regarding 
their  present  status  of  angina  pectoris,  drug  therapy,  and 
whether  or  not  their  state  of  health  posed  limitations  on 
present  lifestyle  and  employment  capability.  The  patients 
were  asked  to  compare  their  present  angina  status  with 
that  experienced  preoperatively,  according  to  the  follow- 
ing classifications:  (1)  no  pain,  (2)  less  pain,  (3)  un- 
changed, or  (4)  worse  pain.  Eighteen  patients  responded 
that  they  have  been  asymptomatic  since  surgery.  Three 
patients  stated  that  they  had  less  pain  than  prior  to  by- 
pass, and  then  only  upon  exertion.  One  patient  reported 
that  his  pain  had  worsened,  and  one  patient  could  detect 
no  change  in  his  pattern  of  angina.  There  was  no  cor- 
relation between  angina  class  prior  to  myocardial  re- 
vascularization and  frequency  or  severity  of  angina  post- 
operatively.  Twenty  of  the  patients  in  the  follow-up 
evaluation  were  employed  prior  to  surgery,  many  in- 
volving strenuous  physical  labor.  (All  were  men.)  Sixteen 
patients  were  able  to  return  to  their  previous  occupation; 
three  patients  were  eligible  for  — and  chose  to  accept  - — 
early  retirement.  None  of  the  patients  stated  that  his 
health  posed  any  major  limitations  on  his  present  life- 
style that  could  not  be  overcome  by  minor  adjustments 
in  his  pattern  of  daily  living.  Figure  2 compares  func- 
ional  status  at  times  of  preoperative  angiography  and 
postoperative  evaluation. 

Repeat  catheterization  of  all  bypass  patients  has  been 
impractical.  Four  patients  (representing  a total  of  eight 
grafts  performed)  in  this  study  did  undergo  repeat 
catheterization  studies.  The  angiograms  of  only  one  pa- 
tient, who  had  undergone  a triple  bypass  to  the  left 
anterior  descending,  left  circumflex,  and  right  coronary 
arteries  one  year  earlier,  revealed  a nonpatient  graft  to 
the  right  coronary  artery.  All  other  repeat-catheteriza- 
tion grafts  were  patent;  confirmed  patency  rate  was 
88%." 


Conclusions 

After  analyzing  the  data  obtained  in  this  patient 
population,  we  have  made  the  following  conclusions. 

1.  Although  preinfarction  angina  and  marked  S-T 
segment  depressions  on  stress  electrocardiography  were 
frequently  associated  with  the  presence  of  left  main 
artery  disease  among  our  patients,  as  well  those  of 
other  investigators,2’6  these  factors  are  insensitive  indexes 
to  detection  of  this  lesion.  Therefore,  all  patients  under- 
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Fig.  2.  Comparison  of  functional  status  of  25  surgically 
treated  patients,  at  time  of  angiography  (left)  and  cur- 
rently (right),  improvement  or  remission  of  angina  pec- 
toris occurred  in  96%  of  follow-up  population,  and  75% 
of  patients  are  pain  free. 


going  cardiac  catheterization  studies  should  be  consid- 
ered candidates  for  left  main  coronary  artery  obstruc- 
tion and  appropriate  precautions  taken.  Using  the  Jud- 
kins technique,  coronary  arteriograms  can  be  performed 
at  low  risk. 

2.  The  major  determinant  of  the  prognosis  of  pa- 
tients with  left  main  artery  obstructions  is  the  presence 
of  coexisting  disease  in  the  other  major  coronary  vessels, 
adequacy  of  ventricular  function,  and  the  state  of  distal 
vasculature.  The  finding  of  high-grade  proximal  ob- 
structions has  been  shown  to  be  frequent,  and  most  of 
these  patients  have  technically  bypassable  lesions.  Those 
patients  requiring  propanolol  for  control  of  angina,  hyper- 
tention,  or  arrhythmias  should  be  given  this  up  until  the 
evening  prior  to  surgery.  Induction  and  maintenance  of 
anesthesia  must  be  smooth,  and  care  should  be  taken 
to  avoid  extreme  fluctuations  in  heart  rate  and  blood 
pressure.  The  majority  of  these  patients  will  require  a 
double  or  triple  bypass  for  optimal  coronary  circulation. 

3.  This  study  should  suggest  that  surgical  interven- 
tion can  be  performed  with  low  mortality  and  morbidity 
rates. 

Prophylactic  intra-aortic  balloon  support  was  not 
found  to  be  necessary  in  this  series. 

The  overwhelming  majority  of  patients  (96%  in 
this  series)  have  sustained  a complete  or  significant 
remission  in  their  angina.  Eighty  percent  require  no 


medication.  Thus  far,  none  of  the  patients  has  sustained 
myocardial  infarction  or  late  death. 

Generic  and  Trade  Names  of  Drugs 

Hydrochlorides  of  opium  alkaloids  — Pantopon 
Promethazine  hydrochloride  — Phenergan 
Thiopental  — Sodium  Pentothal 
Phenylephrine  hydrochloride  — Neo-Synephrine 

Normosol  Solution 

Aminocaproic  acid  — Amicar 

Acknowledgment:  The  authors  are  grateful  to  Mrs.  Phyllis 
Koscso,  without  whose  assistance  this  study  would  not  have 
been  possible. 
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An  Outpatient  Preanesthetic 
Evaluation  Service 

Don  M.  Benson,  M.D. 

Barry  Root,  B.A. 


Charts  of  patients  seen  in  a preadmission  testing  clinic 
before  and  after  establishment  of  an  anesthesia  evalu- 
ation component  were  reviewed.  Physical  status  I and  II 
patients  undergoing  head  and  neck,  and  major  and  minor 
lower  abdominal  surgery  were  studied.  Establishment 
of  the  outpatient  anesthesia  evaluation  component  was 
associated  with  a reduced  length  of  stay,  a lower  hos- 
pital bed  occupancy,  and  an  estimated  cost  savings  of 
$67  per  patient. 


PREADMISSION  EVALUATION  of  patients  for 
■**  elective  surgery  has  been  heralded  by  both  the  lay 
and  technical  press  as  a method  for  lowering  hospital 
costs,1’2  shortening  hospital  stays,3  and  effecting  optimal 
use  of  hospital  beds.4  Almost  30  years  ago,  preadmission 
outpatient  evaluation  of  anesthetic/surgical  candidates 
was  suggested  as  a means  of  improving  patient  care.5 
Since  then,  intermittent  reports  have  described  attempts 
to  implement  such  a screening  process.6'8  Frost  reported 
a substantially  reduced  preoperative  and  total  hospital 
length  of  stay  after  the  establishment  of  an  outpatient 
anesthetic  evaluation  clinic  at  the  Bronx  Municipal  Hos- 
pital.9 However,  her  data  were  not  corrected  for  physical 
status  variations,  nor  were  alternative  explanations  for 
the  decreased  length  of  stay  explored. 

The  present  report  describes  and  evaluates  the  ad- 
dition of  a preanesthetic  evaluation  component  to  a pre- 
viously functioning  preadmision  testing  (PAT)  service  in 
a community  hospital  without  surgical  or  anesthesia 
house  staff.  We  attempt  to  assess  the  impact  of  the  pre- 
anesthetic screening  component  on  the  cost  and  quality 
of  patient  care  and  on  patient  satisfaction. 

Methods  and  Materials 

Aultman  Hospital  is  a 673-bed,  acute  care,  general 
hospital  in  Canton,  Ohio.  In  1976,  there  were  28,807  pa- 
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tients  admitted  and  11,561  surgical  procedures  performed 
in  the  operating  rooms.  Obstetric  deliveries  numbered 
2,435.  Average  length  of  stay  was  7.24  days. 

An  adult  outpatient  surgery  program  was  established 
in  May  1974.  Approximately  48  hours  prior  to  admission, 
the  patients  were  seen  in  the  preadmission  testing  (PAT) 
offices,  where  an  admission  number  was  assigned,  ad- 
mission and  credit  forms  were  processed,  and  the  pa- 
tient’s hospital  chart  was  started.  Routine  laboratory 
studies  were  performed  according  to  the  surgeon’s  order. 
The  patients  then  returned  home  until  the  morning  of 
surgery. 

Patients  undergoing  relatively  minor  surgery  (dila- 
tion and  curettage,  laparoscopy,  cosmetic  plastic  surgery) 
were  admitted  to  a special  section  of  the  hospital  on  the 
morning  of  surgery.  They  were  cared  for  in  the  same 
operating  rooms  and  recovery  rooms  as  hospital  inpa- 
tients. Following  their  recovery  room  stay,  they  returned 
to  their  rooms;  most  were  discharged  the  same  evening. 

Patients  undergoing  more  extensive  elective  surgery 
such  as  cholecystectomy  were  admitted  to  the  hospital 
in  the  late  afternoon  prior  to  the  day  of  surgery.  Prior 
completion  of  administrative  and  laboratory  work 
smoothed  the  previously  turbulent  admissions  routine 
for  both  patients  and  staff. 

In  December  1975,  an  anesthesia  evaluation  com- 
ponent was  added  to  the  previously  functioning  preadmis- 
sion testing  program.  When  the  decision  to  perform 
surgery  is  made,  the  surgeon’s  office  provides  the  patient 
with  printed  instructions  for  making  an  appointment  at 
the  preadmission  anesthesia  testing  (PAAT)  clinic. 
Morning  and  late -afternoon  clinic  appointments  are 
available  to  accommodate  a wide  range  of  patient 
schedules. 

When  the  patient  arrives  at  the  clinic,  basic  ad- 
mission data  are  collected  by  the  clerical  staff.  The  pa- 
tient then  is  seen  by  a nurse  anesthetist  who  conducts  a 
screening  interview  from  a list  of  prepared  questions. 
The  information  is  recorded  on  an  anesthesia  evaluation 
form  which  becomes  a permanent  part  of  the  patient’s 
chart.  An  anesthesiologist  then  reviews  this  history  with 
the  patient.  The  surgeon’s  orders  are  reviewed,  and  the 
anesthesiologist  orders  additional  laboratory  tests  or  medi- 
cations as  indicated.  Records  of  previous  admissions  may 
be  obtained  and  reviewed.  A suitable  anesthetic  is  plan- 
ned and  discussed  with  the  patient.  The  possibility  of 
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complications  and  the  lack  of  guarantee  also  are  discussed 
and  this  discussion  is  noted  on  the  chart.  Patients  are 
asked  to  sign  a statement  in  their  chart  verifying  their 
presence  at  the  evaluation  session. 

Routine  laboratory  tests  performed  on  adult  patients 
include  complete  blood  count,  urinalysis,  and  a screening 
battery  of  20  blood  chemistry  determinations.  A chest 
roentgenogram  is  made  for  most  adults.  Electrocardio- 
grams of  patients  over  35  years  old  are  made  and  on 
others  as  indicated  by  symptoms  or  history.  Pulmonary 
function  studies,  special  laboratory  tests,  and  special  radio- 
graphic  studies  also  are  available  on  the  day  the  patient 
is  seen  in  the  PAAT  clinic. 

Hospitalized  patients  scheduled  for  surgeiy  are  seen 
the  day  before  by  a nurse  anesthetist  and/or  an  anes- 
thesiologist. The  anesthesiologist  and  nurse  anesthetist 
assigned  to  the  clinic  are  responsible  for  seeing  as  many 
in-house  patients  as  possible.  After  the  afternoon  clinic 
sessions,  the  nurse  anesthetist  and  anesthesiologist  on  call 
are  responsible  for  completing  the  preanesthetic  evalua- 
tion rounds. 

Each  day,  laboratory  results  and  other  material  re- 
lating to  the  patients  seen  the  previous  day  are  reviewed 
by  the  anethesiologist  assigned  to  the  PAAT  clinic.  The 
patient’s  physical  status  is  assigned  according  to  the 
American  Society  of  Anesthesiologists’  (ASA)  guide- 
lines.10 Cases  posing  significant  medical  problems  are 
discussed  with  the  surgeon.  Suggestions  may  be  made 
and  corrective  actions  planned.  In  most  instances,  timely 
remedial  action  can  be  taken  so  the  surgery  may  be 
performed  on  schedule. 

The  present  study  is  based  on  discharge  records  of 
two  patient  groups.  Patients  in  the  “control  group”  un- 
derwent surgery  between  January  and  June  1975,  prior 
to  initiation  of  the  PAAT  clinic  but  after  the  beginning 
of  the  ambulatory  surgery  program  (Table  1).  Those  in 
the  “study  group”  underwent  surgery  in  January,  Febru- 
ary, and  March  of  1976  when  the  preanesthetic  screen- 
ing program  was  in  full  operation. 

Exhaustive  effort  was  made  to  obtain  patient  groups 
comparable  in  age,  sex,  physical  status,  and  types  of 
surgery.  All  patients  selected  for  inclusion  had  nonvas- 
cular  surgery  of  the  head  and  neck  or  lower  abdomen, 
and  all  had  been  classified  as  physical  status  I (no  or- 
ganic, physiologic,  biochemical,  or  psychiatric  distur- 
bances) or  physical  status  II  (mild-to-moderate  systemic 
disturbance) . 

Patients  undergoing  lower  abdominal  surgery  were 
subdivided  into  major  and  minor  categories.  Major  ab- 
dominal surgery  was  defined  as  surgery  requiring  an  in- 
cision into  the  abdominal  peritoneal  cavity.  Minor  lower 
abdominal  surgery  was  defined  as  surgery  not  violating 
the  peritoneal  cavity. 

The  study  and  control  groups  are  listed  in  Tables 
1,  2,  and  3.  Patients  undergoing  other  types  of  surgery 
were  excluded  because  of  an  excessively  small  number  of 
cases. 

Charts  for  all  patients  in  all  final  study  populations 
were  reviewed  in  detail.  Data  as  to  preoperative  and 


Table  1.  Comparison  of  Control  and  Study  Patients  for  Head 
and  Neck  Surgery  in  ASA  Physical  Status  I. 


Control  Group  Study  Group 
Procedure  (No  PAAT*  Clinic)  (PAAT*  Clinic) 


Tonsillectomy  & adenoidectomy 

94 

95 

Dermatologic 

2 

2 

Ear 

13 

8 

Nose 

9 

5 

Mouth 

5 

3 

Thyroid 

2 

2 

Larynx 

1 

1 

Other 

1 

0 

Total 

127 

116 

Males 

65  (51%) 

57  (49%) 

Females 

62  (49%) 

59  (51%) 

Average  Age  (Years) 

13.3 

10.8 

^Preadmission  anesthesia  testing 


postoperative  times  and  total  length  of  study  are  listed 
in  Table  4. 

In  addition  to  the  formal  chart  review,  40  patients 
were  contacted  by  telephone  to  discuss  the  anesthetic 
evaluation  program.  Half  of  those  contacted  had  been 
seen  in  the  preanesthetic  clinic;  the  other  half  had  un- 
dergone ambulatory  surgery  before  the  initiation  of  the 
preanesthetic  evaluation  component. 

Results 

Preoperative,  postoperative,  and  total  length  of  stay 
time  was  less  for  patients  in  the  study  group  than  for 
those  in  the  control  group  (Table  4).  The  reduced  length 
of  stay  of  elective  surgery  patients  results  in  lower  costs 
without  inconveniencing  the  patient,  estimated  cost 
savings  to  average  $66.99  per  patient. 

Operation  of  the  preanesthetic  evaluation  clinic  ef- 
fectively increases  hospital  bed  capacity  by  decreasing  the 
total  length  of  stay.  In  our  study,  the  increasing  use  of 

Table  2.  Comparison  of  Control  and  Study  Patients  in  Physical 
Status  I and  II  Undergoing  Major  Lower  Abdominal  Surgery 


Control  Group  Study  Group 


Procedure 

(No  PAAT* 

Clinic) 

(PAAT* 

Clinic) 

PSf  I PSf  II 

PSf  I 

PSf  II 

Hysterectomy 

26 

8 

12 

8 

Hernia 

0 

1 

5 

2 

Other 

10 

2 

14 

1 

Total 

36 

11 

31 

11 

Males 

2 (6%) 

2 (18%) 

7 (33%)  1 (9%) 

Females 

34  (94%) 

9 (82%) 

14  (67% 

) 10  (91%) 

Average  Age 
(years)  40.1 

47.8 

36.2 

46.3 

*Preadmission  anesthesia  testing 
(•Physical  status 
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the  ambulatory  surgery  program  was  associated  with  a 
proportional  decrease  in  hospital  bed  occupancy  (Figure). 

The  20  patients  seen  in  the  preanesthetic  evaluation 
clinic  and  subsequently  contacted  by  phone  agreed  uni- 
versally that  the  clinic  experience  had  been  useful.  Those 
20  patients  not  seen  in  the  clinic  but  contacted  by  phone 
reported  they  would  have  participated  willingly  in  the 
preanesthetic  evaluation  interview  had  it  been  available 
at  the  time  they  had  surgery. 

Discussion 

The  striking  decrease  in  duration  of  hospitalization 
for  patients  seen  in  the  preanesthetic  evaluation  clinic 
reported  here  and  earlier  by  Frost9  merits  closer  examin- 
ation. Among  physical  status  I patients  undergoing  minor 
lower  abdominal  surgery,  the  average  postoperative  stay 
prior  to  initiation  of  the  clinic  was  1.18  days,  whereas  the 
average  postoperative  stay  following  the  beginning  of  the 
clinic  was  0.29  days.  Of  the  physical  status  I patients 
undergoing  major  lower  abdominal  surgery,  the  average 
postoperative  stay  prior  to  the  inception  of  the  clinic 
was  7.19  days.  After  the  clinic  was  opened,  this  average 
was  reduced  to  4.80  days. 

It  would  be  pleasing  to  conclude  that  the  substantial 
reduction  in  length  of  hospital  stay  was  due  in  some  way 
to  the  preanesthetic  evaluation.  While  we  feel  the  pre- 
admission testing  has  had  positive  effects,  a compelling 
search  for  other  factors  influencing  the  length  of  stay 
is  in  order.  These  might  include  increased  efficiency  in 
handling  patients,  fewer  unexpected  cancellations  after 
hospital  admission,  and  perhaps  most  importantly,  sur- 
geons’ increasing  satisfaction  with  their  policy  of  early 
postoperative  discharge. 

The  dollar  savings  related  to  the  decreased  length 
of  stay  appears  to  be  real  and  contributes  meaningfully 


Table  3.  Comparison  of  Control  and  Study  Patients  — Minor 
Abdominal  Surgery 


Control  Group 

Procedure  (No  PAAT*  Clinic) 

Study  Group 
(PAAT*  Clinic) 

PSf  I 

PSf  II 

PSf  I PS 

t II 

Vasectomy 
Laparoscopy, 
dilation  and 

10 

0 

6 

0 

curettage,  and 
tubal  ligation 

52 

8 

35 

10 

Total 

62 

8 

41 

10 

Males 

10  (16%) 

0 (0%) 

6 (15%) 

0 (0%) 

Females 

52  (84%) 

8 (100%) 

35  (85%) 

10  (100%) 

Average  Age 
(years)  31.2 

39.6 

29.9 

44.3 

*Preadmission 

anesthesia 

testing. 

fPhysical  status 


to  decreased  cost  for  a given  procedure.  This  also’  calls 
for  further  review  and  study. 

Our  local  Blue  Cross  (Canton)  plan  realized  a sav- 
ings of  $177.61  per  patient  in  1977  for  the  1,195  sub- 
scribers who  used  the  program.  An  average  of  1.2  days  of 
hospitalization  is  saved  for  each  patient.  Estimated  savings 
to  Blue  Cross  subscribers  in  1977  was  $212,246. 

With  the  notable  exception  of  Medicare,  most  in- 
surance companies  have  gladly  extended  their  coverage 
to  include  services  in  the  PAAT  facility.  Medicare  will 
reimburse  the  hospital  for  costs  incurred  by  patients  un- 
dergoing outpatient  surgery,  however,  they  will  not  re- 
imburse the  hospital  for  costs  incurred  in  preadmission 


Table  4.  Average  Lengths  of  Hospital  Stay  of  Control  Study  Patients 


Head  and  Neck  Lower  Abdominal  Surgery 

Surgery  Minor  Major 


PSf  I 

PSf  I 

PSf  II 

PSf  I 

PSf  II 

Total 

CONTROL  GROUP 

Patients  without  PAAT* 

(127) 

(62) 

(8) 

(36) 

(11) 

(244) 

Average  preoperative  days 

0.35 

0.53 

0.38 

1.58 

1.27 

Average  postoperative  days 

0.76 

1.18 

1.50 

7.19 

8.00 

Average  total  days 

2.00 

2.68 

2.88 

9.72 

10.18 

3.71 

STUDY  GROUP 

Patients  through  PAAT* 

(116) 

(41) 

(10) 

(21) 

(11) 

(199) 

Average  preoperative  days 

0.10 

0.07 

0 

0.42 

0.91 

Average  postoperative  days 

0.53 

0.29 

0 

4.80 

6.00 

Average  total  days 

1.65 

1.34 

1 

6.24 

7.73 

2.37 

AVERAGE  DIFFERENCE 

-0.35 

-1.34 

-1,88 

-3.48 

-2.45 

-1.34 

*Preadmission  anesthesia  testing 
fPhysical  status 
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Curves  showing  growth  of  ambulatory  surgery  program  as  related  to  total  hospital  occupancy  and  medical  surgery  occupancy. 


anesthesia  testing  of  patients  to  be  admitted  to  the 
hospital. 

The  increasing  use  of  outpatient  surgery  apparently 
leads  to  decreased  hospital  bed  occupancy  rates  (Figure). 
If  these  vacated  beds  can  be  filled  by  patients  presently 
on  a waiting  list,  the  system  truly  is  efficient  and  waiting 
time  is  decreased.  If  no  such  waiting  list  is  available,  the 
beds  remain  empty,  the  hospital  occupancy  rate  falls,  thus, 
decreasing  dollar  inflow  to  underwrite  fixed  overhead 
expenses.  While  the  outpatient  surgery  program  and  the 
PAAT  service  appear  to-  save  individual  patients’  dollars 
and  time,  the  hospital  suffers  potentially  by  virtue  of  the 
resulting  bed  excess. 

Limited  data  on  the  patients’  charts  hampered  our 
efforts  to  identify  changes  in  the  quality  of  medical  care 
before  and  after  implementation  of  the  PAAT  com- 
ponent. We  were  unable  to  identify  significant  changes  in 
postoperative  incidence  of  fever  and  postoperative  nar- 
cotic use. 

Our  impression  was  that  few  surgical  procedures 
were  canceled  at  the  operating  room  because  of  pre- 
viously unsuspected  medical  problems.  However,  we  can- 
not document  this  suspicion  because  records  of  such  can- 
cellations are  not  kept  by  administrative  staff  for  the 
operating  room. 

Since  we  now  see  patients  well  in  advance  of  the 
scheduled  surgery,  we  can  correct  relatively  minor,  but 


potentially  serious,  problems  such  as  hypokalemia  and 
improper  suspension  of  necessary  medications.  Thus,  we 
frequently  eliminate  difficult  decisions  on  how  to  manage 
marginally  prepared  elective  surgery  patients. 

Perhaps  one  of  the  most  useful  aspects  of  the  PAAT 
evaluation  interview  is  the  opportunity  to  correct  mis- 
understanding and  ignorance  regarding  anesthesia. 

For  example,  a 30-year-old  white  man  came  to  the 
clinic  in  advance  of  an  inguinal  herniorrhaphy.  He  ap- 
peared agitated  and  concerned.  During  the  interview 
with  the  anesthesiologist,  the  patient  related  his  recollec- 
tion of  an  open-drop  ether  anesthetic  he  was  given  for  a 
tonsillectomy  at  6 years  of  age.  He  recalled  being  phy- 
sically restrained  by  attendants  during  the  ether  induc- 
tion. He  also  recalled  being  agitated,  experiencing  vivid 
dreams,  violent  nausea  and  vomiting,  retching,  gagging, 
and  a sense  of  being  suffocated.  He  recalled  being  “sick” 
for  two  days  after  the  anesthetic.  He  told  the  anesthesiol- 
ogist he  had  been  a lieutenant  in  combat  in  Vietnam, 
had  seen  and  endured  terrible  things,  but  had  never 
experienced  anything  as  bad  as  the  ether  anesthetic  he 
was  given  as  a child. 

The  anesthesiologist  explained  current  techniques  for 
inducing  anesthesia,  the  virtual  abandoment  of  diethyl 
ether  in  recent  years,  and  the  relative  safety  and  freedom 
from  nausea  and  vomiting  associated  with  current  tech- 
niques in  general  anesthesia.  He  also  explained  in  detail 
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experiences  the  patient  might  have  during  induction  and 
emergency  from  anesthesia. 

The  patient  left  the  interview  noticeably  relieved 
and  subsequently  had  an  uneventful  anesthetic  and  sur- 
gical experience. 

We  are  pleased  with  the  operation  of  the  preanes- 
thetic evaluation  service.  'With  a system  that  does  not 
massively  deplete  our  manpower  pool  and  is  not  un- 
duly burdensome  to  any  member  of  the  system,  members 
of  the  anesthesia  service  can  see  most  patients  prior  to 
the  elective  surgery.  Benefits  including  cost  savings,  time 
savings,  medical  improvements,  and  increased  patient 
satisfaction  have  been  substantiated.  Administrative  pro- 
cedures have  been  streamlined ; the  laboratory  can  process 
preoperative  specimens  along  with  the  day’s  routine 
studies,  eliminating  a disruptive  flood  of  “stat”  procedures 
the  evening  before  surgery. 

A significant  point  is  that  this  system  was  established 
in  a private  community  hospital  with  no  house  officers 
in  the  anesthesia  or  surgical  sections.  The  testing  is  done 
entirely  by  anesthesiologists  and  student  and/or  graduate 
nurse  anesthetists.  Such  a service  can  only  succeed  in  an 
enviornment  where  each  anesthesiologist  can  assume 
responsibility  willingly  for  the  preoperative  evaluation  on 
all  other  anesthesiologists’  cases.  This  project  and  others 
undertaken  in  this  setting  are  made  possible  by  the  anes- 
thesia team  approach.  When  the  routine  observation  and 
implementation  activities  can  be  carried  out  by  properly 
trained  and  supervised  assistants  (certified  registered 
nurse  anesthetists)  some  anesthesiologist  can  be  free  for 
patient  care  and  administrative  matters  other  than  surgi- 
cal anesthesia. 

Summary 

Experiences  with  an  outpatient  preanesthetic  evalu- 
ation clinic  are  described.  The  clinic  was  associated  with 


a reduced  hospital  stay  for  physical  status  I and  II  pa- 
tients undergoing  head  and  neck,  and  major  and  minor 
lower  abdominal  surgery.  In  addition,  hospital-bed-occu- 
pancy rates  were  lower,  hospital-bed  capacity  was  in- 
creased effectively,  and  savings  of  approximately  $67 
was  affected  for  each  patient  seen  in  the  clinic.  Because 
of  this  service,  both  pediatric  and  adult  patients  seem 
better  prepared  for  their  anesthetic  experience.  Generally, 
patients  express  satisfaction  with  the  new  service. 
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THE  OHIO  PAIN  AND  STRESS  TREATMENT  CENTER 


Ivon  G Podobnikar.  M D 
Founder  G Director 


Chronic  pain  ond  stress  assessment:  total  person  evaluation,  pre-admission 
screening  from  medical  and  neuropsychiatric  perspectives. 

Intensive,  multimodal  and  coordinated  treatment  for  individuals  with  chronic 
pain,  stress  and  stress-related  disorders  (e  g,  headaches,  idiopathic  hyperten- 
sion, colitis,  etc.).  Special  emphasis  given  to  chronic  neck  and  low  back  syn- 
dromes 

Treatment  conducted  on  a two-week  (90  hour)  outpatient  basis  at  the  Center 
with  six-month  follow-up. 


1 460  West  Lone  Avenue 


Columbus  Ohio  40221 


614/488-6044 
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A reminder 

ZYI.OPRIM 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drug  and  strict  attention  should  be  given  to  the 
indications  for  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 


Usage  in  Pregnancy  and  Women  of  Childbearing  Age 
Zyloprim®  (aflopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus. 


Zyloprim"  (allopurinol)  is  intended  for: 

1 treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout; 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation; 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels. 

CONTRAINDICATIONS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION.  In  some  Instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens-Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxiclty  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed.  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy, 
particularly  in  patients  with  pre-existing  liver  disease. 


PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  lunction,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
Inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performed  especially  during  the  first  few  months  of 
therapy. 


Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis. 

In  patients  receiving  Purinethol®  (mercapto- 
purine)  or  Imuran®  (azathioprine),  the  concomitant 
administration  of  300-600  mg  of  Zyloprim  per  day 
will  require  a reduction  in  dose  to  approximately 
one-third  to  one-fourth  of  the  usual  dose  of  mercap- 
iopurine  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinethol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


ADVERSE  REACTIONS: 

Dermatologic  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastrointestinal.  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  nave  led  to  irreversible  hepatotoxicity  and  death. 
Hematopoietic  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim® 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic.  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim. 
Drowsiness  has  also  been  reported  In  a few  patients. 
Ophthalmic  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  Zyloprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy.  "Toxic” 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent,  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  followed 
by  Gutman  and  Yu  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy . Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported. 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  100  and  1000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  1 00  and  500.  Unit  dose  packs  for  each 
strength  also  available. 

Complete  information  available  from  your  local  B.  W. 
Co.  Representative  or  from  Professional  Services  Depart- 
ment PML 

U.S.  Patent  No.  3,624,205  (Use  Patent) 
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Cancer  Education  Series* * 


Colorectal  Carcinoma:  Decreasing 
the  Risk  and  Dealing  With  Its 
Presence 

John  P.  Minton,  M.D.,  Ph.D. 


/CARCINOMA  of  the  colon  and  rectum  are  the  most 
common  potentially  curable  malignancies  in  the 
North  American  population.  Many  patients  are  well 
informed  about  diagnostic  procedures  and  treatment 
modalities;  but  too  many  patients  still  do  not  learn  to 
recognize,  accept,  or  concern  themselves  with  current 
information  about  risk  factors  for  the  development  of 
colorectal  carcinoma. 

Predisposing  Factors 

Patients  with  a family  history  of  colon,  rectal,  or 
other  types  of  cancer  should  be  aware  of  predisposing 
factors.  Persons  who  are  chronically  constipated  should 
try  to  establish  a habit  of  daily  bowel  movements.  Those 
who  enjoy  a large  quantity  of  meat  should  balance  their 
diets  with  generous  quantities  of  vegetables,  bran,  and 
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*The  Journal  is  pleased  to  publish  this  series  through  the 
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American  Cancer  Society,  Ohio  Division,  Inc. 


grain  roughage.  The  reason  for  this  is  based  on  the  obser- 
vation that  meat  stimulates  production  of  larger  amounts 
of  bile  acid  by  the  liver  than  do  vegetables.  These  bile 
acids  are  then  partially  metabolized  by  normally  occurring 
anaerobic  intestinal  bacteria  to  carcinogenic  molecules 
which  remain  in  the  fecal  stream  as  it  dehydrates,  coursing 
through  the  colon.  The  sigmoid  and  rectal  mucosa  of  the 
chronically  constipated  person  is  thus  overexposed  to 
carcinogens. 

The  addition  to  the  diet  of  fiber,  cellulose,  bran, 
vegetables,  and  fruits  appears  to  have  a twofold  beneficial 
action.  The  increased  bulk  increases  the  number  of  bowel 
movements  and  provides  an  adsorbing  surface  which 
isolates  the  carcinogenic  molecules  from  the  intestinal 
mucosa. 

Patients  with  predisposing  genetic  conditions  such  as 
familial  polyposis,  Gardner’s  syndrome,  or  multiple  polyps 
of  colon  require  surgical  excision  of  the  colon  to  minimize 
the  risk  of  cancer. 

Early  Warning  Signs 

Most  of  the  early  warning  signs  of  early  colonic  or 
rectal  carcinoma  are  unnoticed,  ignored,  or  mistakenly 
interpreted.  Blood  in  the  toilet  water,  on  the  stool,  or  on 
tissue,  may  never  be  noticed  unless  the  individual  is 
instructed  to  look.  Again,  although  it  may  be  seen,  no 
action  may  be  taken  by  the  patient  to  investigate  the  site 
of  bleeding.  When  the  patient  seeks  professional  advice, 
an  incomplete  examination  or  no  examination  may  be 
performed  and  the  bleeding  attributed  to  hemorrhoids 
(“internal”  hemorrhoids  if  a quick  inspection  does  not 
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show  hemorrhoidal  tags).  The  number  of  patients  under 
40  years  of  age  whom  I see  with  advanced  colon  and 
rectal  carcinoma  is  distressing.  The  phrase,  “he’s  too 
young  to  have  cancer,”  echoes  constantly  in  the  back- 
ground. My  rule  is:  Any  evidence  of  blood  from  the 
lower  gastrointestinal  tract  warrants  a digital  examination 
of  the  rectum,  a sigmoidoscopy,  a barium  enema,  and  if 
results  of  all  these  examinations  are  negative  and  bleeding 
recurs  or  persists,  a colonoscopy,  and  a complete  radio- 
graphic  examination  of  the  gastrointestinal  tract. 

Diagnosis 

Screening  tests  for  occult  blood  in  the  stool  probably 
should  be  made  annually  on  all  high-risk  patients  and 
everyone  over  40  years  old.  The  new  diagnostic  packets 
available  through  the  American  Cancer  Society  are  simple 
to  use  and  potentially  informative. 

Preparing  your  patient  for  an  operation  for  nonob- 
structing or  bleeding  lesions  involves  a mechanical  clean- 
out of  the  colon  and  use  of  antibiotics.  Nonabsorbable 
kanamycin  and  adsorbable  oral  erythromycin  cover  both 
gram-positive  and  gram-negative  bacteria.  If  they  reveal 
no  abnormalities,  the  preoperative  values  of  carcinoem- 
bryonic  antigen  (CEA)  alkaline  phosphatase  and  chest 
x-ray  films  will  provide  a clue  to  potentially  incurable 
disease. 

Pre-  and  postoperative  CEA  assay  may  be  the  single 
most  important  follow-up  tool  for  patients  with  CEA- 
producing  colon  or  rectal  cancers.  A valuable  lesson  from 
the  CEA  study  is  that  patients  may  benefit  significantly 
from  resection  of  recurrent  disease  when  the  recurrence 
is  detected  early  and  is  localized. 

Surgical  Procedure 

The  surgeon  must  perform  an  operation  for  intestinal 
tumor.  It  should  include  early  ligation  of  the  artery  and 
vein,  ligation  of  the  intestine  proximal  and  distal  to  the 
tumor,  and  wide  excision  of  any  adjacent  tissue  which 
might  be  attached  to  the  tumor  with  at  least  a 10-cm 
proximal  and  distal  margin,  and  preferably  all  the  bowel 
from  the  region  of  lymphatic  drainage. 

Elowever,  there  are  alternatives  to  the  abdomino- 
perineal operation  for  rectal  cancer.  For  small  lesions,  the 
perineal  pull-through  procedure  gives  a curative  operation 
and  a functional  anus.  In  addition,  in  the  elderly  debili- 
tated patient  with  superficial  carcinoma  of  the  rectum, 
the  extensive  cauterization  suggested  by  Madden  has  been 
effective. 

If  a solitary  metastasis  is  identified  in  the  liver,  it 
should  be  resected  at  the  initial  operation  if  it  can  be  done 
safely.  If  multiple  liver  lesions  are  present  and  there  is  no 


other  detectable  disease,  placement  of  Broviac™  catheters 
in  the  hepatic  artery  and  the  portal  vein  facilitates  admin- 
istration of  5-FU  directly  to  the  liver  bed. 

Prognosis 

In  the  long  term,  the  patient’s  chances  for  remaining 
free  of  disease  are  directly  proportional  to  the  stage  of  the 
disease.  Since  not  all  pathologists  report  their  histologic 
findings  in  exactly  the  same  way,  staging  of  the  disease 
may  be  given  by  more  than  one  classification.  In  general, 
if  only  the  mucosa  is  involved,  80%  of  the  patients  should 
survive  free  of  disease  five  or  more  years.  When  the  mus- 
cularis  is  involved,  60%  of  the  patients  will  be  free  of 
disease  at  five  years.  When  serosa  is  involved  and/or 
regional  lymph  nodes,  the  survival  rate  is  less  than  30% 
in  five  years. 

Follow-Up 

Recurrence  should  be  anticipated  and  a careful  CEA 
follow-up  examination  should  be  obtained  every  two 
months  for  at  least  24  months.  This  is  the  time  period 
during  which  two-thirds  of  the  patients  will  exhibit  recur- 
rent disease.  However,  nothing  can  replace  a thorough 
physical  examination  at  frequent  intervals.  A careful 
examination  of  the  incision,  supraclavicular  nodes,  liver, 
and  a digital  rectal  examination,  checking  for  metastasis 
to  the  cul  de  sac,  suture  line,  or  paracolonic  recurrence, 
is  mandatory  for  good  follow-up. 

Postoperative  adjuvant  chemotherapy  or  immuno- 
therapy is  still  controversial.  Several  cooperative  group 
studies  have  been  made,  and  the  data  suggests  a slight 
improvement  in  the  patients  who  receive  5-FU  compared 
with  those  who  do  not.  More  clinical  trials  and  better 
agents  need  to  be  studied. 

For  patients  with  advanced,  recurrent  colon  or  rectal 
cancer,  a variety  of  chemotherapeutic  protocols  are  avail- 
able in  national  randomized  clinical  studies  whereby  the 
patient  can  receive  the  newest  combination  of  agents  or 
the  best  current  combination  of  treatments.  The  major 
problem  for  the  physician  is  to  make  the  best  decision  as 
to  when  to  reoperate,  when  to  add  radiation  therapy,  or 
when  to  combine  all  of  these  with  chemotherapy  and/or 
immunotherapy.  To  aid  in  making  the  best  decision,  it  is 
important  to  establish  that  the  patient  has  unresectable 
cancer  in  order  to  rule  out  surgery.  If  it  has  been  estab- 
lished that  the  tumor  is  regionally  localized  but  unre- 
sectable, radiotherapy  and  chemotherapy  are  employed. 
When  the  patient  has  diffuse,  recurrent  carcinoma, 
chemotherapy  is  the  usual  form  of  treatment.  If  the 
residual  disease  is  rendered  minimal  by  any  treatment, 
then  immunotherapy  is  suggested.  ☆☆☆ 
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A regular  meeting  of  the  Council  of  the  Ohio  State 
Medical  Association  was  held  Saturday,  February  3,  and 
Sunday,  February  4,  1979  at  the  OSMA  Fleadquarters’ 
Office,  600  South  High  Street,  Columbus,  Ohio. 

Those  present  Saturday  were : All  members  of  the 
Council,  with  the  exception  of  Theodore  J.  Castele,  M.D., 
Cleveland;  Oscar  W.  Clarke,  M.D.,  Gallipolis,  Cochair- 
man of  the  Ohio  Delegation  to  the  AMA,  and  John  FI. 
Ackerman,  M.D.,  Columbus,  Ohio  Director  of  Health; 
James  E.  Pohlman,  Esq.,  Columbus,  OSMA  Eegal  Coun- 
sel; Joseph  K.  Gilmore,  Columbus,  President  of  the  Phy- 
sicians Insurance  Company  of  Ohio;  John  C.  Hartranft, 
Esq.,  Columbus,  MAI  Legal  Counsel;  Edward  A.  Lentz, 
Columbus,  President  of  Medical  Advances  Institute,  and 
all  members  of  the  staff,  with  the  exception  of  Messrs. 
Gillen,  Mulgrew,  and  Torrens. 

Those  present  Sunday  were : All  members  of  the 
Council,  with  the  exception  of  Theodore  J.  Castele,  M.D. 
and  William  Dorner,  Jr.,  M.D. ; Messrs.  Page,  Edgar, 
Campbell,  Holcomb,  Ayish,  Pennington,  and  Mrs.  Wisse, 
of  the  OSMA  Staff. 

The  minutes  of  the  December  16-17,  1978  meeting 
of  the  Council  were  approved. 

The  President  announced  the  appointment  of  the 
following  committees: 

Ad  Hoc  Committee  on  Constitution  and  Bylaws 

William  Dorner,  Jr.,  M.D.,  Chairman;  Richard  L. 
Fulton,  M.D.,  James  C.  McLarnan,  M.D.,  S.  Baird  Pfahl, 
Jr.,  M.D.,  and  Alford  C.  Diller,  M.D. 

Committee  Representing  ETniversity-Affiliated  Members 

John  R.  Beljan,  M.D.,  Chairman;  Stanley  W.  Olson, 
M.D.,  J.  Hutchison  Williams,  M.D.,  Walter  H.  Pritchard, 
M.D.,  Richard  D.  Ruppert,  M.D.,  and  Robert  S.  Daniels, 
M.D. 

Ad  Hoc  Peer  Review  Committee 

Alford  C.  Diller,  M.D.,  Chairman;  Frank  L.  Shively, 
M.D.,  and  John  L.  Zintsmaster,  M.D. 

The  President  announced  that  three  candidates  have 
declared  for  the  office  of  Secretary-Treasurer:  David  A. 
Barr,  M.D.,  C.  Edward  Pichette,  M.D.,  and  Robert  E. 
Rinderknecht,  M.D. 

ADMINISTRATION  DEPARTMENT 

Ad  Hoc  Committee  on  Constitution  & Bylaws 

The  minutes  of  the  Ad  Hoc  Committee  on  Constitu- 
tion and  Bylaws  meeting  of  February  2,  1979  were  re- 
ported by  Dr.  Dorner. 

Amendments  to  the  Association’s  Constitution  and 
Bylaws  presented  by  Dr.  Dorner  were  approved  for  pre- 
sentation to  the  1979  Plouse  of  Delegates. 


The  Council  sent  its  best  wishes  to  Dr.  Robert  R. 
Clark,  Akron,  and  wished  him  a speedy  recovery. 

FINANCIAL  AND  MEMBERSHIP  DEPARTMENT 

Membership  statistics  were  reported  by  Mrs.  Wisse. 

Committee  on  Auditing  and  Appropriations 

The  minutes  of  the  Committee  on  Auditing  and 
Appropriations  meeting  February  2,  1979,  were  presented 
by  Dr.  Williams. 

The  Council  approved  the  committee’s  recommen- 
dation to  appropriate  $1,000  to  the  Commission  on  Inter- 
professional Education  and  Practice,  and  $300  toward  the 
cosponsorship  of  three  conferences  for  athletic  coaches. 

A resolution  to  reduce  dues  for  physicians  by  50% 
during  the  first  year  of  practice  was  approved  (subject  to 
legal  counsel  review)  for  introduction  by  the  Council  at 
the  1979  House  of  Delegates. 

The  Council  adopted  a resolution  recommended  by 
the  committee  to  increase  nonresident  dues  to  $40  per 
year,  effective  January  1,  1980. 

A resolution  providing  that  physicians  who  practice 
outside  Ohio  and  are  not  eligible  for  nonresident  member- 
ship through  an  Ohio  county  medical  society,  be  eligible 
to  apply  for  direct  OSMA  nonresident  membership  was 
approved. 

The  report  as  a whole  was  adopted. 

CONTINUING  MEDICAL  EDUCATION 
DEPARTMENT 

Committee  on  Maternal  and  Neonatal  Health 

Mrs.  Dodson  presented  the  January  4,  1979  minutes 
oi  the  Committee  on  Maternal  and  Neonatal  Health. 
They  were  accepted  for  information. 

Committee  on  Education 

The  minutes  of  the  January  14,  1979  meeting  of  the 
Committee  on  Education  were  presented  by  Mrs.  Dodson, 
and  were  accepted  for  information. 

With  regard  to  CME  courses  published  in  The  Jour- 
nal, the  Council  agreed  that  such  program  be  partially 
subsidized  by  dues  funds,  as  a membership  benefit,  and 
that  there  be  a differential  between  the  fee  for  members 
and  nonmembers. 

The  Council  asked  the  AMA  Physicians  Recognition 
Award  Advisory  Committee  to  consider  for  Category  I, 
the  preparation  of  lectures  prepared  for  Category  I 
programs. 

GOVERNMENT  MEDICAL  CARE  DEPARTMENT 

Health  planning  activities  in  Ohio  were  reviewed  by 
Mr.  Pennington. 
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I-HOME  NURSING  CARE 

Recuperative  Care 

• Home  Health  Aides 

• Live-ins 

Skilled  Care 

• Registered  Nurses 

• Licensed  Practical  Nurses 


Companionship 

® Companions 
• Live-ins 


fVIEBICALy 
1 PERSONNEL 
' POOL 

“A  National  Nursing  Service” 


• Qualified  Personnel  to  Fit  Your  Schedule  and  Needs 

• Screened  — Bonded  — Insured 

• Under  Registered  Nurse  Supervision 

• 24-Hour  Service 

— Five  Ohio  Offices  — 

Columbus  Phone:  614/228-4456 

Lancaster  Phone:  614/987-0954 

Cincinnati  Phone:  513/221-0100 

Dayton  Phone:  513/228-1000 

Toledo  Phone:  419/473-1233 


When  was  the  last 
time  your  practice  gave  you 
a good  night's  sleep? 


We’re  not  talking  about  sleep  that 
comes  from  sheer  exhaustion. 

We’re  talking  about  the  kind  of 
sleep  that  comes  from  knowing  you 
practiced  medicine  today  the  way  it 
was  meant  to  be  practiced.  Of  giving 
your  patients  the  very  best  in  medical 
care.  With  no  compromises. 

And  a sleep  that  comes  from  know- 
ing you  won’t  be  spending  all  of  to- 
morrow morning  filling  out  Medicare 
insurance  forms,  or  attending  to  a 
myriad  of  other  time-consuming,  non- 
medical duties. 

But  there  is  a practice  that  offers 
an  alternative  to  the  kind  of  medicine 
you’re  now  practicing.  A practice  in 
the  U.S.  Navy. 

The  Navy  physician. 

As  a Navy  physician,  we  feel  your 
time  is  too  valuable  to  spend  on  ad- 


ministrative details.  So  they’re  kept  to 
a minimum.  Instead,  a highly  trained 
staff  of  professionals  attends  to  the 
paperwork.  The  end  result  is  that 
almost  all  your  time  can  be  spent 
practicing  medicine. 

A challenging  practice. 

You’ll  be  given  a practice  that’s  as 
varied  and  challenging  as  any  you’ll 
find  in  a civilian  setting.  You’ll  be 
treating  active  duty  personnel  as  well 
as  their  dependents  and  retired  per- 
sonnel. 

Insurance. 

A recent  Act  of  Congress  now 
makes  it  unnecessary  for  federally  em- 
ployed physicians  to  carry  high  cost 
insurance.  As  a practicing  Navy  phy- 
sician, you  will  receive  professional 
liability  protection  under  the  Federal 
Tort  Claims  Act. 


Other  benefits. 

There  are  plenty  of  other  great 
benefits  that  go  with  being  a Navy 
physician.  Good  pay — $30,000  to 
start,  more,  depending  on  youY  expe- 
rience. A family  life  with  time  for 
your  family.  Associating  with  other 
highly  motivated  physicians.  Even  30 
days’  paid  vacation  a year. 

But  the  best  way  to  get  all  the  facts 
is  to  mail  the  coupon,  or  call  the 
Medical  Recruiter,  toll-free,  1-800- 
282-1288. 


Be  the  doctor 
you  want  to  be. 
In  the  Navy. 
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Proceedings  ( continued  ) 

Ad  Hoc  Task  Force  to  Study  Tax  Credits 

The  January  20,  1979  minutes  of  the  Ad  Hoc  Task 
Force  to  Study  Tax  Credits  were  presented  by  Mr.  Pen- 
nington and  were  accepted  for  information. 

Committee  on  Cost  Effectiveness 

The  minutes  of  the  February  2,  1979  Committee  on 
Cost  Effectiveness  were  presented  by  Dr.  Pfahl  and  were 
accepted  for  information. 

DEPARTMENT  OF  ORGANIZATION  SERVICES 

Task  Force  on  Professional  Liability 

Mr.  Campbell  reported  on  the  January  31,  1979 
meeting  of  the  Task  Force  on  Professional  Liability  and 
the  minutes  were  approved. 

Recommendations  on  Resolutions  24-78  and  25-78, 
involving  the  drafting  of  a “white  paper”  and  the  solici- 
tation of  allies  for  legislative  efforts  were  approved. 

Regarding  Resolution  26-78,  the  Task  Force  state- 
ment that  the  intent  of  Resolution  26-78  is  being  imple- 
mented by  the  Task  Force  countersuit  review  program 
was  accepted. 

The  Council  asked  the  Task  Force  to  list  options 
under  the  provisions  of  Amended  Res.  28-78,  with  regard 
to  the  future  of  the  Joint  Underwriting  Authority  and 
the  Stabilization  Reserve  Fund. 

The  report  as  a whole  was  accepted  for  information. 

Physicians  Life  Insurance  Company  of  Ohio 

Mr.  Campbell  and  Mr.  Gilmore  presented  the  follow- 
ing information: 

The  dividend  payable  to  OSMA  Group  Term  Life 
Insurance  certificate  holders  under  Union  Central  Life 
Insurance  contracts  G2700,  G2700A,  G2701,  G4196  for 
the  period  of  September  1,  1977  to  August  31,  1978  is 
estimated  to  be  $350,000.  The  $350,000  dividend  would 
normally  be  applied  to  reduce  the  individual  semi-annual 
premium  due  March  1,  1979.  The  Union  Central  Life 
Insurance  Company  contract  with  OSMA  was  terminated 
effective  August  31,  1978,  in  favor  of  a new  contract  with 
Physicians  Life  Insurance  Company  of  Ohio.  Linion 
Central  has  decided  to  withhold  the  $350,000  dividend 
payment  until  September  1,  1979.  Since  this  action  by 
Union  Central  would  otherwise  preclude  distribution  of 
a dividend  applicable  to  the  March  1,  1979  semi-annual 
premium  payments  due  by  OSMA  certificate  holders,  the 
OSMA  Council  adopted  the  following  resolution : 

WHEREAS,  this  Council  deems  it  advisable  and 
necessary  for  OSMA  to  borrow  the  sum  of  $350,000 
from  PICO  Life  Insurance  Company  pursuant  to  the 
terms  of  the  Loan  Agreement  and  Promissory  Note 
presented  to  this  meeting; 

NOW  THEREFORE,  BE  IT  RESOLVED,  that 
the  President  of  the  OSMA  is  hereby  authorized  to 
execute  and  deliver  said  Loan  Agreement  and  Promis- 
sory Note  in  the  forms  presented  to  this  meeting,  with 
such  changes  therein  as  shall  be  approved  by  the 
officer  executing  the  same  and  the  execution  thereof 
shall  constitute  conclusive  evidence  of  his  approval  of 
such  change. 


RESOLVED  FURTHER,  that  any  officer  of 
OSMA  be,  and  is  hereby  authorized  and  directed,  in 
the  name  and  on  behalf  of  OSMA  or  otherwise,  to 
execute  all  such  instruments,  documents,  consents  and 
certificates  and  take  all  such  further  and  other  action 
in  connection  with  the  resolutions  hereinabove  adopted 
as  he  may  deem  necessary,  advisable  or  proper  to 
effectuate  the  intent  and  purposes  of  these  resolutions. 

The  Council  commended  Dr.  Dorner  for  his  article, 
“Physicians  Insurance  Company  of  Ohio  ‘Alive  and 
Well’  ” appearing  in  the  Bulletin  of  the  Summit  County 
Medical  Society,  for  February  1979. 

DEPARTMENT  OF  HEALTH  EDUCATION 

Committee  on  Health  Manpower 

Mr.  Clinger  discussed  the  January  11,  1979  meeting 
of  the  Committee  on  Health  Manpower  and  indicated 
that  a full  report  will  be  presented  to  the  Council  follow- 
ing the  March  1,  1979  meeting  of  the  Committee. 

The  Council  asked  that  professional  consultation  be 
obtained  from  Dr.  Roger  Blackwell  on  the  health  man- 
power issue,  involving  “midlevel  practice.” 

The  officers  were  authorized  to  proceed  with  any 
policy  decisions  on  Physicians  Assistants  in  the  interim 
before  the  next  Council  meeting  including  the  hearings 
to  be  held  by  the  Ohio  State  Medical  Board  on  March 
14,  1979. 

Joint  Advisory  Committee  on  Special  Education 

Minutes  of  the  Joint  Advisory  Committee  on  Special 
Education  meeting  of  January  18,  1979  were  presented 
by  Mr.  Clinger  and  were  accepted  for  information. 

Dr.  Wells  and  Mr.  Clinger  reported  on  the  first 
conference  committee  meeting  with  the  Ohio  State 
Nurses  Association  on  January  24,  1979.  The  report  was 
received  for  information. 

DEPARTMENT  OF  FEDERAL  LEGISLATION 
AND  PUBLIC  POLICY 

Mr.  Edgar  reviewed  new  House  Committee  organi- 
zation. 

The  Council  voted  the  following  action  on  proposed 

bills: 

Amendments  to  the  Federal  Administrative  Proce- 
dure Act  to  assure  a more  equitable  notice  of  regulatory 
activity,  more  reasonable  time  for  comment,  to  require 
the  rule-making  agency  to  give  its  rationale  for  denying 
or  substantially  modifying  proposals  made  by  parties  sub- 
ject to  the  regulatory  process,  and  to  require  that  oppor- 
tunity for  further  comment  be  given  upon  republication 
of  the  modified  proposed  rules.  POSITION : Active  sup- 
port. 

Economic  Impact  Analyses  for  Rules  and  Regula- 
tions Published  in  the  Federal  Register,  a bill  to  require 
detailed  analysis  and  economic  impact  statement,  etc., 
for  all  rules  and  regulations,  including  costs  of  implement- 
ing, monitoring  and  enforcement  of  all  rules  published  in 
the  Federal  Register.  POSITION:  Support. 

Reimbursement  of  Litigation  Costs  for  Parties  Who 

(continued  on  next  page) 
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Prevail  in  Actions  Before  Administrative  Agencies — bill 
would  require  administrative  agencies  to  reimburse  vic- 
torious defendants  for  reimbursement  of  attorney’s  fees 
and  other  costs  directly  related  to  defense  of  the  action. 
Agencies  would  be  required  to  establish  a reserve  fund  to 
insure  payment  of  costs  to  prevailing  parties.  POSITION: 
Active  support. 

Child  Immunization  Programs:  Bill  would  increase 
federal  matching  funds  to  states  that  enact  or  have 
enacted  mandatory  child  immunization  programs.  POSI- 
TION: No  objection. 

Data  Collection  Amendments:  Bill  would  amend 
Public  Health  Service  Act  pertaining  to  data  collection  on 
health  manpower  by  deleting  authority  of  HEW  Secre- 
tary to  collect  “practice  characteristics”  of  practitioners, 
by  deleting  physicians  and  dentists  as  a special  class  from 
whom  data  are  collected  and  by  prohibiting  HEW  col- 
lection of  identifiable  information.  POSITION:  Active 
support. 

Bill  to  require  labeling  of  Rx  containers  to  aid 

medical  personnel  in  event  of  medical  emergency,  at  the 
same  time  recognizing  certain  instances  where  labeling  is 
not  in  best  interest  of  patient  and  physician  could,  there- 
fore, indicate  no  labeling.  POSITION:  No  objection. 


Amendments  to  Food,  Drug  and  Cosmetic  Act  to 

( 1 ) provide  preapproval  marketing  agreement  to  put  new 
drug  into  physician’s  practice  to  provide  larger  data  base 
and  expedite  field  tests,  (2)  establish  more  expeditious 
investigational  new  drug  protocol  agreement  between 
FDA  and  drug  sponsor,  (3)  fix  deadlines  for  FDA  review 
of  NDA’s  (4)  authorize  a drug  sponsor  to  request  inde- 
pendent review  of  scientific  basis  of  adverse  FDA  decision 
with  review  to  be  done  by  National  Academy  of  Sciences 
Select  Committee  which  would  send  its  recommendations 
to  FDA,  (5)  recognize  “well-controlled”  foreign  clinical 
investigations,  (6)  strengthen  ban  against  giving  false 
data  to  FDA,  (7)  require  labeling  of  name,  quantity,  and 
strength  of  drug  on  label  and  a new  patient  information 
leaflet  which  a physician  would  give  a patient  at  his/her 
discretion,  (8)  provide  alternative  procedure  for  suspend- 
ing NDA  whereby  manufacturer  would  have  an  expedited 
hearing  before  suspension.  POSITION:  Support. 

Three  bills  to  preserve  confidentiality  of  PSRO 
records  from  Freedom  of  Information  Act  inquiry.  POSI- 
TION: Active  support. 

Amend  Title  XIX  to  provide  physician  his  option  to 
bill  directly  Medicaid  patients  as  provided  under  Title 
XVIII.  POSITION:  Support. 

Delete  Medicare  requirement  that  patient  must  be 
hospitalized  before  admission  to  skilled  nursing  facility  in 
order  to  be  reimbursed.  POSITION : Support. 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 
Nicin 


CAPSULES 


A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 


Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  ...100  mg. 

Ascorbic  Acid  - 100  mg.  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  50  mg.  • Niacinamide  5 mg. 

Riboflavin  2 mg.  • Pyridoxine  HCI  3 mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator: 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS:  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 


Write  tor  literature  and  samples  . . . 
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Amend  Social  Security  Act  to  remove  requirement 

that  prevailing  charge  levels  be  based  on  “economic 
index”  and  75th  percentile  and  requiring  in  lieu  thereof 
that  the  data  base  on  which  such  charges  are  computed 
be  updated  every  six  months  of  the  current  year.  POSI- 
TION : Support. 

Repeal  Section  227  of  P.L.  92-603  (Medicare), 
which  treats  services  of  teaching  physicians  as  Part  A 
service  and  defines  their  services  as  reimbursable  as  part 
of  reasonable  costs  to  hospital.  POSITION:  Active 

support. 

Amend  Social  Security  Act  (Medicare)  to  provide 
physician  reimbursement  for  services  by  his  “extender”  if 
services  are  provided  under  MD’s  supervision  and  direc- 
tion and  if  the  physician  has  an  unrestricted  license,  and 
further  repeals  section  that  allows  HEW  Secretary  to 
ignore  state  law  and  regulation  of  physician  extenders  in 
rural  and  inner  city  clinics.  POSITION:  Support. 

Amend  Social  Security  Act  (Disability  Benefits)  to 
authorize  SSA  to  pay  for  costs  of  physical  examinations 
for  applicant  seeking  to  qualify  for  benefits.  Present  law 
requires  applicant  to  bear  costs.  POSITION : Neutral. 

Establish  Office  of  Rural  Health  in  Department  of 
HEW  to  promote  development  and  demonstration  of  rural 
health  care  delivery  models  and  components,  and  estab- 
lish a Rural  Health  Care  Advisory  Committee  to  advise 


the  director  of  the  Office.  POSITION : Inventory  of 
existing  governmental  and  nongovernmental  rural  pro- 
grams and  activities  programs  at  federal,  state,  and  local 
levels  should  be  carried  out  and  results  evaluated  to 
determine  if  another  federal  agency  is  necessary. 

RVS:  Amendments  (two  bills)  to  Sherman  Anti- 
Trust  Act  and  to  SSA  (Title  XVIII)  to  allow  develop- 
ment of  an  individual  use  of  relative  value  studies  and  to 
permit  Secretary  of  HEW  to  use  RVS’s  of  state  or  na- 
tional private  nonprofit  medical  organizations  in  deter- 
mining reasonable  charges  under  Title  XVIII.  POSI- 
TION : Active  support. 

A bill  to  permit  physicians  to  qualify  more  readily 
and  more  equitably  for  SSA  cash  benefits  by  dropping 
from  that  computation  those  years  prior  to  the  date 
(1965)  of  inclusion  of  physicians  under  the  SSA.  PO- 
SITION: Support. 

A bill  to  make  eligible  for  the  special  bonus  pay  for 
physicians  in  the  armed  services  those  physicians  who 
were  in  service  prior  to  enactment  of  the  law,  which 
excluded  them  from  the  bonus,  and  to  provide  for  reduc- 
tion of  incentive  pay  pro  rata  where  past  federal  benefits 
were  received  by  the  individual.  POSITION : Support. 

In  regard  to  other  legislation,  H.R.  1 would  provide 
that  federal  tax  dollars  be  used  to  subsidize  Congressional 
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COLD  FEET 

LEG  CRAMPS 

TINNITUS 

DISCOMFORT 
ON  STANDING 


LIPO-NICIN 

A PERIP  IERAL  VASODILATOR 


A \ 


IMMEDIATE  ' GRADUAL 


nicotinic  acid  therapy 


IMMEDIATE  RELEASE 


LIPO-NICIN/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid 100  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-l)  . . 25  mg. 

Riboflavin  (B-2)  2 mg. 


Pyridoxine  HCL  (B-6)  10  mg. 

DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 
1000. 


LIPO-NICIN/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (B-l)  25  mg. 

Riboflavin  (B-2)  2 mg. 


Pyridoxine  HCL  (B-6)  10  mg. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500, 
1000. 


GRADUAL 

RELEASE 


LIPO-NICIN/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCL  (H-l)  25  mg. 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCL  (B-6)  10  mg. 


In  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodilator  in  the  symp- 
toms of  cold  feet,  leg  cramps,  dizziness,  memory 
loss  or  tinnitus  when  associated  with  impaired 
peripheral  circulation.  Also  provides  concomitant 
administration  of  the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow  each  dose  of  LIPO- 
NICIN  100  mg.  or  250  mg.  is  one  of  the  thera- 
peutic effects  that  often  produce  psychological 
benefits  to  the  patient.  Side  Effects:  Transient 
flushing  and  feeling  of  warmth  seldom  require  dis- 
continuation of  the  drug.  Transient  headache,  itch- 
ing and  tingling,  skin  rash,  allergies  and  gastric 
disturbance  may  occur.  Contraindications:  Patients 
with  known  idiosyncrasy  to  nicotinic  acid  or  other 
components  of  the  drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with  glaucoma,  severe 
diabetes,  impaired  liver  function,  peptic  ulcers, 
and  arterial  bleeding. 


THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  Sixth  Street,  Los  Angeles,  California  90057 
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elections.  POSITION : Active  opposition. 

DEPARTMENT  OF  STATE  LEGISLATION 

State  legislation  was  discussed  by  Mr.  Ayish.  He 
reviewed  committee  appointments  for  the  new  General 
Assembly. 

The  following  proposals  were  considered : 

H.B.  16,  to  permit  physicans’  assistants  to  be  hired 
by  institutions  and  to  remove  physicians’  on-site  super- 
vision. POSITION : Active  opposition  in  present  form. 

H.B.  10,  to  consolidate  health  districts.  POSITION: 
Support. 

H.B.  158,  to  permit  optometrists  to  use  “diagnostic 
drugs.”  POSITION : Reaffirm  opposition. 

H.B.  162,  to  permit  practice  of  acupuncture  by  those 
licensed  in  other  states  to  practice  acupuncture  and  by 
chiropractors.  POSITION : Opposed — referred  to  Com- 
mittee on  Health  Manpower. 

H.B.  14,  mandatory  offering  of  Pap  smear  repeal. 
Support  mandated  by  House  of  Delegates,  Resolution 
65-77. 

The  Council  reaffirmed  opposition  to  elimination  of 
hospital  based  nursing  schools. 

Five  proposals  permitting  physical  therapists  to  act 
as  independent  practitioners  were  referred  to  the  Com- 
mittee on  Health  Manpower. 

The  Council  approved  a subcommittee  to  study 
Nursing  Home  Commission  Bills. 

COUNCILOR  REPORTS 

The  Councilors  reported  on  activities  in  their  respec- 
tive districts. 

OHIO  DIRECTOR  OF  HEALTH 

Dr.  Ackerman  reported  on  the  success  of  the  immu- 
nization campaign  in  Ohio  schools,  with  97%  of  eligible 
students  immunized. 

The  Council  voted  to  commend  the  Ohio  Depart- 
ment of  Health  and  its  Director  on  the  success  of  this 
program. 

The  Council  authorized  the  President  and  the  Exec- 
utive Director  to  meet  with  Governor  Rhodes’  staff  with 
regard  to  obtaining  adjustments  in  administrative  salaries 
in  the  Ohio  Department  of  Health. 

CLOSED  SESSION 

The  Council  met  in  closed  session,  then  reconvened 
in  regular  session. 

Communications  by  Legal  Counsel  with  the  Attorney 
General’s  Office  were  reviewed  and  approved. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

ATTEST:  Hart  F.  Page,  CAE 
Executive  Director 
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Librax* 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2.5  mg  clidinium  Br. 


Please  consult  complete  prescribing  information,  a sum- 
mary of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the  Na- 
tional Academy  of  Sciences — National  Research  Coun- 
cil and/or  other  information,  FDA  has  classified  the  in- 
dications as  follows: 

“Possibly"  effective:  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer  and  in  the  treatment  of  the  irritable 
bowel  syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Glaucoma:  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HCI  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants,  and  against  hazard- 
ous occupations  requiring  complete  mental  alertness  (e  g., 
operating  machinery,  driving),  Physical  and  psychological 
dependence  rarely  reported  on  recommended  doses,  but  use 
caution  in  administering  Librium®  (chlordiazepoxide  HCI)  to 
known  addiction-prone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms  (including  convulsions) 
reported  following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  dur- 
ing first  trimester  should  almost  always  be  avoided 
because  of  increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting  therapy. 
Advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  small- 
est effective  amount  to  preclude  ataxia,  oversedation,  confu- 
sion (no  more  than  2 capsules/day  initially;  increase  gradually 
as  needed  and  tolerated),  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  pharmacology  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors, 
phenothiazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical  reactions  re- 
ported in  psychiatric  patients.  Employ  usual  precautions  in 
treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarety  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax.  When 
chlordiazepoxide  HCI  is  used  alone,  drowsiness,  ataxia,  con- 
fusion may  occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment,  but  also 
occasionally  observed  at  lower  dosage  ranges,  Syncope  re- 
ported in  a few  instances.  Also  encountered:  isolated  in- 
stances of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns may  appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice,  hepatic  dys- 
function reported  occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function  tests  advis- 
able during  protracted  therapy.  Adverse  effects  reported  with 
Librax  typical  of  anticholinergic  agents,  i.e. , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation,  Constipation 
has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 
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Obituaries 


BETSY  BLACKMORE  (DEW),  M.D.,  Columbus, 
The  Ohio  State  University  College  of  Medicine,  1943; 
age  61;  died  January  9,  1979;  member  OSMA  and 
AMA. 

WILLIAM  CREADON,  M.D.,  Cleveland,  St.  Louis 
University  School  of  Medicine,  1928;  age  76;  died  De- 
cember 18,  1978. 

LOUIS  R.  EFFLER,  M.D.,  Toledo,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons,  New  York, 
1913;  age  90;  died  December  24,  1978. 

FRANCIS  GAMBREL,  M.D.,  Youngstown,  St. 
Louis  University  School  of  Medicine,  1942;  age  63;  died 
December  25,  1978;  member  OSMA  and  AMA. 

EDWARD  LOVICH,  M.D.,  Wooster,  Orvosi  Fakul- 
tas  Pecsi  Tudomanyegyetem,  Pecs,  Hungary,  1933;  age 
74;  died  September  20,  1977;  member  OSMA  and  AMA. 

WIGDOR  MARKIEWICZ,  M.D.,  Cleveland,  Har- 
kov Medical  Institute,  Harkov,  USSR,  1941;  age  59; 
died  December  1978;  member  OSMA  and  AMA. 

GAIL  E.  MILLER,  M.D.,  Lima,  The  Ohio  State 
University  College  of  Medicine,  1916;  age  87;  died  Jan- 
uary 1979;  member  OSMA  and  AMA. 

JOHN  FLEEK  MILLER,  M.D.,  Granville,  Harvard 
Medical  School,  Boston,  1930;  age  75;  died  January  2, 
1979;  member  OSMA  and  AMA. 

C.  E.  MULLIGAN,  M.D.,  Cleveland,  Case  Western 
Reserve  University  School  of  Medicine,  1920;  age  83; 
died  December  28,  1978. 

WERNER  SCHMIESING,  M.D.,  Minster,  Milwau- 
kee Medical  College,  Wisconsin,  1943;  age  66;  died  Jan- 
uary 2,  1979;  member  OSMA  and  AMA. 

HARRY  J.  SHAVER,  M.D.,  Columbus,  The  Ohio 
State  University  College  of  Medicine,  1958;  age  49;  died 
January  3,  1979. 

LEWIS  S.  SHENSA,  M.D.,  Youngstown,  The  Ohio 
State  University  College  of  Medicine,  1934;  age  71;  died 
December  26,  1978;  member  OSMA  and  AMA. 

KENNETH  P.  TURNER,  M.D.,  Logan,  The  Ohio 
State  University  College  of  Medicine,  1967;  age  37;  died 
December  28,  1978. 

IRA  B.  WINGER,  M.D.,  Toledo,  Jefferson  Medi- 
cal College  of  Philadelphia,  1921;  age  83;  died  December 
29,  1978;  member  OSMA  and  AMA. 
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TABLETS:  500  mg,  250  mg,  and  125  mg 


The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

The  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 

© 1978  The  Upiohn  Company 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*The  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 


Motrin 400 rra 

ibuprofen,  Upjohn 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 
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The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 


Motrin 400 rnq 

ibuprofen,Upphn  ^ 


Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogemc 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarm  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*  epigastric  pain*, 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central 
Nervous  System:  Dizziness*,  headache,  nervousness  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t i d.  or  q.i.d.  Do 
not  exceed  2400  mg  per  day. 

How  Supplied 

Motrin  Tablets.  300  mg  (white) 

Bottles  of  60 
Bottles  of  500 

Motrin  Tablets.  400  mg  (orange) 

Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 
Caution:  Federal  law  prohibits  dispensing  without  prescription, 

NIM-3 
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National  News  (' continued  from  page  119) 

Suit  Against  Blues  in  Chicago 

Two  patients  and  a physician  have  filed  suit 
against  the  Chicago-area  Blue  Cross-Blue  Shield  Plan. 
The  suit  stems  from  the  Plan’s  retroactive  denial  of 
reimbursement  for  medical  care  it  deemed  “medically 
unnecessary.”  In  the  class-action  lawsuit,  the  physician 
noted  that  the  claim  denials  interfere  with  a doctor’s 
authority  to  order  what  he/she  considers  needed  treat- 
ment for  a patient.  The  suit  could  force  Blue  Cross-Blue 
Shield  to  pay  as  much  as  $18  million  in  previously 
denied  reimbursements. 


Athletic  Injury  Registry 
Located  in  Philadelphia 

The  National  Athletic  Head  and  Neck  Injury  Regis- 
try now  is  located  at  the  University  of  Pennsylvania 
Sports  Medicine  Center,  Philadelphia.  The  Registry 
has  as  its  purpose  the  documentation  of  serious  head 
and  neck  injuries  occurring  in  all  recreation  and  com- 
petitive athletic  activities.  It  solicits  information  regard- 
ing head  and  neck  injuries  sustained  as  a result  of  any 
sporting  activity  and  that  require  hospitalization  for 
more  than  72  hours,  require  surgical  intervention,  involve 
a fracture  and/or  dislocation,  or  result  in  permanent 
paralysis  or  death.  In  addition,  brachial  plexus  neuro- 
praxia  and  axonotmeses  are  to  be  documented. 

All  information  will  be  held  in  the  strictest  con- 
fidence and  should  include  the  name  of  the  individual, 
his/her  school,  home  address,  name  of  attending  physi- 
cian, and  diagnosis,  if  known.  Correspondence  should 
be  addressed  to:  National  Athletic  Head  and  Neck  In- 
jury Registry,  University  of  Pennsylvania  Sports  Medical 
Center,  3400  Spruce  St.,  Philadelphia,  Pennsylvania 
19104. 

AM  A President  Notes  Value 
of  AMA  to  Every  Physician 

Editor’s  Note:  The  following  commentary  by  Tom  E.  Nesbit, 
M.D.,  President  of  the  American  Medical  Association,  appeared 
in  the  Hampden  District  Medical  Society  (Massachusetts) 
Hippocrat. — L.A.P. 

In  my  travels,  I am  frequently  asked  variations  of  the 
same  question,  “What  has  the  AMA  done  for  me  lately?”, 
by  disgruntled  physicians  who  often  single  out  our  re- 
sponses to  government  involvement. 

So  I tell  them  what  the  AMA  is  doing,  in  the  Con- 
gress and  the  courthouse,  to  prevent  arbitrary  government 
intervention,  and  to  preserve  the  superb,  healing  quality 
of  American  medical  education  and  practice. 

Then  I turn  the  tables.  I ask  the  physician,  “What 
have  you  done  lately  for  the  AMA,  and  for  American 
medicine?”  I think  the  question  is  a fair  one,  and  deserves 
a fair  answer.  Because  as  physicians,  we  have  responsi- 


Upjohn 
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bilities,  as  well  as  rights.  And  the  best  way  to  defend  the 
latter  is  to  fulfill  the  former,  particularly  our  respon- 
sibilities in  the  socioeconomic  and  political  dimensions  of 
medical  care. 

And  this  fulfillment,  in  turn,  can  be  best  achieved 
through  the  support  of  every  physician  at  every  level  of 
this  federation  of  ours,  including  the  national  level.  The 
AMA  deserves  support. 

I believe  that  each  physician  who  graduates  from  a 
U.S.  medical  school  owes  a great  debt  to  the  AMA,  which 
played  (and  continues  to  play)  a leading  role  in  making 
our  medical  schools  the  finest  in  the  world. 

I believe  that  each  physician  privileged  to  practice 
in  this  country  owes  a great  debt  to  the  AMA,  which  has 
long  guarded  (and  continues  to  guard)  those  opportu- 
nities for  medical  freedom  and  creativity  found  nowhere 
else  in  the  world. 

Finally,  I believe  that  each  physician  who  fails  to 
support  the  AMA  is  failing  to  live  up  to  those  traditions 
and  principles  upon  which  the  past,  present,  and  ulti- 
mately the  future,  of  American  medicine  rest. 

Such  physicians,  the  “free  riders”  of  medicine,  might 
heed  the  words  of  the  late  Adlai  E.  Stevenson,  the  Ameri- 
can attorney  and  diplomat,  who  said,  . . it  is  often 
easier  to  fight  for  principles  than  to  live  up  to  them.” 

Clinical  Pathologists  Sponsor 
Medical  Photography  Contest 

The  American  Society  of  Clinical  Pathologists  has 
announced  its  first  annual  medical  photography  compe- 
tition, which  is  open  to  anyone  in  the  medical/health 
care  field  interested  in  scientific  photography.  Winners 
will  be  selected  in  each  of  three  categories:  Gross,  Micro- 
scopic, and  Electron  Microscopic.  Cash  prizes  will  be 
awarded  to  the  top  three  entries  in  each  category.  Judg- 
ing will  be  based  on  informational  content,  composition, 
color  balance,  color  contrast,  origina'ity.  Winning  en- 
tries become  the  property  of  the  Society.  Rules  of  the 
competition  and  entry  forms  are  available  from:  Ameri- 
can Society  of  Clinical  Pathologists,  First  Annual  Med- 
ical Awards  Competition,  2100  W.  Harrison  St.,  Chicago, 
Illinois  60612.  Entry  deadline  is  June  1,  1979. 

Committee  for  Responsible 
Health  Care  Established  in  D.C. 

A special  committee  of  distinguished  Americans 
has  been  created  to  provide  nonpartisan  and  objective 
information  to  the  American  public  on  matters  affect- 
ing the  direction  of  health  care  in  the  TTited  States. 
Under  the  chairmanship  of  Admiral  Elmo  R.  Zumwalt, 
Jr,,  former  Chief  of  Naval  Operations,  the  Committee 
for  Responsible  Health  Care  has  charged  itself  with  the 
responsibility  to  use  the  expertise  of  its  members  and 
professional  consultants  to  analyze  proposals  which 
might  call  for  changes  in  the  health  care  systems,  and 
to  disseminate  such  analyses  to  the  American  public  so 
that  individuals  may  play  a more  knowledgeable  role  in 


the  decision-making  processes  which  lead  to  these  pro- 
grams. 

Founders  of  the  committee  are  Michael  E.  DeBakey, 
M.D.,  President,  Baylor  University  School  of  Medicine; 
William  E.  Simon  and  Robert  B.  Anderson,  former  Sec- 
retaries of  the  Treasury;  William  J.  Casey,  Esq.,  former 
President,  Import-Export  Bank;  and  Admiral  Zumwalt. 

According  to  Admiral  Zumwalt: 

The  rapid  rise  in  health  care  costs  in  recent  years  clearly 
has  created  pressures  for  substantial  and  necessary  changes  in 
the  nation’s  health  care  system. 

Unless  carefully  thought  through  and  carried  out,  these 
changes  could  jeopardize  the  remarkable,  complementary  contri- 
butions that  government,  health  care  professionals,  and  the 
private  sector  generally  have  made  to  the  nation’s  health  through 
their  traditional  roles  in  the  American  health  care  system. 

We  believe  that  a forum  for  balanced,  objective  ap- 
praisal of  proposals  for  changing  the  American  health  care  sys- 
tem is  needed.  The  Committee  will  serve  as  that  forum. 

The  Committee  for  Responsible  Health  Care  is 
located  at  818  Connecticut  Ave.,  N.W.,  Washington, 
D.C.  20006. 

Fee  Increases  Within  Carter  Limit 

According  to  the  American  Medical  Association,  the 
rate  of  increase  in  physicians’  fees  in  1979  is  expected  to 
be  near  the  percentage  limit  recommended  in  the  Carter 
Administration’s  revised  voluntary  wage-price  guidelines. 
They  noted  that  the  physician  service  component  of  the 
Consumer  Price  Index  has  been  decreasing  over  the  past 
several  years.  In  December,  the  Council  on  Wage  and 
Price  Stability  asked  that  a 6.5%  limit  be  placed  on  aver- 
age increase  in  fees  charged  by  physicians  and  other 
professionals  who  bill  on  a fee-for-service  basis. 

Stipends  Available  for 
Summer  Humanities  Seminars 

The  National  Endowment  for  the  Humanities  has 
announced  details  of  its  1979  Summer  Humanities 
Seminars  for  physicians,  nurses,  and  other  health  care 
professionals.  This  program  offers  a month  of  full-time 
study  in  seminars  directed  by  distinguished  philosophers, 
historians,  scientists,  ethicists,  and  other  scholars  at 
selected  colleges  and  universities  throughout  the  country. 
Three  professional  seminars  are  open  only  to  physicians, 
nurses,  and  other  health  care  professionals  and  members 
of  other  professions  outside  of  teaching. 

The  professional  seminar  include:  “Profession  in 
Crisis:  Historical  Perspectives  on  Current  Criticisms  of 
Medicine”  (August  6-31);  “Man,  Nature,  and  Morality: 
An  Enquiry  into  Some  Basic  Questions”  (July  2-27); 
and  “Individual  Rights  and  the  Public  Good  in  Medical 
Treatment”  (July  9 - August  3).  The  interprofessional 
seminars  are  entitled:  “Religion  in  Contemporary  Ameri- 
ca: The  Influence  of  Current  Religious  Movements  on 
Values  and  Institutions”  (June  19  - July  13);  “The  Crisis 
of  Western  Culture  and  Its  Critics”  (July  23  - August 

(continued  on  page  164) 
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Dyazide 

Each  capsule  contains  50  mg.  of  Dyrenium®  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 

Makes  Sense  in 


Contraindications:  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing 
elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 
Warnings:  Do  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired.  If  supple- 
mentary potassium  is  needed,  potassium  tablets  should 
not  be  used  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities.  It  is  more  likely  in 
the  severely  ill,  with  urine  volume  less  than  one  liter/day, 
the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K+  levels  should 
be  determined  If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K+  intake.  Associated  widened 
QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk.  If  their  use  is 
essential,  the  patient  should  stop  nursing  Adequate 
information  on  use  in  children  is  not  available 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting  exces- 
sively or  receiving  parenteral  fluids).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency  Watch  for  signs 
of  impending  coma  in  severe  liver  disease  If  spiro- 
nolactone is  used  concomitantly,  determine  serum  K+ 
frequently,  both  can  cause  K+  retention  and  elevated 
serum  K+  Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one,  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia. agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides.  Triamterene  is  a weak  folic 
acid  antagonist.  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly.  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients  The  following  may  occur: 
transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide'  interferes 
with  fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness, headache,  dry  mouth;  anaphylaxis,  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  condi- 
tions; nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 


SK&F  CO. 

a SmilhKIme  company 

Carolina,  P R 00630 


Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  PDF)  A brief  summary 
follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  If  this  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management  Treat- 
ment of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient 
warrant 
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Colleagues  in  the  News 


PAUL  BAEHREN,  M.D.,  Toledo,  received  a Dis- 
tinguished Service  Award  from  the  Health  Planning 
Association  of  Northwest  Ohio.  He  was  honored  for 
providing  leadership  in  health  planning  and  for  chairing 
the  End-Stage  Renal  Disease  Task  Force. 

PHILLIP  L.  BAILIN,  M.D.,  Shaker  Heights,  has 
been  appointed  to  the  Board  of  Directors  of  the  Cleve- 
land Dermatological  Society.  Dr.  Bailin  is  head  of  the 
Department  of  Dermatology  of  the  Cleveland  Clinic. 

EVERETT  B.  BAKER,  M.D.,  is  the  Director  of  the 
newly  established  Department  of  Emergency  Service  at 
Mt.  Sinai  Hospital,  Cleveland.  Dr.  Baker  is  a diplomate 
of  the  American  Board  of  Surgery  and  a charter  mem- 
ber of  the  American  College  of  Emergency  Physicians. 

HERBERT  S.  BELL,  M.D.,  Cleveland,  has  been 
elected  Chief  of  the  Medical  Staff  at  Huron  Road  Hos- 
pital, Cleveland.  Dr.  Bell  has  served  as  Chief  of  the 
Division  of  Neurological  Surgery  since  1974,  and  suc- 
ceeds PHILIP  KAZDAN,  M.D.  as  Chief  of  the  Medi- 
cal Staff.  Other  members  of  the  Executive  Committee 
include:  JOHN  POULOS,  M.D.,  vice  president;  WIL- 
LIAM FALLER,  M.D.,  secretary;  and  ROLAND 
CARLSON,  M.D  .,  treasurer. 

WILMA  F.  BERGFELD,  M.D.,  Cleveland,  has  been 
elected  President  of  the  Cleveland  Dermatological  Soci- 
ety. Dr.  Bergfeld  has  been  a member  of  the  medical 
staff  of  the  Cleveland  Clinic  since  1969. 

ROBERT  L.  HAZELRIGG,  M.D.,  Toledo,  has  been 
certified  in  neurology  by  the  American  Board  of  Psy- 
chiatry and  Neurology.  In  addition,  he  was  elected  to 
membership  in  the  American  Epilepsy  Society,  American 
Electroencephalographic  Society,  and  American  Medical 
Electroencephalographic  Association. 

ROBERT  A.  LIEBELT,  M.D.,  has  been  appointed 
Provost  of  Northeastern  Ohio  Universities  College  of 
Medicine.  Dr.  Liebelt  will  retain  his  title  of  dean  while 
also  being  the  chief  executive  officer  of  the  College  of 
Medicine.  He  has  served  as  dean  since  1974.  Dr.  Liebelt 
succeeds  STANLEY  W.  OLSON,  M.D.,  who  served  as 
provost  from  the  inception  of  NEOUCOM  since  its 
inception.  Although  Dr.  Olson  has  retired,  he  will 
serve  as  consultant  to  Dr.  Liebelt. 


FRANK  H.  MAYFIELD,  M.D.,  Cincinnati,  is  the 
“Honored  Guest”  of  the  Congress  of  Neurological  Sur- 
geons for  1979,  and  will  be  so  recognized  at  their  annual 
meeting  in  October.  Dr.  Mayfield,  who  is  being  honored 
for  his  contributions  as  a leader  and  innovator  in  neuro- 
surgery, is  Director  of  the  Department  of  Neurosurgery 
at  Christ  Hospital,  Cincinnati. 

Numerous  Ohio  physicians  have  received  appoint- 
ments to  committees  of  the  American  Academy  of  Family 
Physicians.  They  are  as  follows:  Commission  on  Educa- 
tion : H.  JUDSON  REAMY,  M.D.,  Dover;  Commission 
on  Health  Care  Services:  WILBL1RN  H.  WEDDING- 
TON,  M.D.,  Columbus;  Commission  on  Legislation  and 
Governmental  Affairs:  KENNETH  A.  FREDERICK, 
M.D.,  Cincinnati;  Commission  on  Public  Health  and 
Scientific  Affairs:  ROBERT  S.  YOUNG,  M.D.,  Chair- 
man, Johnstown,  and  OLIVER  K.  ROTH,  M.D.,  Cin- 
cinnati; Committee  on  Continuing  Medical  Education: 
DR.  REAMY,  Chairman;  Committee  on  Research:  TEN- 
NYSON WILLIAMS,  M.D.,  Columbus;  Committee  on 
Scientific  Program:  GLEN  F.  AUKERMAN,  M.D.,  Bot- 
kins; Committee  on  1979  State  Officers’  Conference: 
CARL  E.  SPRAGG,  M.D.,  New  Concord;  Committee  on 
Cancer:  LAUREN  M.  BROWN,  M.D.,  Akron;  and  Ad 
Hoc  Task  Force  on  FDA  Regulations:  DR.  YOLING. 

KENNETH  W.  ROWE,  JR.,  M.D.,  Cincinnati,  has 
been  named  Associate  Dean  for  Clinical  and  Housestaff 
Affairs  at  the  University  of  Cincinnati  Medical  Center. 
Associate  Dean  for  Flousestaff  Affairs  since  March  1976, 
he  took  on  responsibility  for  clinical  affairs  in  an  acting 
capacity  a year  ago.  Additionally,  Dr.  Rowe  is  Asso- 
ciate Professor  of  Ophthalmology  in  the  College  of 
Medicine  and  received  the  Golden  Apple  award  four 
times  as  outstanding  teacher  of  the  year. 

MARY  A.  THOMAS,  M.D.,  Euclid,  is  the  Secre- 
tary of  the  American  Medical  Women’s  Association. 
Dr.  Thomas  is  an  internist  in  private  practice. 

GARRON  G.  WEIKER,  M.D.,  Cleveland,  heads 
the  newly  created  Section  of  Scoliosis  in  the  Department 
of  Orthopaedic  Surgery  at  the  Cleveland  Clinic.  Ap- 
pointed to  the  Clinic’s  medical  staff  in  1975,  Dr.  Weiker’s 
other  specialty  interests  include  sports  medicine,  adult 
reconstructive  surgery,  and  joint  replacement. 

RICHARD  WENZEL,  M.D.,  Toledo,  has  been  re- 
elected Treasurer  of  the  Plealth  Planning  Association  of 
Northwest  Ohio. 


March,  1979  j 163 


National  News  ( continued  ) 

17);  “The  Cultural  Foundations  of  American-East  Asian 
Relations”  (July  23  - August  17);  “The  Market  Econ- 
omy: Economic  Performance  and  Cultural  Impact” 
(July  2-27);  and  “Changing  Concepts  of  the  Individual 
and  Society  in  America:  The  Evidence  in  Autobiogra- 
phy” (July  30  - August  24). 

From  12  to  15  persons  will  attend  each  seminar 
on  a tuition-free  basis,  receiving  a stipend  of  up  to 
$1,200  plus  reimbursement  for  travel.  The  application 
deadline  is  April  16,  1979.  For  applications  and  further 
information,  write:  Professions  Program,  Fellowships 

Division  MS- 101,  National  Endowment  for  the  Human- 
ities, Washington,  D.C.  20506. 

Research  Funds  Available 

The  National  Society  to  Prevent  Blindness  has 
research  funds  available  for  small  feasibility  studies  that 
may  lead  to  advances  in  blindness  prevention.  Investi- 
gators not  currently  financed  by  other  research  funds 
are  invited  to  apply  for  the  grants  which  do  not  exceed 
$5,000  per  year.  Grants  are  awarded  for  studies  of  eye 
function  and  disease  and  ones  that  may  improve  diag- 
nosis and  treatment.  There  is  no  deadline  for  submission 
of  grant  applications,  which  may  be  obtained  from: 
Committee  on  Basic  and  Clinical  Research,  National 
Society  to  Prevent  Blindness,  79  Madison  Ave.,  New 
York,  New  York  10016. 

Avoid  Office  Accidents 

The  Wyoming  Medical  Wire  listed  the  following 
suggestions  as  ways  physicians  can  avoid  potential  for 
accidents  in  their  offices  (September  25,  1978): 

Office 

★ Are  floors  clean,  clear,  and  nonskid  by  actual  shoe  test? 

All  wastebaskets,  mobile  office  equipment,  and  temporary 
storage  should  be  kept  out  of  the  way  of  foot  traffic. 

★ Are  chairs,  footstools,  and  other  office  furniture  sturdy 
and  stable? 

★ If  you  have  stairs  or  steps  in  your  office,  are  proper  hand- 
rails provided  ? 

★ Are  hallways  free  of  obstacles  such  at  loose  tiles  or  out- 
of-place  equipment? 

★ Are  simple  exit  instructions  posted  to  orient  departing 
patients? 

A Is  lighting  adequate  by  all  doors,  hallways,  and  other  key 
areas? 

Fire  and  Water  Damage 

★ Are  there  any  cracked  electrical  plugs  or  exposed  and 
frayed  wires? 

A Are  fire  extinguishers  readily  available?  An  extinguisher 
should  never  be  more  than  75  feet  away  from  any  point 
in  the  office. 

★ Are  flammable  materials  and  liquids  such  as  alcohol  stored 
in  a safe  place?  Is  smoking  forbidden  in  this  area? 

★ Is  office  plumbing  in  good  condition? 

★ Are  pipes  insulated  where  necessary  to  combat  freezing? 


Responsibility  to  Children 

A Are  any  swallowable  objects  where  they  can  be  reached 

by  small  children? 

* Are  any  exposed  heaters  accessible  to  small  patients? 

★ Are  all  electrical  sockets  and  equipment  covered  or  out 

of  reach  ? 

The  publication  notes  that  this  is  not  a total  list 
and  that  extensive  safety  checklists  are  available  from 
local  fire  departments  or  other  safety  institutions.  In 
addition,  physicians  are  reminded  that  premises  incidents 
should  be  reported  just  as  professional  liability  claims 
are  reported. 

Congress  on  Medical  Education 
Scheduled  for  May  in  D.C. 

The  American  Medical  Association  has  scheduled 
its  75th  Annual  Congress  on  Medical  Education  for  May 
9-12  in  Washington,  D.C.  Held  at  the  Washington  Hil- 
ton Hotel,  the  meeting  will  center  about  the  theme 
“Medicine — A Global  Discipline.”  Collaborating  with 
the  AMA’s  Council  on  Medical  Education  are  the 
Association  for  Hospital  Medical  Education,  Federation 
of  State  Medical  Boards  of  the  United  States,  and  the 
AMA  sections  on  medical  schools,  resident  physicians, 
and  medical  students. 

Among  the  planned  programs  for  the  event  is  a 
panel  discussion  by  four  past  Assistant  Secretaries  for 
Health  of  the  Department  of  Health,  Education  and 
Welfare.  The  panel  will  talk  about  the  implications  for 
medical  education,  medical  schools,  and  teaching  hos- 
pitals of  the  possible  passage  of  national  health  insurance 
legislation. 

For  further  information,  contact  the  Council  on 
Medical  Education,  AMA,  535  N.  Dearborn  St.,  Chi- 
cago, Illinois  60610. 

Participants  in  AMA  Hypertension 
Course  May  Obtain  CME  Verification 

During  1977-1978,  over  60,000  physicians  partici- 
pated in  an  American  Medical  Association  program  en- 
titled “Dialogues  in  Hypertension : Hypertension  Medical 
Knowledge  Self-Assessment  Program.”  The  American 
Heart  Association  cooperated  in  the  program  which  was 
certified  for  a total  of  64  hours  of  Category  I credit 
(“Clinical  Management  of  Hypertension”  40  hours  and 
“Clinical  Problems  in  Hypertension”  24  hours) . 

Physicians  who  participated  in  these  programs  may 
obtain  their  credit  by  completing  a standard  report  form 
available  from  the  AMA,  or  they  may  request  a verifica- 
tion statement  from  the  American  Heart  Association, 
Section  on  Scientific  Sessions,  7320  Greenville  Avenue, 
Dallas,  Texas,  75231. 

Pamphlet  on  Medicare  Reimbursement 

A new  pamphlet  entitled  “Physician  Fees  Under 
Medicare”  provides  answers  to  questions  frequently  asked 


164  / The  Ohio  State  Medical  Journal 


about  Medicare  fee  reimbursement.  Numerous  terms  are 
explained  as  is  information  on  obtaining  prevailing  fee 
data  from  the  Medicaid  carrier.  Written  for  physicians  by 
the  Council  on  Medical  Service  of  the  American  Medical 
Association,  the  publication  is  available  from  the  Depart- 
ment of  Professional  Review,  AMA  Headquarters,  535  N. 
Dearborn  St.,  Chicago,  Illinois  60610. 

New  Medical  Student  Loan  Program 

The  Department  of  Health,  Education  and  Welfare 
has  launched  its  new  national  Health  Education  Assis- 
tance Loans  program  for  graduate  students  in  medicine, 
public  health,  and  six  other  health  care  specialties.  The 
Chase  Manhattan  Bank  of  New  York  City  is  the  first 
lender  to  agree  to  participate  in  this  program.  Three 
hundred  twenty-one  health  professions  schools  in  the 
United  States  are  eligible  for  this  federally  insured  loans 
program.  In  most  cases,  students  may  borrow  up  to 
$10,000  per  year  or  a total  of  $50,000. 

Access  Guide  Directory  Available 

A directory  listing  275  “access  guides”  to  cities  and 
transportation  facilities  throughout  the  United  States  and 
around  the  world  is  available  at  no  charge  from  Rehabili- 
tation International  USA.  Access  guides  are  handbooks 
which  describe  an  area’s  hotels,  restaurants,  theaters, 


churches,  transportation  facilities,  and  other  features  in 
terms  of  their  physical  accessibility  to  persons  with  limited 
mobility.  Almost  all  of  the  access  guides  listed  in  the  direc- 
tory have  been  compiled  and  published  by  local  service 
organizations,  and  most  guides  are  available  at  no  charge 
from  those  organizations. 

Individuals  may  order  copies  of  the  1978-1979  Inter- 
national Directory  of  Access  Guides  from  Access  Guide 
Directory,  Rehabilitation  International  USA,  20  W.  40th 
St.,  New  York,  New  York  10018. 

American  Foundation  for  the 
Blind  Offers  New  Catalog 

A catalog  entitled  “Aids  and  Appliances  for  the  Blind 
and  Visually  Impaired”  is  available  from  the  American 
Foundation  for  the  Blind.  For  the  first  time,  this  catalog 
contains  a special  eight-page  section  devoted  entirely  to 
approximately  45  new  products  as  well  as  other  categories 
of  aids  and  appliances. 

In  inkprint  and  braille  form,  the  catalog  is  available 
at  no  charge  from  the  Aids  and  Appliances  Division, 
American  Foundation  for  the  Blind,  15  W.  16th  St.,  New 
York,  New  York  10011.  Cassette  copies  will  be  available 
through  the  regional  library  system  of  the  Library  of 
Congress. 

(Local  News  on  page  166) 


PHYSICIANS  INSURANCE  COMPANY  OF  OHIO 


Complete  Insurance  Protection  For  Ohio  Physicians 

These  are  some  of  our  fine 
PICO  agencies,  serving  the  following  cities 
and  surrounding  areas. 


IN  DAYTON 

Baldwin  & Whitney  Insurance  Agency 
7 East  Fourth  Street 
Dayton,  Ohio  45402 
(513)223-3181 


IN  YOUNGSTOWN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
(216)  788-6577 


IN  CINCINNATI 

Frederick  Rauh  & Company 

3300  Central  Parkway 
Cincinnati,  Ohio  45225 
(513)559-0500 


IN  LIMA 

Stolly  Insurance,  Inc. 

973  West  North  Street 
Lima,  Ohio  45805 
(419)  227-2570 

IN  ASHTABULA 

Stouffer-Herzog-Otto 
Insurance  Agency,  Inc. 
4230  Lake  Avenue 
Ashtabula,  Ohio  44004 
(216)  998-4444 

IN  COLUMBUS 

VVolman  Insurance  Agency,  Inc. 
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Local  News  (continued  from  page  119) 

In  Youngstown 

The  Youngstown  Hospital  Association  (YHA)  has 
announced  that  cost  increases  for  the  continuation  in 
1979  of  the  same  health  care  service  programs  provided 
last  year  have  been  held  to  6.74%.  According  to  Rich- 
ard J.  Wingard,  YHA  Executive  Director,  the  Associa- 
tion has  continued  to  centralize  services  for  material 
management,  dietary,  data  processing,  laboratory,  per- 
sonnel, and  laundry.  Cost  savings  also  are  achieved 
through  the  Association  self-insurance  and  grants  and 
funding  assistance,  whenever  possible.  In  addition,  in- 
hospital  stays  were  reduced  where  possible  by  preadmis- 
sion testing  and  posthospital  home  care  programs  and 
by  use  of  outpatient  surgery.  Finally,  the  Association 
used  shared  purchasing,  and  actively  participated  in  the 
National  and  Ohio  Voluntary  Effort  Programs. 

New  Arthritis  Center 
in  Northeast  Ohio 

The  Northeast  Ohio  Arthritis  Center  is  one  of  a 
network  of  nine  such  centers  established  across  the 
country.  Funded  by  the  National  Institute  of  Arthritis, 
Metabolism  and  Digestive  Diseases  of  the  National  In- 
stitutes of  Health,  the  Center  is  under  the  direction  of 
Case  Western  Reserve  University  School  of  Medicine 
(CWRU)  and  Northeast  Ohio  Universities  College  of 
Medicine.  The  Center’s  target  population  is  four  million 
people,  40%  of  the  population  of  the  State  of  Ohio. 

The  major  purposes  of  the  Center  were  enumerated 
by  Roland  W.  Moskowitz,  M.D.,  Director  of  the  North- 
east Ohio  Arthritis  Center,  and  Professor  of  Medicine 
at  CWRU.  The  purposes  are: 

★ To  educate  health  professionals,  their  patients  and  fami- 
lies, and  the  general  public  to  the  symptoms,  treatments, 
and  expectations  for  the  musculosketal  diseases. 

★ To  develop  community  outreach  programs  based  upon 
input  from  residents,  city  and  state  legislators,  senior 
citizen  groups,  minority  groups,  community  nurses,  and 
health  department  personnel. 

★ To  establish  prototypes  of  improved  patient  care  and 
arthritis  programs  in  the  various  communities  served  by 
the  Center. 

★ To  coordinate  clinical  and  basic  research  efforts  as  part 
of  ongoing  investigative  programs  in  osteoarthritis  and 
cartilage  ailments,  muscle  diseases,  immunology,  and 
orthopedics. 

Dr.  Moskowitz  noted  that  the  Northeast  Ohio 
Arthritis  Center  has  combined  the  skills  and  experiences 
of  practicing  physicians  and  academicians  for  a common 
goal,  and  he  hopes  to  make  the  new  Center  a model  for 
other  medical  centers. 

Irving  Kushner,  M.D.,  CWRU  Professor  of  Medicine 
in  charge  of  rheumatology  at  Cleveland  Metropolitan 
General  Hospital,  is  the  associated  director  of  the 
Center. 


It  is  interesting  to  note  that  approximately  one 
and  a half  million  Ohioans  are  afflicted  with  musculo- 
skeletal diseases,  600,000  suffering  so  seriously  that 
they  require  specialized  medical  care.  These  persons 
belong  to  one  out  of  every  four  Ohio  families.  In  1970, 
the  annual  dollar  cost  to  the  economy  of  the  State  of 
Ohio  from  arthritic  diseases  was  approximately  $450 
million;  and  Ohioans  lost  wages  and  earnings  of  ap- 
proximately $175  million. 

Cleveland  Academy  Produces 
TV  Series  on  Arthritis 

A five-part  series  entitled  Arthritis  has  been  produced 
by  the  Academy  of  Medicine  of  Cleveland  in  cooperation 
with  the  Northeastern  Ohio  Chapter  of  the  Arthritis 
Foundation.  Robert  A.  Lang,  Ph.D.,  Executive  Director 
of  the  Academy  of  Medicine  of  Cleveland,  was  host  of 
the  half-hour  programs,  which  appeared  on  the  NBC 
television  network.  Entitled  “Arthritis:  An  Overview,” 
“Rheumatoid  Arthritis  and  Systemic  Lupus  Erythema- 
tosis,”  “Juvenile  Rheumatoid  Arthritis,”  “Osteoarthritis,” 
and  “Quackery,”  the  programs  debuted  in  February  on 
WKYC-TV,  Cleveland,  and  will  be  rebroadcast  in  New 
York  City,  Los  Angeles,  Chicago,  and  Washington,  D.C. 
this  spring. 

Activities  at  the  University 
of  Cincinnati  Medical  Center 

Information  Transfer 

Currently,  the  University  of  Cincinnati  Medical 
Center  is  exploring  a method  of  transferring  informa- 
tion to  hospitals  located  in  outlying  counties  surround- 
ing Cincinnati.  The  study  is  funded  by  a two-year  grant 
from  the  Department  of  Health,  Education  and  Wel- 
fare’s Office  of  Telecommunications;  and  the  Univer- 
sity of  Cincinnati  has  the  only  medical  library  facility 
in  the  United  States  investigating  mechanisms  for  in- 
formation transfer  via  television  from  a central  point  to 
remote  areas  where  patients  are  located  but  whose  ready 
access  to  medical  literature  is  limited.  The  system  will 
include  a transmission  network  linking  the  Medical  Cen- 
ter libraries  and  the  Drug  and  Poison  Information  Cen- 
ter to  Brown  County  General  Hospital,  Clermont  County 
Hospital,  Bethesda  North  Hospital,  and  Mercy  Hospital 
in  Hamilton. 

Radiation  Therapy 

The  Radiation  Therapy  Division  of  the  University 
of  Cincinnati  Medical  Center  now  has  a Radiation  Treat- 
ment Planning  Center.  The  first  and  only  complete  unit 
of  its  kind  in  the  Greater  Cincinnati  area,  the  center  per- 
mits the  planning  and  simulation  of  custom-tailored  radi- 
ation therapy  treatment  for  cancer  patients.  Dr.  Bernard 
Aron,  Professor  of  Radiation  Therapy  at  the  Medical 

(continued  on  page  168) 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
Wellcome  North  Carolina  27709 


Cardilate®  (erylhrityl  telranltrate) 

INDICATIONS:  For  the  prophylaxis  and  long-term  treatment  ot  patients  with  frequent 
or  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pec- 
toris, rather  than  for  the  treatment  of  the  acute  attack  of  angina  pectoris,  since  its 
onset  is  somewhat  slower  than  that  of  nitroglycerin. 

PRECAUTIONS:  As  with  other  effective  nitrites,  some  fall  in  blood  pressure  may  occur 
with  large  doses. 

Caution  should  be  observed  in  administering  the  drug  to  patients  with  a history  of  re- 
cent cerebral  hemorrhage,  because  of  the  vasodilation  which  occurs  in  the  area 
Although  therapy  permits  more  normal  activity,  the  patient  should  not  be  allowed  to 
misinterpret  freedom  from  anginal  attacks  as  a signal  to  drop  all  restrictions 
SIDE  EFFECTS:  No  serious  side  effects  have  been  reported  In  sublingual  therapy,  a 
tingling  sensation  (like  that  of  nitroglycerin)  may  sometimes  be  noted  at  the  point  of 
tablet  contact  with  the  mucous  membrane.  If  objectionable,  this  may  be  mitigated  by 
placing  the  tablet  in  the  buccal  pouch.  As  with  nitroglycerin  or  other  effective  nitrates, 
temporary  vascular  headache  may  occur  during  the  first  tew  days  of  therapy.  This 
can  be  controlled  by  temporary  dosage  reduction  in  order  to  allow  adjustments  of  the 
cerebral  hemodynamics  to  the  initial  marked  cerebral  vasodilation  These  headaches 
usually  disappear  within  one  week  of  continuous  therapy  but  may  be  minimized  by  the 
administration  of  analgesics. 

Mild  gastrointestinal  disturbances  occur  occasionally  with  larger  doses  and  may  be 
controlled  by  reducing  the  dose  temporarily. 

DOSAGE:  Therapy  may  be  initiated  with  10  mg  sublingually  prior  to  each  anticipated 
physical  or  emotional  stress  and  at  bedtime  for  patients  subject  to  nocturnal  attacks. 
The  dose  may  be  increased  or  decreased  as  needed. 

HOW  SUPPLIED:  10  mg  chewable  scored  tablets,  bottle  of  100.  Also  5,  10  and  15  mg 
oral/sublingual  scored  tablets  in  bottles  of  100,  10  mg  oral / sublingual  scored  tablets 
also  supplied  in  bottle  of  1,000. 

Also  available:  Cardilate®-P  (Erythrityl  Tetranitrate  with  Phenobarbital)*  Tablets 
(Scored). 

("Warning — may  be  habit-forming.) 


1.  Taken  sublingually,  Cardilate®  (erythrityl 
tetranitrate)  begins  to  work  within  5 minutes, 
eliminating  or  reducing  frequency  and  severity 
of  anginal  pain  for  up  to  two  hours. 

2.  Fear  of  pain,  a major  deterrent  to  achieving 
acceptable  (and  desirable)  levels  of  activity,  in- 
cluding sex,  may  be  allayed  with  Cardilate.  Ef- 
fective prophylaxis  and  improved  exercise 
tolerance  help  toward  normalizing  the  lives  of 
anginal  patients. 

Cardilate 

(erythrityl  tetranitrate) 


Local  News  ( continued  ) 

Center,  views  the  minimal  amount  of  time  needed  to 
plan  treatment  for  each  patient  as  one  of  the  Center’s 
greatest  advantages. 

Occupational  Health  Clinic 

The  University  of  Cincinnati  Medical  Center  has  a 
new  Occupational  Health  Clinic  which  evaluates  and 
treats  persons  with  occupational-  or  environmental-related 
illness.  Under  the  direction  of  Channing  R.  Meyer,  M.D., 
the  facility  has  the  resources  of  the  Kettering  Laboratory 
at  its  disposal  which  will  enable  the  source  of  the  illness 
to  be  pinpointed.  According  to  Dr.  Meyer,  the  goal  of  the 
clinic  is  “to  provide  a resource  center  to  industry  which 
will  aid  them  in  providing  evaluation,  treatment,  and  pre- 
vention of  occupationally  related  diseases.”  The  clinic  was 
established  with  funds  from  the  Institute  of  Environmen- 
tal Health. 

In  Toledo 

The  Medical  College  of  Ohio  has  received  a grant 
from  the  Charles  A.  Dana  Foundation,  The  Dana  Cor- 
poration Foundation,  and  the  Dana  Corporation  for  the 
construction  of  the  Eleanor  Dana  Center  for  Continuing 
Medical  Education.  According  to  the  College  officials, 
the  $3  million  grant  will  make  continuing  education 
facilities  available  to  all  health  professionals  and  the 
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general  public.  Courses  will  be  offered  to  the  entire 
medical  community  and  will  be  designed  to  give  indi- 
viduals easy  and  economical  access  to  instruction  by 
Medical  College  of  Ohio  faculty  and  visiting  faculty. 

In  addition,  the  College  has  received  a $15,000 
grant  from  The  Charles  E.  Merrill  Trust,  Ithaca,  New 
York  for  use  in  construction  of  a Center  for  Comprehen- 
sive Rehabilitation  Medicine.  The  center  will  be  built 
adjacent  to  the  Medical  College  of  Ohio  Hospital  and 
is  scheduled  for  completion  in  June  1980.  The  late  Mr. 
Merrill  was  a founder  of  the  stock  brokerage  firm  of 
Merrill  Lynch  Pierce  Fenner  and  Smith. 

Northeastern  Ohio  Universities 
College  of  Medicine,  Rootstown 

Project  MARS 

This  is  the  fourth  year  that  Northeastern  Ohio 
Universities  College  of  Medicine  (NEOUCOM)  has 
sponsored  Project  MARS — a program  designed  to  iden- 
tify and  to  motivate  Minority  and  Rural  Students  to- 
ward careers  in  the  health  and  helping  professions.  Sixty 
students  in  the  9th,  10th,  and  11th  grades  are  enrolled 
in  a series  of  ten  seminars  which  meet  on  Saturday 
mornings.  Faculty  for  the  program  are  selected  from 
NEL^COM,  its  affiliated  community  hospitals,  and  the 
consortium  universities,  University  of  Akron,  Kent  State 
University,  and  Youngstown  University. 

Faculty -Student  Partners 

Almost  100  area  physicians  are  acting  as  faculty  part- 
ners to  students  enrolled  in  the  six-year  BS/MD  degree 
program  of  Northeastern  Ohio  Universities  College  of 
Medicine  (NEOL1COM).  These  physicians,  who  are 
members  of  the  College’s  clinical  faculty,  provide  liaison 
between  the  student  and  NEOUCOM.  This  physician- 
student  relationship  will  continue  through  the  student’s 
six  years  of  education,  unless  either  person  requests  a 
change.  The  program  is  congruent  with  the  view  of  the 
College  of  Medicine  that  its  students  are  “junior  col- 
leagues” in  the  profession  of  medicine. 

New  Family  Practice  Residency 
at  Wright  State  University 

A new  Integrated  Family  Practice  Residency  Pro- 
gram of  the  Wright  State  University  School  of  Medicine 
Affiliated  Hospitals  has  received  approval  and  provisional 
accreditation  for  a three-year  period.  The  program  was 
designed  to  help  alleviate  the  shortage  of  family  practi- 
tioners in  southwest  Ohio.  Those  institutions  responsible 
for  its  development  are  Community  Hospital  of  Spring- 
field  and  Clark  County;  Greene  Memorial  Hospital, 
Xenia;  Mercy  Medical  Center,  Springfield;  and  the 
School  of  Medicine.  The  program’s  model  group  practice 
will  be  centrally  based  at  the  Yellow  Spring  Clinic,  Yellow 
Springs. 
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^I^&^soclation  Continuing  Education  Programs 


Editor’s  Note:  The  following  are  Category  1 courses  offered  in 
Ohio.  Items  for  this  listing  come  from  many  sources,  often  far 
in  advance  of  the  publication  date.  Sometimes,  cancellations  or 
changes  in  dates,  places,  or  time  occur  too  late  to  be  corrected 
before  publication.  Physicians  interested  in  a course  are  urged 
to  contact  the  sponsoring  organization  to  confirm  the  information 
listed.  Sponsoring  organizations  may  list  Category  I courses  by 
contacting  the  OSMA  Department  of  Continuing  Medical  Edu- 
cation or  The  Journal.  Notification  90  days  prior  to  the  course 
would  be  appreciated.  Due  to  space  limitations,  announcements 
may  be  published  only  once.  See  previous  issues  of  The  Journal 
for  additional  courses. — L.A.P. 


OSMA  MEMBERS 

The  Ohio  State  Medical  Board  requests  that  you  send 
your  “Log  of  Continuing  Medical  Education  Activities”  to  the 
Board  as  soon  as  you  complete  the  150  hours  of  CME  required 
for  reregistration  of  your  medical  license,  January  1,  1980. 


April  1979 

CANCER  OF  THE  HEAD  AND  NECK  & CLINICAL 
UPDATE  ON  THYROID  DISEASE:  April  19-21,  Sheraton- 
Westgate  Inn,  Toledo;  cosponsors:  Medical  College  of  Ohio  and 
American  Cancer  Society,  Ohio  Division  Inc.;  19  credit  hours; 
fee:  $85;  contact:  H.  S.  Madigan,  M.D.,  Medical  College  of 
Ohio,  C.S.  10008,  Toledo  43699. 


ALCOHOLISM  INTERVENTION  IN  PRIMARY  CARE 
PRACTICE:  April  25,  Sheraton  Downtown,  Dayton;  sponsor: 
Depts.  of  Medicine  in  Society  and  Family  Practice,  Wright 
State  University  School  of  Medicine;  7 credit  hours;  fee:  $55, 
$40  Wright  State  faculty,  no  fee  Wright  State  students  and 
residents;  contact:  Arlene  Polster,  Wright  State  University, 

P.O.  Box  927,  Dayton  45401,  phone:  513/372-7140. 


FIFTEENTH  ANNUAL  SYMPOSIUM  ON  RHEU- 
MATIC DISEASES:  April  25,  Holiday  Inn,  6001  Rockside  Rd., 
Cleveland — Independence;  cosponsors:  Cleveland  Rheumatism 
Society  and  Northeastern  Ohio  Chapter  of  the  Arthritis  Founda- 
tion; 6 credit  hours;  fee:  $30,  no  fee  medical  students,  interns, 
and  residents;  contact:  William  Wilke,  M.D.,  c/o  Mary  Raith, 
Arthritis  Foundation,  11416  Bellflower  Rd.,  Cleveland  44106, 
phone:  216/361-5000. 


May  1979 

THIRD  ANNUAL  PAIN  UPDATE:  May  5-6,  Kings  Island 
Inn,  Mason;  sponsor:  Depts.  of  Family  Practice  and  Anesthe- 
siology, Wright  State  University  School  of  Medicine;  10  credit 
hours;  fee:  $125,  $100  Wright  State  faculty,  no  fee  Wright  State 
students  and  residents;  contact:  Arlene  Polster,  Wright  State 
University,  P.O.  Box  927,  Dayton  45401,  phone:  513/372-7140. 


CANCER  OF  THE  BREAST:  May  16,  Stouffers  Somerset 
Inn,  Cleveland;  cosponsors:  Cleveland  Clinic  Foundation/Cleve- 
land Society  of  Obstetricians  and  Gynecologists;  3 credit  hours; 
contact:  Pierre  W.  Martimbeau,  M.D.,  Cleveland  Clinic  Founda- 
tion, 9500  Euclid  Ave.,  Cleveland  44106,  phone:  216/444-6871. 


INTERNATIONS  SYMPOSIUM  ON  THE  HEARING- 
IMPAIRED  CHILD:  May  16-19,  University  of  Cincinnati  Medi- 
cal Center;  sponsor:  Dept,  of  Otolaryngology  and  Maxillofacial 
Surgery,  Univ.  of  Cincinnati;  cosponsors:  Children’s  Hospital 
Medical  Center,  Communicative  Disorders  Foundation,  CON- 
MED;  22/2  credit  hours;  fee:  $275,  $150  audiologists,  $100 
residents  and  military;  contact:  Allan  B.  Seid,  M.D.,  Children's 
Hospital  Medical  Center,  Elland  & Bethesda  Ave.,  Cincinnati 
45229,  phone:  513/559-4355. 


WINDSOR  HOSPITAL 

A NONPROFIT  CORPORATION 
— ESTABLISHED  1 8 9 8 - 

Chagrin  Falls,  Ohio 

247  - 5300 

A hospital  for  the  treatment 
of  Psychiatric  Disorders 

High  on  a Hill-Top,  Overlooking  Beautiful 
Chagrin  River  Valley. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals. 


Booklet  available  on  request. 


FRIEDRICH  A.  LINGL,  M D. 
Medical  Director 


GUY  H.  WILLIAMS,  JR.,  M.D. 
Medical  Director  Emeritus 


HERBERT  A.  SIHLER  Jr. 
President 

MEMBER:  American  Hospital  Association — National  Association  of  Private  Psychiatric  Hospitals 
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Recipients  of  the  Ohio  State  Medical 
Association  Fifty-Year  Awards 

The  following  physicians  have  practiced  medicine  for  50  or  more  years.  In  honor 
of  this  achievement,  the  OSMA  has  presented  each  physician  a plaque  and  a pin. 


ADAMS 

Hazel  Louise  Sproull 

ALLEN 

Alexander  Chomyn 
Robert  Orin  Page 

BUTLER 

Vernon  Edward  Roden 

CARROLL 

Glenn  Coe  Dowell 

CLERMONT 

James  Carleton  Spence  (deceased) 

CLINTON 

Leland  H.  Fullerton 
William  Leo  Regan 

COSHOCTON 

Robert  E.  Hopkins 

CUYAHOGA 

David  G.  Benjamin 
Mildred  Lucile  Bowen 
Benjamin  Chavinson 
William  Francis  Creadon 
Myron  G.  Hill 
Carl  F.  Lauster 
Horace  Grant  Mabee 
Joseph  Macys 
Edmund  Walter  Malong 
Moses  Paley 
William  Henry  Perry 
Manuel  Abraham  Shapiro 
Charles  E.  Van  Manson 
Edward  Andrew  Yurick 
Witold  G.  Lewicky 
Stanley  S.  Sidenberg 
Wallace  Bernard  Flamby 
Clarence  Cecil  Jackson 
John  R.  Kelker 
Vemers  Rutenbergs,  Sr. 

Sandor  A.  Schwartz 
Theodore  T.  Zuck 

DELAWARE 

Francis  William  Logan  (deceased) 

FRANKLIN 
Joseph  Marvin  Gettrost 
Robin  Charles  Obetz 
Charles  W.  Pavey 
Henry  H.  Schwarzell 
Richard  Homes  Wallace 


George  DeWitt  Woodward 
Helen  Carmaleta  Sharp 
John  Norman  Cross 
Pauline  Rossel  Wright 

FULTON 

George  William  Butz 

GALLIA 

Francis  Ward  Shane 

GUERNSEY 

Merritt  C.  McCuskey  (deceased) 

HAMILTON 
Byron  Boyer 
Clark  S.  Fitzmorris 
Henry  F.  Kulle 
Reuben  D.  Leavitt 
Morris  J.  Litwin 
Joseph  S.  McMath 
Clare  R.  Rittershofer 
Clement  F.  St.  John 
Max  Strikman 
Robert  C.  Rothenberg 
William  Brueggemann 
Rudolph  M.  Zodikoff 

HARDIN 

David  B.  King 

HIGHLAND 

Lena  B.  M.  Holladay 

HURON 

Harold  Robert  Bolman 

JEFFERSON 
John  Yocum  Bevan 
Charles  W.  Lighthizer 

LAWRENCE 

Anne  Marring  Alstott 

LORAIN 

Russell  M.  Arnold 

LUCAS 

Burgess  Emerson  DeMuth 
Adelbert  J.  G.  Kuehn 
John  Scott  Orwig 
Alice  Rupp  (deceased) 

MADISON 

John  William  Hurt 

MAHONING 

Hubert  S.  Banninga 


Ilarion  N.  Dombczewsky 

MEIGS 

Raymond  Everett  Boice 

MONTGOMERY 
Dwight  James  Fritz 
Virgil  H.  Kemper  (deceased) 
Joseph  S.  Koehler 
Roscoe  C.  McNelly 
Maitland  Dean  Place 
Ernest  C.  Reed 
Charles  K.  Schloss 
Kenneth  Kurtz 
Victor  Howard  Mahan 
Elmer  C.  Loomis 

MUSKINGUM 

Harry  Theodore  Glaser 

PERRY 

George  C.  Tedrow 
PIKE 

Robert  Menzo  Eaton 

RICHLAND 
Alexander  M.  Duff 

ROSS 

Harold  Melvin  Crumley 

SCIOTO 

Milton  J.  Daus 

STARK 

George  Otho  Thompson 
Helen  Sidener  Brogden 
Charles  S.  Greene 
Earl  Frederick  Limbach 
William  E.  Brogden 

SUMMIT 

Arthur  Hall  Franks 
John  George  Repasky 
Howard  Vern  Sharp 
Karl  Duren  Way 
George  L.  Hardgrove 

TRUMBULL 
Allen  William  Beale 

VAN  WERT 
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Preliminary  Schedule  of  Events 
for  the  1979  OSMA  Annual  Meeting 


During  the  1979  Annual  Meeting  of  the  Ohio  State 
Medical  Association,  emphasis  will  be  placed  on  “commu- 
nication.” Regardless  of  the  type  of  organization  or  the 
level  at  which  it  operates — local,  state,  regional,  national, 
or  international — communication  is  one  of  its  primary 
functions.  Indeed,  communication  is  the  vital  link  joining 
members  to  their  organizations,  and  organizations  to  other 
organizations.  Therefore,  this  important  facet  of  associa- 
tion activity  has  been  chosen  as  the  theme  for  the  1979 
OSMA  Annual  Meeting,  May  11-16  in  Columbus. 

As  was  true  last  year,  a smorgasbord  of  continuing 
medical  education  activities  will  be  offered  during  the 
days  of  the  Annual  Meeting.  Particular  attention  should 
be  taken  of  the  Friday  afternoon,  May  11  program  on 
“Basic  Life  Support.”  This  course  also  will  be  presented 
on  Monday  morning.  “Advanced  Life  Support,”  a two- 
day  program,  will  begin  on  Saturday,  May  12,  and  will 
continue  on  Sunday,  May  13. 

Other  featured  programs  on  Saturday  and  Sunday 
are  “Current  Concepts  in  Perinatology,”  “Prospective  and 
Predictive  Medicine,”  “Business  Management  for  Physi- 
cians,” and  “Office  Manager-Team  Building”  (for  non- 
medical personnel). 


Postgraduate  programs  are  taking  on  a new  look  with 
offerings  in  both  morning  and  afternoon  in  order  to 
enable  a wider  selection  of  courses.  In  addition,  most 
scientific  sections  and  specialty  societies  will  participate  at 
the  Annual  Meeting  by  presenting  programs. 

The  Ohio  Medical  Political  Action  Committee 
(OMPAC)  luncheon  on  Tuesday,  May  15  will  feature 
The  Honorable  James  A.  Rhodes,  Governor  of  the  State 
of  Ohio,  as  guest  speaker. 

The  social  function  that  evening,  “House  Calls  at 
Ohio  Theatre,”  will  be  a delightful  affair  at  the  magnifi- 
cent Ohio  Theatre.  Beginning  at  6:30  PM  with  cocktails 
and  a scrumptious  buffet,  the  event  will  conclude  with  a 
jazz  arts  concert  and  dixieland  sounds. 

Although  this  is  a mere  sampling  of  the  many  activi- 
ties planned  for  the  1979  OSMA  Annual  Meeting,  the 
April  issue  of  The  Journal  will  contain  complete  and 
detailed  schedules  of  the  programs.  In  addition,  a pre- 
liminary program  will  be  mailed  to  all  OSMA  members 
one  month  prior  to  the  Annual  Meeting. 

Mark  your  calendars  now — remember,  “Communi- 
cations: The  Vital  Link!” 


May  1 1 - 16,  1979,  Columbus 

Headquarters  Hotel  — Sheraton  Columbus 
Coheadquarters  Hotel  — Neil  House 
Exhibits  and  Scientific  Meetings  — Veterans 
Memorial  Auditorium 


Friday,  May  11,  1979  Sunday,  May  13,  1979 


Advanced  Life  Support 

8 AM  — 6 PM 

Basic  Life  Support 

1 — 6 

PM 

Current  Concepts  in  Perinatology 

8 AM  — 5 PM 

Business  Management  for  Physicians 

9 AM  — 12  NOON 

Prospective  and  Predictive  Medicine 

9 AM  — 4 PM 

Saturday,  May  12, 

1979 

Ohio  Psychiatric  Association 

Registration 

7 AM  — 3 

PM 

Family  Practice 

11  AM  — 4 PM 

Advanced  Life  Support 

8 AM  — 6 

PM 

OSMA  Delegation  to  AMA 

2 PM  — 4 PM 

House  of  Delegates 

Section  on  Physical  Medicine 

9 AM  — 4 

PM 

Registration 

3 — 7 PM 

Buffet  Dinner: 

5:30  PM 

Current  Concepts  in  Perinatology 

8:30  AM  — 4:30 

PM 

Delegates,  Alternates,  OSMA  ( 

Council,  and 

Official  Guests 

Office  Manager  — Team  Building 

8:30  AM  — 4:15 

PM 

First  Business  Session 

7 — 9 PM 

(Nonmedical  Personnel) 

Councilor  District  Caucuses 

4 — 5:30  PM 

Prospective  & Predictive  Medicine 

9 AM  — 4 

PM 

( continued  on  next  page ) 
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Monday,  May  14,  1979 


Complimentary  Buffet  Breakfast 

7 — 8 AM 

Delegates,  Alternates  OSMA 

Council  and 

Official  Guests 

Reference  Committee  Hearings 

7:30  AM  — 1:30  PM 

Resolutions  Committee  1 
Resolutions  Committee  2 
Resolutions  Committee  3 
President's  Address 
Nominations 

General  and  Advance  Registration 

8:30  AM  — 5 PM 

Basic  Life  Support 

8 AM  — 1 PM 

Genetic  Counseling 

8 AM  — 12:30  PM 

You  — The  Telephone  Manager 

9 AM  — 12:00  NOON 

Otolaryngology 

9 AM  — 5 PM 

Lunch 

12  NOON 

Ohio  Health  Commissioners 

11  AM  — 4:30  PM 

Exhibits  Open 

12  NOON  — 4:30  PM 

Rheumatology 

Lunch 

12  NOON 

Meeting 

1:30  — 5 PM 

General  Session 

1:30  — 3:30  PM 

Reception  for  Exhibitors 

5 — 6 PM 

Internal  Medicine 
Pathology 
Neurosurgery 
Ayerst  Dialogue 

OMPAC  Luncheon 

Reception  & Luncheon 

Neurology  Section 

Meeting 

Dinner 


9 AM  — 12  NOON 
9 AM  — 4:30  PM 
9 AM  — 5 PM 
9 AM  — 3:30  PM 
11:30  AM  — 1:30  PM 

2 — 5 PM 

6 PM 


OSMA  Social  Function  6:30  PM 

“House  Calls  at  Ohio  Theatre” 


Wednesday,  May  16,  1979 

Postgraduate  Courses  7:30  — 10:30  AM 

and  repeated  1:30  — 4:30  PM 

Course  1:  Pain  Symposium 
(Morning  Session  Only) 

Course  2:  Medical  Computers  in  Your  Practice 
(Afternoon  Session  Only) 

Course  3:  Diabetes  Update 

Course  4:  Neurology 

Course  5:  Office  Obstetrics  - Gynecology 

Course  6:  Common  ENT  Problems  and  Solutions 

General  and  Advance  Registration  8:30  AM  — 4:30  PM 


Tuesday,  May  15,  1979 

Postgraduate  Courses  7:30 — 10 

and  repeated  1 :30  — 4 
Course  1 : Electrolytes  & Blood  Gases 
Course  2:  Dermatology  for  Non-Dermatologists 
(Morning  Session  9 AM — 12  NOON 
Afternoon  Session  1 — 4 PM) 

Course  3:  Modern  Therapeutics 
Course  4:  Office  Orthopedics 
Course  5:  Radiology 

OMPAC  Board  Breakfast 

Ophthalmology 

Breakfast 

General  Business  Meeting 


:30  AM 
:30  PM 


11  AM 

8 AM 
10  AM 


Allergy  and  Immunology 

Meeting 

Lunch 

Ohio  Health  Commissioners 

Plastic  Surgery 
Meeting 
Lunch 

Exhibits 

Emergency  Medicine 

Committee  on  Scientific  Work 

Luncheon  Meeting 

Anesthesiology 

Colon  and  Rectal  Surgery 

Lunch 


8:30  AM  — 12:15  PM 
12:30  PM 

9 AM  — 4:30  PM 


9 AM  — 12  NOON 
12:15  PM 

9 AM  — 12  NOON 
1:30  — 4 PM 

12  NOON 
1:30  — 4:30  PM 

12  NOON 


Lunch 

12  NOON 

Meeting 

1:30  — 4:30 

PM 

Section  Meeting 

2 — 4:30  PM 

House  of  Delegates 

Pfizer  Dialogue 

8:30  AM  — 3:45  PM 

Registration 

2:30  — 3:30 

PM 

Final  Business  Session 

3:30  — 6 

PM 

General  and  Advance  Registration 

8:30  AM  — 4:30  PM 

Buffet  Dinner: 

Ohio  Academy  of  Medical  History 

9 AM  — 12  NOON 

Delegates,  Alternates 

, OSMA  Council  and 

Lunch 

12:30  PM 

Official  Guests 

6 — 6:45 

PM 

Ohio  Health  Commissioners 

9 AM  — 4:30  PM 

Final  Session 

6:45  — 10 

PM 

Exhibits 

9 AM  — 4:30  PM 

Ohio  Chapter,  American  Academy  of  Pediatrics 

Thursday, 

May  17,  1979 

Meeting 

9 AM  — 12  NOON 

Lunch 

12  NOON  — 1 PM 

OSMA  Council  Meeting 

8:30  — 10 

AM 

Sports  Medicine 

9 AM  — 12  NOON 

Lunch 

12  NOON 

(continued  on  page  176) 
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News 


Medical  Board  Offers  Opinion 
on  Reinstatement  of  Licenses 

During  its  February  1979  meeting,  the  State  Medi- 
cal Board  passed  a motion  relating  to  reinstatement  of 
licenses  and  continuing  medical  education. 

The  last  paragraph  of  each  subsection  ([A],  [B],  [G] ) 
of  Section  4731.281,  Revised  Code,  reads,  in  part,  as 
follows: 


Failure  of  any  certificate  holder  to  register  and  comply 
with  this  section  shall  operate  automatically  to  suspend 
his  certificate  to  practice  ...  A certificate  to  prac- 
tice suspended  for  failure  to  register  shall  be  rein- 
stated by  said  board  upon  submission  of  the  applicant’s 
last  registration  certificate  together  with  the  current 
and  delinquent  registration  fees  and  a penalty  in  the 
sum  of  twenty-five  dollars.  (Emphasis  added.) 

As  indicated  by  the  emphasized  words,  automatic 
suspension  is  for  failure  to  register  and  comply.  On  the 
other  hand,  reinstatement  upon  payment  of  the  penalty 
only  occurs  when  one  is  suspended  for  failure  to  register. 

Failing  to  register  (eg,  file  the  application  on  time) 
is  something  quite  different  from  the  failure  to  comply 
(ie,  earn  the  requisite  number  of  continuing  education 
hours) . 

It  is  thus  the  interpretation  of  the  State  Medical 
Board  that  those  certificates  suspended  for  failure  only 
to  process  renewal  application  paperwork  in  a timely 
manner  can  be  reinstated  upon  paying  of  current  and 
delinquent  registration  fees  and  completion  of  appro- 
priate processing;  however,  certificates  of  those  who  fail 
to  comply  with  the  continuing  medical  education  require- 
ment will  not  be  reinstated  upon  paying  of  current  and 
delinquent  registration  fees  plus  a penalty  fee  only. 

Under  this  interpretation,  a licensee  will  not  be  per- 
mitted to  bypass  the  continuing  education  requirement 
established  by  the  Ohio  General  Assembly  by  waiting 
until  his  certificate  to  practice  is  automatically  suspended 
on  December  31,  1979,  then  tending  his  registration  fee 
plus  a penalty  fee  of  $25. 

Any  further  questions  concerning  this  matter  can 
be  directed  to  Mrs.  Sandy  Gilbert  at  the  Ohio  State 
Medical  Board,  180  East  Broad  St.,  Columbus,  Ohio 
43215. 


Request  Easy-Open  Container 

Although  the  new  medicine  containers  with  safety 
tops  have  decreased  the  number  of  accidental  child 
poisonings,  elderly  individuals  are  having  difficulty  “get- 
ting at”  their  medications.  According  to  a commentary 
in  the  March  9,  1979  Journal  of  the  American  Medical 
Association,  such  difficulty  may  cause  a patient  to  skip 


the  pill  or  to  leave  the  container  top  off,  a situation  that 
can  cause  some  medications  to  deteriorate. 

Physicians  are  reminded  that  either  they  or  the 
patient  can  request  that  the  medication  be  packaged  in 
an  easy-open  container.  Note  this  request  on  a prescrip- 
tion or  suggest  that  the  patient  request  the  pharmacist 
to  so  package  the  medication. 

Mass  Vision  Screening  Program 
Tested  on  Columbus  Network 

During  February,  a research  program  to  provide 
nationwide  mass  vision  screenings  to  the  general  public 
via  national  television  received  a trial  run  in  Columbus 
over  the  QUBE  system,  a division  of  Warner  Cable 
Corporation.  This  proposed  vision-screening  program 
has  been  under  development  in  the  Division  of  Ophthal- 
mology at  the  Stanford  University  Medical  Center  since 
1974  under  a grant  from  the  National  Society  to  Prevent 
Blindness. 

The  television  screening  tests  visual  acuity  and  visual 
field  defects,  and  will  be  perfected  for  another  year  be- 
fore arrangements  are  made  for  mass  nationwide  vision 
screening. 

The  QUBE  screening  took  advantage  of  that  sta- 
tion’s two-way  communication  system  which  provides 
instant  viewer  response.  Two  thousand  Columbus  resi- 
dents participated  in  the  screening.  An  important  facet 
of  the  testing  is  the  cooperation  of  the  Eye  Clinic  at 
The  Ohio  State  University  Hospitals,  where  persons  un- 
able to  pass  the  complete  test  will  receive  free  follow-up 
medical  eye  examinations.  The  Clinic  is  directed  by 
William  H.  Havener,  M.D.,  Professor  and  Chairman  of 
the  Ophthalmology  Department  at  The  Ohio  State  Uni- 
versity College  of  Medicine. 

Wright  State  Receives  Aerospace 
Medicine  Book  Collection 

Wright  State  University  has  received  one  of  the 
largest  private  collections  of  books  on  aerospace  medi- 
cine and  human  factors  engineering.  Donated  by  his 
widow,  the  collection  is  that  of  Ross  McFarland,  Ph.D., 
the  scientist  known  as  “one  of  the  founding  fathers  of 
human  factors  studies  in  aviation.”  Among  the  6,000 
print  items  in  the  collection  is  the  textbook  entitled 
Human  Factors  in  Air  Transport  Design.  Written  by  Dr. 
McFarland  in  1946,  it  is  one  of  the  first  texts  on  the 
subject  of  designing  flight  equipment  to  meet  human 
capabilities.  The  collection  is  particularly  significant  to 
Wright  State  University,  as  it  has  the  only  civilian  areo- 
space  medicine  residency  program  in  the  United  States. 

(News  continued  on  page  249) 
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Colleagues  in  the  News 


RAMIRO  ALBARRAN,  M.D.,  Youngstown,  and 
the  late  JOHN  N.  McCANN,  M.D.,  were  the  recipients 
of  the  first  “Doctor  of  the  Year”  awards  presented  by 
the  Mahoning  County  Medical  Society.  Dr.  Albarran 
was  cited  for  his  work  in  teaching  cardiopulmonary 
resuscitation  to  thousands  of  persons  in  the  Youngstown 
area.  Presented  to  his  widow,  Dr.  McCann’s  award  hon- 
ored him  for  years  of  service  with  the  State  Medical 
Board,  Youngstown  State  University,  United  Appeal, 
YMCA,  Tuberculosis  Sanitorium,  American  Heart  As- 
sociation, and  Youngstown  Education  Foundation. 

NORMAN  ALLEN,  M.D.,  Columbus,  has  been  ap- 
pointed to  the  Helen  C.  Kurtz  Chair  in  Neurology  at 
The  Ohio  State  University  College  of  Medicine.  Direc- 
tor of  the  Division  of  Neurology  since  1965,  Dr.  Allen 
is  the  first  person  to  be  named  to  the  chair. 

JOHN  R.  BELJAN,  M.D.,  Dean,  Wright  State 
University  School  of  Medicine,  will  deliver  the  keynote 
address  at  the  opening  of  the  50th  Annual  Scientific 
Meeting  of  the  Aerospace  Medical  Association,  May 
14-17,  in  Washington,  D.C.  Dean  Beljan  was  selected 
because  of  his  broad  interest  in  medical  education  and 
his  special  interest  in  aerospace  medicine.  The  Wright 
State  University  School  of  Medicine  offers  the  only 
civilian  areospace  medicine  residency  program  in  the 
United  States. 

OSCAR  W.  CLARKE,  M.D.,  Gallipolis,  has  been 
elected  Chairman  of  the  Ohio  Delegation  to  the  House  of 
Delegates  of  the  American  Medical  Association.  ROB- 
ERT N.  SMITH,  M.D.,  Toledo,  was  elected  Vice-Chair- 
man. 

ROBERT  D.  CLINGER,  Associate  Executive  Di- 
rector of  the  Ohio  State  Medical  Association,  recently 
was  honored  by  the  Joint  Advisory  Committee  on  Sports 
Medicine  of  the  OSMA  and  the  Ohio  High  School  Ath- 
letic Association.  A resolution  expressing  the  Commit- 
tee’s “greatest  appreciation  of  (his)  outstanding  service” 
was  forwarded  to  OSMA  Headquarters.  Mr.  Clinger,  a 
Worthington  resident,  has  been  a member  of  the  OSMA 
staff  since  March  1968. 

JOHN  D.  CLOUGH,  M.D.,  Cleveland,  has  been 
appointed  head  of  the  Department  of  Rheumatic  Disease 
at  the  Cleveland  Clinic.  Dr.  Clough,  who  joined  the 
Clinic  in  1971,  succeeds  ARTHUR  L.  SCHERBEL, 
M.D. 


MYRON  G.  EISENBERG,  M.D.,  Cleveland  re- 
ceived the  first  annual  Olin  E.  Teague  Award  of  the 
Veterans  Administration.  Presented  for  outstanding  re- 
habilitation of  war-wounded  veterans,  the  award  honors 
Dr.  Eisenberg  for  assisting  spinal  cord  injury  victims 
adjust  to  the  sexual  problems  caused  by  such  disabilities. 
A pioneer  in  the  development  of  sex  education  and 
counseling  programs  for  spinal  cord  injury  patients,  Dr. 
Eisenberg  is  the  author  of  Sex  and  the  Spinal  Cord  In- 
jured: Some  Questions  and  Answers.  Additionally,  he  is 
a member  of  the  National  Task  Force  on  Sexuality  and 
Disability  of  the  American  Congress  of  Rehabilitation 
Medicine,  member  of  the  editorial  board  of  the  Journal 
of  Sexuality  and  Disability , and  secretary  of  the  Reha- 
bilitation Psychology  Division  of  the  American  Psycho- 
logical Association.  In  1973,  Dr.  Eisenberg  received  the 
Elkins  Award  of  the  National  Rehabilitation  Counseling 
Association  as  the  outstanding  counselor  of  the  year  for 
the  State  of  Ohio. 


MICHAEL  E.  ERVIN,  M.D.,  Centerville,  received 
the  Jaycees’  Distinguished  Service  Award  for  1979.  Di- 
rector of  the  Miami  Valley  Hospital  Emergency  Center, 
Dr.  Ervin  also  serves  as  Medical  Director  for  Western 
Ohio  Emergency  Medical  Services  Council  and  has  been 
active  in  numerous  organizations  charged  with  improv- 
ing emergency  treatment  in  Dayton  and  surrounding 
communities.  He  is  active  in  the  American  College  of 
Emergency  Physicians,  serving  on  its  national  toxicology 
committee  among  other  responsibilities.  In  addition,  he  is 
Assistant  Clinical  Professor  at  Wright  State  University 
School  of  Medicine  and  director  of  education  for  emer- 
gency services  at  Miami  Valley  Hospital. 


THOMAS  E.  FOX,  M.D.,  Mason,  was  the  guest 
speaker  at  the  February  meeting  of  the  American  Heart 
Association,  Southwestern  Ohio  Chapter.  His  topic  was 
“Personal  Experiences  with  Congenital  Heart  Disease, 
Pre-  and  Postopera tively.”  Dr.  Fox  received  the  Family 
Practitioner  of  the  Year  Award  of  the  Ohio  Academy  of 
Family  Physicians  in  1978. 


SATYENDRA  C.  GUPTA,  M.D.,  Centerville,  has 
been  elected  to  Fellowship  in  the  American  Heart  Asso- 
ciation’s Council  on  Clinical  Cardiology.  Dr.  Gupta  is 
Assistant  Clinical  Professor  of  Medicine,  Wright  State 
University  School  of  Medicine,  and  Director  of  ECG 
and  Noninvasive  Cardiovascular  Laboratories,  Veterans 
Administration  Center,  Dayton. 
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P.  R.  LAKHANI,  M.D.,  Youngstown,  has  been 
certified  as  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine.  Dr.  Lakhani  is  a member  of  the  medi- 
cal staff  of  St.  Elizabeth  Hospital  Medical  Center, 
Youngstown,  and  the  teaching  faculty  of  Northeastern 
Ohio  Universities  College  of  Medicine. 

FLORENCE  C.  LENAHAN,  M.D.,  Columbus,  has 
been  named  Medical  Director  of  the  Health  Center  at 
Friendship  Village  of  Columbus,  Ohio,  Inc.  Dr.  Lenahan 
is  a graduate  of  The  Ohio  State  University  College  of 
Medicine. 

RICHARD  LUTES,  M.D.,  Columbus,  has  been 
named  Acting  Director  of  the  Mt.  Carmel  Family  Prac- 
tice Residency  Center.  He  succeeds  the  late  HARRY  J. 
SHAVER,  M.D.  Previously,  Dr.  Lutes  served  as  assistant 
director  of  the  center. 

WILLIAM  P.  MAHONEY,  M.D.,  Olmsted  Falls, 
has  been  reelected  President  of  the  Medical  Staff  of 
Southwest  General  Hospital,  Middleburg  Heights.  The 
other  officers  are  WALLACE  C.  RL1SSELL,  M.D.,  Fair- 
view  Park,  vice-president;  and  WALTER  R.  FUNK, 
M.D.,  Cleveland,  secretary-treasurer. 

VALENTIN  MERSOL,  M.D.,  Chagrin  Falls,  has 
been  named  President  of  the  Medical  Staff  of  St.  Alexis 
Hospital.  Dr.  Mersol  is  Clinical  Assistant  Professor  at 
Case  Western  Reserve  University  School  of  Medicine, 
and  directs  the  ENT  residency  program  at  St.  Vincent 
Charity  Hospital. 

ROY  MILLER,  M.D.,  Medina,  was  named  Man 
of  the  Year  by  the  Medina  Jaycees.  Honored  in  part 
for  his  role  in  attracting  new  physicians  to  the  Medina 
area,  Dr.  Miller  is  head  of  the  Department  of  Medicine 
at  Medina  Hospital.  In  addition,  he  is  a director  of  the 
Ohio  Academy  of  Family  Physicians,  teaching  consul- 
tant for  Akron  City  Hospital’s  Family  Practice  Center, 
and  a member  of  the  faculty  of  Northeastern  Ohio  Uni- 
versities College  of  Medicine. 

STANLEY  NAHIGIAN,  M.D.,  Cleveland,  has  been 
elected  President  of  the  Medical  Staff  and  Chairman  of 
the  Medical  Council  at  Hillrest  Hospital.  An  ortho- 
pedic surgeon,  Dr.  Nahigian  also  is  Assistant  Clinical 
Professor  of  Orthopedic  Surgery  at  Case  Western  Re- 
serve University  School  of  Medicine. 

GEORGE  I.  NELSON,  M.D.,  Columbus,  was  hon- 
ored when  the  Cardiology  Laboratories  at  Mt.  Carmel 
Hospital  were  dedicated  in  his  name.  Dr.  Nelson  is 
recognized  by  his  colleagues  as  the  “father  of  electro- 
cardiography and  probably  cardiology”  in  central  Ohio. 
Formerly  Chairman  of  the  Department  of  Medicine  at 
Mt.  Carmel,  he  is  Clinical  Professor  Emeritus  at  The 
Ohio  State  University  College  of  Medicine. 


THOMAS  A.  NIMS,  M.D.,  Columbus,  has  been 
appointed  Director  of  Surgical  Oncology  at  Grant  Hos- 
pital, Columbus.  He  also  will  serve  as  Director  of  Medical 
Education  - Surgery.  A graduate  of  The  Ohio  State 
University  College  of  Medicine,  Dr.  Nims  recently  com- 
pleted a fellowship  in  oncologic  surgery  at  Memorial 
Sloan-Kettering  Hospital,  New  York  City. 

PETE  N.  POOLOS,  JR.,  M.D.,  Cleveland,  has 
been  promoted  to  Assistant  Clinical  Professor  of  Neuro- 
surgery at  Case  Western  Reserve  University  School  of 
Medicine,  Dr.  Poolos  is  primarily  affiliated  with  Fair- 
view  General,  St.  Johns,  and  St.  Alexis  Hospitals  and 
is  a Visitant  in  Neurosurgery  at  Cleveland  Metropolitan 
General  Hospital. 

VIOLA  STARTZMAN  ROBERTSON,  M.D., 

Wooster,  received  the  Goodwill  Ambassador  Award  for 
the  Noble  County  Chamber  of  Commerce.  A former 
Caldwell  pediatrician,  Dr.  Robertson  was  cited  for  out- 
standing contributions  to  Noble  County.  In  1978,  she 
was  named  Citizen  of  the  Year  by  the  Wooster  Cham- 
ber of  Commerce  and  received  the  Distinguished  Alumni 
Award  of  the  College  of  Wooster.  Although  she  plans  to 
retire  in  June,  Dr.  Robertson  currently  is  serving  as 
Director  of  Student  Health  Services  at  the  College  of 
Wooster. 

NORMAN  O.  ROTHERMICH,  M.D.,  Columbus, 
has  been  appointed  Codirector  of  the  Arthritis  Section, 
Division  of  Immunology,  The  Ohio  State  University  Col- 
lege of  Medicine.  He  founded  the  arthritis  division  at 
the  University  and  served  as  its  director  until  his  resig- 
nation in  1959.  Additionally,  Dr.  Rothermich  is  Director 
of  the  Division  of  Rheumatology,  Mt.  Carmel  Medical 
Center,  and  chief  of  the  Hospital’s  new  arthritis  unit. 

OTTO  S.  STEINREICH,  M.D.,  has  been  appointed 
Associate  Dean  of  Clinical  Sciences,  Northeastern  Ohio 
Universities  College  of  Medicine.  Dr.  Steinreich  is  Direc- 
tor of  Medical  Education  at  St.  Thomas  Hospital  Medi- 
cal Center,  Akron. 


DON  G.  WARREN,  M.D.,  West  Lafayette,  has 
been  elected  to  the  Advisory  Board  of  Coshocton  Na- 
tional Bank.  A Charter  Member  and  Diplomate  of  the 
American  Board  of  Family  Practice,  Dr.  Warren  also 
is  Coshocton  County  Coroner. 
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The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

The  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  mdo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*The  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 
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Manuscript  Guidelines 

1.  EXCLUSIVE  PUBLICATION.  Articles  are  accepted  for  publica- 
tion with  the  understanding  that  they  are  contributed  solely  to  this  Journal. 
Permission  for  subsequent  publication  elsewhere  must  be  obtained  in  writing 
from  the  Editor  and  from  the  Author. 

2.  CORRESPONDENCE.  Address  all  correspondence  relating  to  pub- 
lication of  scientific  papers  to:  The  Consulting  Medical  Editor,  The  Ohio 
State  Medical  Journal,  600  South  High  Street,  Columbus,  Ohio  43215. 

3.  MANUSCRIPTS,  (a).  Manuscripts  should  be  submitted  in  the 
original  on  standard  22  X 28-cm  (8/2  x 1 1-inch)  white  typing  paper. 

(b) .  A copy  of  the  manuscript  should  be  retained  by  the  Author. 

(c) .  The  entire  text  including  lists  of  REFERENCES  should  be 
TYPED  DOUBLE  OR  TRIPLE  SPACED  with  margins  of  at  least 
one  inch  on  all  sides. 

(d) .  Tables,  charts,  and  figures  (illustrations)  should  be  submitted 
separately  from  the  text.  They  should  be  identified  by  number  and  by 
concise,  descriptive  titles.  In  the  text,  reference  to  them  should  be 
by  number,  eg,  (Fig.  1). 

4.  ILLUSTRATIONS,  (a).  Illustrations  (photographs,  drawings, 
graphs,  and  tables)  will  be  submitted  to  the  printer  for  an  estimate  of  cost. 
The  Journal  will  assume  $10  of  this  expense  and  the  author  will  be  billed 
by  The  Journal  for  the  remainder. 

(b) .  Each  illustration  should  bear  the  figure  number  and  the 
author's  name  on  the  back.  When  pertinent,  the  top  of  the  photograph 
should  be  indicated.  Do  not  clip,  write  on  the  back  with  a hard  pencil, 
or  otherwise  mutilate  the  prints. 

(c) .  Legends  for  the  figures  should  be  written  on  separate  paper. 

(d) .  The  author  must  affirm  that  he  has  written  releases  on  all 
photographs  in  which  patients  can  be  identified. 

5.  ABSTRACTS.  A short  (100-word  maximum)  abstract  should  be 
included  with  the  article.  It  should  cover  the  main  points  so  that  the 
reader  may  readily  obtain  the  gist  of  the  article. 

6.  SUMMARIES.  The  summary  should  be  a concise  restatement  of  the 
information  given  in  the  body  of  the  article. 

7.  REFERENCES,  (a).  Lists  of  references  should  be  at  a minimum 
to  conserve  space  and  expense  and  be  limited  to  those  essential  to  the 
subject  and  to  which  actual  reference  is  made  in  the  text.  The  Editor 
reserves  the  right  to  reduce  the  number  when  necessary. 

(b) .  References  should  be  listed  in  the  order  of  their  appearance 
in  the  text. 

(c) .  Authenticity  and  accuracy  are  the  responsibilities  of  the 
Author. 

(d) .  Each  journal  reference  should  include  in  this  order:  Author’s 
last  name  and  initials,  title  of  article,  name  of  journal  (abbreviated 
in  accordance  with  standard  usage),  volume  number,  inclusive  page 
numbers,  and  year. 

“2.  Doe  J,  Roe  RX:  How  to  go  about  it.  Ohio  State  M J 13:24- 
30,  1920" 

Each  textbook  reference  should  include,  in  this  order:  Author’s 
surname  and  initials,  title  of  the  book  (capitalize  all  main  words), 
edition,  place  of  publication,  name  of  the  publisher,  year  of  publication, 
volume,  if  more  than  one  has  been  published,  and  page. 

“5.  Osier  W : Modern  Medicine,  ed  3,  Philadelphia,  Lea  & Febi- 
ger,  1927,  vol  5,  p 66." 

8.  IDENTIFICATION  OF  PATIENTS.  Names,  initials,  hospital  num- 
bers, or  any  other  identifiable  labels,  should  not  be  used.  It  is  preferable 
to  identify  patients  for  the  purpose  of  publication  by  the  use  of  numbers 
in  series  for  the  study  being  reported. 

9.  METRICATION.  All  measurements  must  be  in  metric  units.  English 
units  should  be  given  in  parentheses  following  the  metric  in  all  cases  where 
the  measurement  was  originally  done  in  English  units. 

10.  EDITING  OF  MANUSCRIPT.  Following  acceptance  of  a manu- 
script for  publication,  it  will  be  copy  edited  in  conformance  with  the 
editorial  standards  of  the  American  Medical  Association,  which  The  Journal 
follows.  The  copy-edited  manuscript  will  be  returned  to  the  Senior  Author 
for  approval.  At  that  time,  he  is  asked  to  make  all  corrections  and  to  have 
the  manuscript  retyped.  Any  changes,  other  than  typographical  errors,  made 
by  the  Author  after  the  manuscript  is  set  in  type  will  be  billed  to  him  at 
$2  per  line. 

11.  REPRINTS.  An  order  blank  for  reprints  with  a table  covering  cost 
will  be  sent  with  the  galley  proofs  to  the  Senior  Author.  The  Journal  does 
not  profit  on  reprint  orders. 

12.  EDITORIAL  ASSISTANCE.  Miss  Mary  Lou  Brady,  Journal 
Editorial  Assistant,  stands  ready  to  assist  the  Author  in  preparing  his 
manuscript.  For  his  own  assistance,  however,  the  Author  is  encouraged  to 
consult  standard  texts  on  medical  writing,  such  as  the  Style  Book  and 
Editorial  Manual,  prepared  by  the  Scientific  Publications  Division, 
American  Medical  Association,  535  North  Dearborn  Street,  Chicago,  Illinois 
60610. 
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Librax 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2.5  mg  clidinium  Br. 


Please  consult  complete  prescribing  information,  a sum- 
mary of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the  Na- 
tional Academy  of  Sciences — National  Research  Coun- 
cil and/or  other  information,  FDA  has  classified  the  in- 
dications as  follows: 

‘'Possibly"  effective:  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer  and  in  the  treatment  of  the  irritable 
bowel  syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HCI  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants,  and  against  hazard- 
ous occupations  requiring  complete  mental  alertness  (e.g. , 
operating  machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended  doses,  but  use 
caution  in  administering  Librium®  (chlordiazepoxide  HCI)  to 
known  addiction-prone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms  (including  convulsions) 
reported  following  discontinuation  of  the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  dur- 
ing first  trimester  should  almost  always  be  avoided 
because  of  increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting  therapy. 
Advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  small- 
est effective  amount  to  preclude  ataxia,  oversedation,  confu- 
sion (no  more  than  2 capsules/day  initially;  increase  gradually 
as  needed  and  tolerated)  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  pharmacology  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors, 
phenothiazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical  reactions  re- 
ported in  psychiatric  patients  Employ  usual  precautions  in 
treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax.  When 
chlordiazepoxide  HCI  is  used  alone,  drowsiness,  ataxia,  con- 
fusion may  occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment,  but  also 
occasionally  observed  at  lower  dosage  ranges.  Syncope  re- 
ported in  a few  instances.  Also  encountered:  isolated  in- 
stances of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns may  appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice,  hepatic  dys- 
function reported  occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function  tests  advis- 
able during  protracted  therapy.  Adverse  effects  reported  with 
Librax  typical  of  anticholinergic  agents,  /.e. , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation.  Constipation 
has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 

Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 
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RAYMOND  J.  BALLINGER,  M.D.,  Massillon; 
Howard  University  College  of  Medicine,  Washington, 
D.C.,  1931;  age  76;  died  January  24;  member  OSMA 
and  AMA. 

JOHN  L.  BAUER,  M.D.,  Middletown;  University 
of  Cincinnati  College  of  Medicine,  1943;  age  63;  died 
February  5;  member  OSMA  and  AMA. 

RAYMOND  E.  BOICE,  M.D.,  Pomeroy;  The  Ohio 
State  University  College  of  Medicine,  1928;  age  74;  died 
January  21;  member  OSMA  and  AMA. 

JOHN  MILTON  DASHER,  M.D.,  Dayton;  Me- 
harry  Medical  College  School  of  Medicine,  Nashville, 
1929;  age  78;  died  January  18;  member  OSMA  and 
AMA. 

SAMUEL  H.  EISENBERG,  M.D.,  Akron;  Uni- 
versity of  Michigan  Medical  School,  Ann  Arbor,  1925; 
age  75;  died  January  19. 

DAVID  F.  GERBER,  M.D.,  Monroe;  Miami  Medi- 
cal College,  Cincinnati,  1908;  age  98;  died  December  24, 
1978;  member  OSMA  and  AMA. 


JAMES  K.  HERALD,  M.D.,  Youngstown;  Univer- 
sity of  Maryland  School  of  Medicine,  Baltimore,  1935; 
age  69;  died  February  2;  member  OSMA  and  AMA. 

AUDRA  M.  KELLEY,  M.D.,  Ft.  Pierce,  Florida; 
University  of  Cincinnati  College  of  Medicine,  1924;  age 
86;  died  January  22;  member  OSMA  and  AMA. 

EDMUND  W.  MALONG,  M.D.,  Cleveland;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1928;  age  78; 
died  January  27;  member  OSMA  and  AMA. 

ROBERT  H.  McCOMMON,  M.D.,  Shadyside; 
Case  Western  Reserve  University  School  of  Medicine, 
Cleveland,  1932;  age  71;  died  January  29;  member 
OSMA  and  AMA. 

DALE  C.  METHENY,  M.D.,  Fairborn;  Albany 
Medical  College  of  Union  University,  1959;  age  48;  died 
January  31;  member  OSMA  and  AMA. 

CLIFFORD  B.  SNIDER,  M.D.,  Lancaster;  The 
Ohio  State  LTniversity  College  of  Medicine,  1922;  age 
84;  died  January  11;  member  OSMA  and  AMA. 
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ORAL 

HYDERGMS 

Each  1-mg  Hydergine  tablet  contains  dihydroergocornine  mesylate  0.333  mg, 
dihydroergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha- 
ergocryptine  and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate 
0.333  mg,  representing  a total  of  1 mg. 

An  improvement 
that’s  easy  to  swallow 

• No  waiting  for  tablets  to  dissolve  under  the  tongue. 

• Easier  dose  administration  for  increased  patient  compliance— 
less  need  for  supervision. 

• Human  bioavailability  demonstrated. 


TABLETS, 

1 mgatabu.d.) 


Indications:  Selected  symptoms  in  elderly  patients,  such  as  mood-depression,  confusion,  unsociability,  dizzi- 
ness, and  lack  of  self-care,  of  unknown  etiology 
Contraindications:  Hypersensitivity  to  the  drug 

Precautions:  Because  the  target  symptoms  are  of  unknown  etiology,  careful  diagnosis  should  be 
attempted  before  prescribing  Hydergine  tablets  and  sublingual  tablets . 

Adverse  Reactions:  Serious  side  effects  have  not  been  found.  Some  sublingual  irritation,  transient  nausea, 
and  gastric  disturbances  have  been  reported.  Hydergine  tablets  and  sublingual  tablets  do  not  possess  the 
vasoconstrictor  properties  of  natural  ergot  alkaloids. 

Dosage  and  Administration:  1 mg  three  times  daily  Alleviation  of  symptoms  is  usually  gradual  and  results 
may  not  be  observed  for  3-4  weeks. 

How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  100  and  500  Hydergine  sublingual 
tablets  1 mg,  containing  dihydroergocornine  mesylate  0.333  mg,  dihydroergocristine  mesylate  0.333  mg, 
and  dihydroergocryptine  (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1) 
mesylate  0.333  mg,  representing  a total  of  1 mg;  packages  of  100,  500,  and  1000.  Hydergine  sublingual 
tablets  0.5  mg,  containing  dihydroergocornine  mesylate  0.167  mg,  dihydroergocristine  mesylate  0.167  mg, 
and  dihydroergocryptine  (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1) 
mesylate  0.167  mg,  representing  a total  of  0.5  mg;  packages  of  100  and  1000. 

Before  prescribing,  see  package  insert  for  full  product  information. 


SANDOZ  PHARMACEUTICALS,  EAST  HANOVER,  N.J.  07936  sandoz 
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Communications:  The  Vital  Link 


Gail  E.  Dodson,  Director 

OSMA  Department  of  Continuing  Medical  Education 

This  year’s  theme  for  the  OSMA  Annual  Meeting 
stresses  our  Association’s  most  critical  role — a conduit  to 
funnel  significant  information  to  all  OSMA  members. 
Members  are  encouraged  to  take  full  advantage  of  the 
information  offered  by  your  state  medical  association,  and 
to  contribute  your  talents  to  strengthen  communications. 

This  preliminary  program  will  acquaint  OSMA 
members  with  1979  Annual  Meeting  activities  prior  to 
meeting  time,  May  11-16.  Read  it  carefully,  planning  your 
days  with  deliberation.  As  this  is  the  last  year  in  this 
medical  license  reregistration  triennium,  be  especially 
careful  to  take  advantage  of  the  numerous  continuing 
medical  education  course  offerings. 

Fee  Courses 

Preregistration  for  courses  involving  fees  is  desirable. 
Such  registration  also  applies  to  social  activities.  The 
OSMA  Department  of  Continuing  Medical  Education 
will  mail  tickets  to  all  individuals  whose  registration  form 
and  fees  are  received  by  May  1 . All  other  tickets  may  be 
claimed  at  the  OSMA  Registration  Desk  during  the 
Annual  Meeting. 

Once  the  meeting  has  begun,  those  individuals  not 
preregistered  should  check  at  the  Ticket  Sales  Desk  to 
determine  the  availability  of  education  courses  and  other 
activities. 

The  Basic  Life  Support  program  will  be  offered 
twice — once  on  Friday,  May  11,  and  again  on  Monday, 
May  14.  This  is  a five-hour  course.  Advanced  Life  Sup- 
port, a two-day  program,  will  be  presented  on  Saturday, 
May  12,  and  Sunday,  May  13.  Basic  Life  Support  is  a 
prerequisite  for  Advanced  Life  Support. 

Other  Programs 

Specialty  society  programs  are  open  to  anyone  who 
has  registered  for  the  Annual  Meeting,  and  many  of  these 
programs  have  been  designated  Category  I.  In  coopera- 
tion with  Ayerst  Laboratories,  The  Johns  Hopkins  Univer- 
sity School  of  Medicine,  and  Pfizer  Laboratories,  dialogue 
presentations  will  be  available  at  no  charge  and  no  pre- 
registration is  necessary.  Refer  to  the  section  entitled 
“Dialogues”  for  subjects  and  course  directors. 


The  topic  for  the  general  session  is  “The  Physician 
and  Cost-Effective  Health  Care.”  A blue-ribbon  panel, 
headed  by  John  H.  Budd,  M.D.,  Cleveland,  Immediate 
Past  President  of  the  American  Medical  Association,  will 
present  this  program  on  Monday  afternoon,  May  14. 

Additionally,  the  OSMA  Department  of  Communi- 
cations will  display  an  exhibit  entitled  “Is  Your  Lifestyle 
Contributing  to  the  Rising  Cost  of  Health  Care?”  The 
four-panel  display  relates  cost  and  health  damage  to  such 
occurrences  as  smoking,  alcohol  and  drug  abuse,  obesity, 
sedentary  lifestyles,  and  mental  stress.  This  exhibit  will  be 
available  to  OSMA  members  for  display  at  county  health 
fairs,  in  hospitals  or  clinics,  or  at  consumer  seminars  on 
rising  health  costs. 

Also,  the  Ohio  Academy  of  Medical  History  will  offer 
a program  of  interest  to  medical  history  buffs  on  Tuesday 
morning.  May  15. 

Special  Events 

“House  Calls  at  the  Ohio  Theatre,”  the  OSMA  social 
function,  begins  at  6:30  PM,  Tuesday  evening,  May  15. 
Conveniently  located  within  walking  distance  of  all  hotels, 
the  Ohio  Theatre  is  a fine  example  of  the  showplaces  of 
the  past.  A substantial  array  of  delicacies,  including 
Swedish  meatballs,  puffed  fried  red  snapper,  and  chicken 
parmesan,  and  a cash  bar  will  precede  an  evening  of  jazz. 
Join  your  friends  and  purchase  tickets  for  a fun  evening 
at  the  magnificent  Ohio  Theatre. 

Earlier  that  day,  don’t  miss  the  traditional  OMPAC 
Luncheon  which  begins  at  11:30  AM.  The  Honorable 
James  A.  Rhodes,  Governor  of  the  State  of  Ohio,  is  this 
year’s  featured  speaker.  Register  for  this  event  at  $10 
per  person. 

Special  Reduction  in  Fees 

This  year  a special  reduction  in  postgraduate  fees  is 
being  offered  to  retired  OSMA  members,  medical  stu- 
dents, and  physicians-in-training.  These  individuals  are 
entitled  to  deduct  20%  from  postgraduate  fees. 

Whether  or  not  you  qualify  for  this  first-time  reduc- 
tion, the  officers,  councilors,  and  staff  of  the  Ohio  State 
Medical  Association  invite  you  to  partake  of  the  education 
activities  and  other  programs  planned  for  the  1979  OSMA 
Annual  Meeting.  See  you  May  11-16.  ☆☆☆ 
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Candidates  for  the  Offices  of  OSMA 
President-Elect  and  Secretary-Treasurer 

For  President  — Dr.  Thomas,  Lorain 


Mr.  Hart  Page 

Executive  Director 

Ohio  State  Medical  Association 

600  South  High  Street 

Columbus,  Ohio  43215 

Dear  Mr.  Page: 

By  Constitutional  privilege,  the  Executive  Council  of  the 
Lorain  County  Medical  Society  enthusiastically  nominates  Robert 
G.  Thomas,  M.D.  for  the  office  of  President-Elect  of  the  Ohio 
State  Medical  Association. 

Dr.  Thomas  is  eminently  qualified  for  this  office  by  virtue 
of  his  continued  dedication  and  outstanding  contributions  to 
the  community,  his  colleagues  in  the  medical  profession,  the 
Ohio  State  Medical  Association  and  the  American  Medical 
Association. 

Dr.  Thomas  has  been  a dominant  figure  in  the  Lorain 
County  Medical  Society,  serving  as  President  in  1971,  offering 
continued  support  by  chairing  several  committees1,  and  con- 
tinuing to  participate  in  many  areas  in  an  advisory  capacity. 
Dr.  Thomas  holds  a life-time  membership  in  OSMA,  served 
three  terms  as  the  Eleventh  District  Councilor  and  has  furthered 
these  contributions  by  currently  serving  as  Secretary-Treasurer 
of  OSMA,  elected  to  that  position  in  1976. 

We  are  therefore,  pleased  to  nominate  Dr.  Robert  Thomas 
as  candidate  for  the  office  of  President-Elect,  confident  that  his 
knowledge,  integrity  and  skill  will  enable  him  to  provide  out- 
standing leadership  to  the  Ohio  State  Medical  Association. 

Respectfully  submitted, 
/s/Gabriel  A.  Sabga,  M.D. 

President 


Born  in  Wooster,  Ohio,  Robert  G.  Thomas,  M.D., 
is  a graduate  of  Western  Reserve  University  School  of 
Medicine.  He  completed  a rotating  internship  and  resi- 
dency in  pathologic  anatomy  and  clinical  pathology  at 
Youngstown  Hospital  Association.  Currently,  he  is  Path- 
ologist and  Director  of  Laboratories,  Elyria  Memorial 
Hospital,  Elyria. 

Dr.  Thomas  has  served  the  Ohio  State  Medical  As- 
sociation in  many  capacities,  the  most  recent  his  current 
position  as  Secretary-Treasurer.  He  also  is  a member 
of  the  Task  Force  on  Professional  Liability  and  the  Com- 
mittee on  Laboratory  Medicine.  In  previous  years,  he 


devoted  his  energies  as  chairman  of  the  Auditing  and 
Appropriations  Committee,  councilor  of  the  Eleventh 
District,  and  member  of  numerous  committees.  In  addi- 
tion, Dr.  Thomas  is  Alternate  Delegate  from  the  OSMA 
to  the  American  Medical  Association’s  House  of  Dele- 
gates. 

On  a national  level,  Dr.  Thomas  is  active  in  the 
College  of  American  Pathologists,  in  which  he  has  held 
positions  including  chairman  of  the  Laboratory  Resources 
Committee,  secretary  and  vice  speaker  of  the  House  of 
Delegates,  and  member  of  numerous  committees.  Also, 
he  has  served  as  president  of  the  American  Pathology 
Foundation.  Locally,  Dr.  Thomas  held  several  offices  with 
the  Ohio  Society  of  Pathologists,  including  the  presidency. 

A member  of  the  Board  of  Trustees  of  the  Physicians 
Insurance  Company  of  Ohio,  Dr.  Thomas  is  chairman 
of  the  Budget  and  Finance  Committee  and  chairman  of 
the  Underwriting  Committee.  He  was  president  of  the 
Lorain  County  Medical  Society  and  the  medical  Staff 
at  Elyria  Memorial  Hospital,  too. 

Other  activities  in  his  home  area  include  the  presi- 
dency of  the  United  Health  Foundation  of  Greater  Elyria, 
membership  on  the  Board  of  Trustees  of  Case  Western 
Reserve  University  School  of  Medicine  Alumni  Associa- 
tion, and  the  chairmanship  of  the  Lorain  County  Com- 
mittee of  Northeast  Ohio  Regional  Medical  Program. 

A licensed  pilot  since  1941,  Dr.  Thomas  and  his 
wife,  Betsy,  have  six  children. 
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For  Secretary-Treasurer 


David  A.  Barr,  M.D. 


C.  Edward  Pichette,  M.D. 


David  A.  Barr,  M.D.,  Lima,  has  been  nominated  by 
the  Academy  of  Medicine  of  Lima  and  Allen  County  for 
the  position  of  Secretary-Treasurer  of  the  Ohio  State 
Medical  Association. 

A native  of  LTrbana,  Ohio,  Dr.  Barr  received  his 
medical  degree  from  1 he  Ohio  State  University  College 
of  Medicine  and  completed  a rotating  internship  at  St. 
Rita’s  Hospital,  Lima.  He  is  a Charter  Diplomate  of  the 
American  Board  of  Family  Practice  and  a Charter  Fellow 
of  the  American  Academy  of  Family  Physicians.  Dr.  Barr 
is  Clinical  Associate  in  the  Department  of  Family  Medi- 
cine, Medical  College  of  Ohio  at  Toledo. 

He  has  served  the  OSMA  as  Delegate  from  the  Lima 
and  Allen  County  Academy  of  Medicine,  member  of  the 
Judicial  and  Professional  Relations  Committee,  and 
chairman  of  reference  committees. 

Dr.  Barr  also  is  past  director,  treasurer,  vice-presi- 
dent, and  president  of  the  Ohio  Academy  of  Family 
Physicians,  and  currently  he  is  a delegate  from  this 
organization  to  the  House  of  Delegates  of  the  American 
Academy  of  Family  Physicians. 

C.  Edward  Pichette,  M.D.,  Youngstown,  has  been 
nominated  by  the  Mahoning  County  Medical  Society  for 
the  position  of  Secretary-Treasurer  of  the  Ohio  State 
Medical  Association. 

Dr.  Pichette  currently  is  serving  his  fifth  year  as 
OSMA  Councilor  from  the  Sixth  District.  In  addition, 
he  has  been  council  member,  treasurer,  and  president 
of  the  Mahoning  County  Medical  Society  — service  that 
has  spanned  21  years. 

A native  of  Syracuse,  New  York,  he  graduate  from 
Syracuse  Medical  School,  and  completed  an  internship 
at  Syracuse  Medical  Center.  Following  this,  he  completed 
a one-year  pathology  residency  at  Rhode  Island  General 
Hospital  and  a general  surgery  residency  in  Youngstown, 
the  last  year  as  chief  resident.  His  final  training  was  in 
urology  at  St.  Vincent’s  Hospital,  Toledo. 

Dr.  Pichette  is  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  its  Ohio  Chapter. 

Dr.  Pichette  and  his  wife  have  three  sons.  ☆☆☆ 
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Treat  the  symptoms  in 
the  geriatric  patient 

apathy 
irritability 
forgetfulness 
confusion 


Alert  and 
functioning 
in  the 
sunset 


Cerebro-Nicin 


CAPSULES 


A gentle  cerebral  stimulant 
and  vasodilator  for  the 
geriatric  patient 


Each  CEREBRO-NICIN*  capsule 


contains: 

Pentylenetetrazole  100  mg. 

Nicotinic  Acid  100  mg. 

Ascorbic  Acid  100  mg. 

Thiamine  HCL 25  mg. 

I-Glutamic  Acid  50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine  HCL 3 mg. 


AVAILABLE:  Bottles  100,  500, 1000 
SIDE  EFFECTS:  Most  persons  ex- 
perience a flushing  and  tingling 
sensation  after  taking  a higher 
potency  nicotinic  acid.  As  a sec- 
ondary reaction  some  will  com- 
plain of  nausea,  sweating  and  ab- 


dominal cramps.  The  reaction  is 
usually  transient. 

INDICATIONS:  As  a cerebral 
stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC 
DOSAGE:  One  capsule  three 
times  daily  adjusted  to  the  indi- 
vidual patient. 

WARNING:  Overdosage  may 
cause  muscle  tremor  and  convul- 
sions 

CONTRAINDICATIONS:  Epilepsy 
or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits 
dispensing  without  prescription. 
Keep  out  of  reach  of  children. 


Write  for  literature  and  samples 
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ipractice  life 


YOUR  MEDICAL  OFFICE  MANAGEMENT  REPORT 


WHY  practice  life  IS  TIMELY  FOR  YOUR 
MEDICAL  OFFICE. 

1.  We  are  aware  and  proud  that  the  physicians  of  the 
United  States  offer  the  best  medical  care  in  the  world. 
But  never  before  in  American  history  have  so  many 
negative  forces  been  at  odds  with  the  private  practice 
of  providing  quality  patient  care.  That’s  why  sound 
business  principles  and  up-to-date  procedures  — that 
practice  life  brings  you  monthly  and  in  a special  annual 
report  — are  even  more  important  today. 

2.  A wide  range  of  ideas  are  covered.  From  proven 
scheduling  techniques  to  how  to  minimize  personnel 
conflicts.  From  what’s  new  in  computers  to  new  ways  to 
educate  your  patients.  The  breadth  and  scope  of  practice 
life’  s coverage  will  increase  your  ability  to  make  necessary 
decisions  more  quickly  while  being  more  informed. 

WHY  practice  life  IS  USEFUL. 

1.  Presented  in  an  easy-to-read,  easy-to-refer-to  format, 
practice  life  informs  you  of  significant  matters  such  as 
new  hiring  laws  and  contractual  agreements. 

2.  Its  high-quality  data,  written  in  precise  and  lively 
language,  is  effective  for  the  medical  office  that  cares. 

3.  Your  time  is  valuable.  And  we  won’t  waste  a second’s 
worth.  That’s  why  practice  life  is  written  as  a practical 


guide  that  helps  you  day  after  day. 

4.  practice  life  has  a distinct  advantage  over  other  sources 
of  practice  management  information  — a competent, 
full'-time  staff  of  Practice  Productivity®  consultants 
whose  regular  contributions  come  from  their  daily  work 
of  consulting  with  those  of  you  in  private  practice. 

WHY  YOU  SHOULD  SUBSCRIBE  TO  practice  life. 

1.  practice  life  is  not  for  everyone.  It  is  for  those  who  deal 
with  change  and  strive  to  maintain  quality  patient  care 
at  a reasonable  cost.  If  that  is  you,  order  today  while 
it  is  on  your  mind. 

2.  We  guarantee  practice  life  offers  a better  way  to  produce 
better  results  — for  you.  Should  you  decide  to  cancel 
for  any  reason  at  any  time,  your  money  will  be  promptly 
refunded  on  all  unmailed  issues. 

3.  The  annual  subscription  rate  of  $65.00  — which  equals 
less  than  18*  a day  - entitles  you  to  12  issues  of 
practice  life.  Plus  an  annual  special  practice  management 
report. 

Put  another  way,  practice  life  is  your  “on-site  problem- 
solving consultant”  for  slightly  more  than  the  daily 
postage  of  one  mailed  statement. 

So  send  your  order  in  immediately.  Before  you  miss  a 
single  solution.  (And  your  subscription  is  tax  deductible.) 


r SEND  ME" ONEFULL Yili OF practiM  mT] 

I understand  that  the  annual  subscription  rate  of  $65  (2  years  at  $115)  entitles  | 
me  to  12  issues  plus  1 annual  special  report.  Should  I want  to  cancel  for  any  I 
reason  at  any  time,  my  money  will  be  promptly  refunded  on  all  umnailed  issues.  I 

| Name | 

| Name  of  Practice  ■ 

1 Address  1 

1 

I City  State Zip | 


□ CHECK  ENCLOSED  □ VISA 

(Payable  to  Practice  Productivity®) 


□ MASTERCHARGE  □ 1 YEAR:  $65 

Signature 


* ■ Amount ■ Card  No. 

| ■ For  immediate  service  call  800-241-6229. 

J * practice  life  is  a monthly 
I Practice  Productivity®  publication 

1 


Exp.  Date. 


□ 2 YEARS:  $1  15. 

Send  To:  Practice  Productivity® 

Publications 
2000  Clearview  Avenue 
Atlanta,  Georgia  30340 


Inc. 


Annual  Meeting  Format 


Headquarters  Hotel — Sheraton-Columbus  (SC) 
50  North  Third  Street 

Coheadquarters  Hotel — Neil  House  (NH) 

41  South  High  Street 


Friday,  May  11 

Basic  Life  Support 

1 - 6 PM,  Governor’s  Ballroom,  NH 

Saturday,  May  12 

Registration 

7 AM  - 3 PM,  Ballroom  Level,  NH  and 
Promenade,  SC 

Advanced  Life  Support 

8 AM  - 6 PM,  Governor’s  Ballroom  South,  NH 
12  Noon,  Luncheon,  Governor’s  Ballroom  North 

Office  Manager — Team  Building 

8:30  AM -4: 15  PM,  Grant  Room,  SC 
12  Noon,  Luncheon,  Taft  Room 

Current  Concepts  in  Perinatology 

8:30  AM -4:30  PM,  Ontario-Erie  Rooms,  SC 
11:45  AM,  Luncheon,  McKinley-Harding  Rooms 

Prospective  and  Predictive  Medicine 

9 AM  - 4 PM,  St.  Clair-Huron  Rooms,  SC 
12:15  PM,  Luncheon,  Harrison  Room 

Section  on  Physical  Medicine 

9 AM  - 4 PM,  Michigan-Superior  Rooms,  SC 
12  Noon,  Luncheon , Garfield-Hayes  Rooms 

Ohio  Psychiatric  Association  Council 

4-5  PM,  Foundation,  Taft  Room,  SC 
6 PM,  Dinner,  Nina  Room 

Sunday,  May  13 

Advanced  Life  Support 

8 AM  - 6 PM,  Governor’s  Ballroom  South,  NH 
12  Noon,  Luncheon,  Governor’s  Ballroom  North 

Current  Concepts  in  Perinatology 

8:30  AM -4:30  PM,  Ontario-Erie  Rooms,  SC 
11:45  AM,  I.uncheon,  McKinley-Harding  Rooms 


Exhibit  Hall — Veterans  Memorial  Auditorium  (VM) 
300  West  Broad  Street 

Auxiliary  Headquarters — Christopher  Inn 
300  East  Broad  Street 


Business  Management  for  Physicians 

9 AM  - 12  Noon,  Grant  Room,  SC 

Prospective  and  Predictive  Medicine 

9 AM  - 4 PM,  St.  Clair-Huron  Rooms,  SC 
12:15  PM,  Luncheon,  Harrison  Room 

Ohio  Psychiatric  Association/Family  Practice 

1 1 AM  - 4 PM,  Michigan-Superior  Rooms,  SC 

12  Noon,  Luncheon,  French  Pavilion 

OSMA  Delegation  to  AMA 

2- 4  PM,  Board  Room,  SC 

House  of  Delegates 

3- 7  PM,  Registration,  Promenade,  SC 

5:30  PM,  Buffet  Dinner,  Nina  and  Pinta  Rooms 
7-9  PM,  First  Session,  Santa  Maria  and 
Isabella  Rooms 


Councilor  District  Caucuses 


4-5: 

30  PM,  Sheraton 

as  noted: 

District  1 — 

Executive  Suite 

District  7 — 

Suite 

1514 

District  2 — 

Suite  514 

District  8 — 

Suite 

1523 

District  3 — 

Suite  1701 

District  9 — 

Suite 

1601 

District  4 — 

Suite  1714 

District  10 — - 

Suite 

1614 

District  5 — 

Auditorium 

District  11 — 

Suite 

1623 

District  6 — 

Suite  1401 

District  12 — 

Suite 

1501 

Monday,  May  14 

Reference  Committee  Registration 

6:30  AM,  Promenade,  SC 

Complimentary  Buffet 

7-8  AM,  Pinta  and  Santa  Maria  Rooms,  SC 

Reference  Committee  Hearings 
7:30  AM  - 1:30  PM 
Res.  Comm.  1 — Taft  Room,  SC 
Res.  Comm.  2 — Nina  Room,  SC 
Res.  Comm.  3 — Grant  Room,  SC 
President’s  Address — (Suite  to  be  assigned) 
Nominations — Harrison  Room,  SC 
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Basic  Life  Support 

8 AM  - 1 PM,  Governor’s  Ballroom  South,  NH 

Genetic  Counseling  in  Obstetrics 

8 AM  - 12:30  PM,  Garfield-Hayes  Rooms,  SC 

General  and  Advance  Registration 

8:30  AM -4:30  PM,  Ground  Floor,  VM 

Otolaryngology 

9 AM  - 4 PM,  St.  Clair-Huron  Rooms,  SC 

12  Noon,  Luncheon,  McKinley-Harding  Rooms 

You — The  Telephone  Manager 

9 AM  - 12  Noon,  Erie-Ontario  Rooms,  SC 

Ohio  Health  Commissioners 

11  AM -4:30  PM,  Room  201,  VM 

Exhibits  Open 

12  Noon -4:30  PM 

Rheumatology 

12  Noon,  Luncheon,  Michigan-Superior 
Rooms,  SC 

1:30-5  PM,  Garfield-Hayes  Rooms 

General  Session  The  Physician  and  Cost-Effective 
Health  Care 

1:30-3:30  PM,  Assembly  Hall,  VM 

Reception  for  Exhibitors 

5-6  PM,  Lake  Room,  SC 

Ohio  Medical  Indemnity  Reception 

5:30-7  PM,  Pinnacle  Room,  SC 

Medical  Mutual  Reception 

9-11  PM,  French  Pavilion,  SC 


Tuesday,  May  15 

Electrolytes  and  Blood  Gases 

7:30-  10:30  AM,  Erie-Ontario  Rooms,  SC 
Repeated  1:30-4:30  PM 

Modern  Therapeutics 

7:30-  10:30  AM,  Superior-Michigan 
Rooms,  SC 

Repeated  1:30-4:30  PM 

Office  Orthopedics 

7:30  - 10:30  AM,  Huron-St.  Clair  Rooms,  SC 
Repeated  1:30  -4:30  PM 

OMPAC  Board  Breakfast 

8-11  AM,  Board  Room,  SC 

Ophthalmology 

8 AM,  Breakfast,  Harrison  Room,  SC 
10  AM,  General  Business  Meeting, 

Harrison  Room 

12  Noon,  Luncheon,  Pinta  Room 
2-4:30  PM,  Section  Meeting,  Nina  Room 


Pfizer  Dialogue 

8:30  AM -3:45  PM,  Room  208,  VM 

General  and  Advance  Registration 

8:30  AM -4:30  PM,  Ground  Floor,  VM 

Ayerst  Dialogue 

9-11  AM,  Room  202,  VM 
Repeated  1:30-  3:30  PM 

Internal  Medicine 

9 AM  - 12  Noon,  Rooms  203  & 204,  VM 

Ohio  Chapter,  American  Academy  of  Pediatrics 

9 AM -12  Noon,  Parlor  10,  NH 
12  Noon,  Luncheon,  Parlor  6 

Sports  Medicine 

9 AM  - 12  Noon,  Rooms  206  & 207,  VM 
12  Noon.  Luncheon,  Virginia  Room,  SC 

Ohio  Academy  of  Medical  History 

9 AM -12:30  PM,  McKinley-Harding 
Rooms,  SC 

12:30  PM,  Luncheon,  Grant  Room 

Exhibits  Open 

9 AM  -4:30  PM 

Ohio  Health  Commissioners 

9 AM -4:30  PM,  Room  201,  VM 

Pathology 

9 AM -4:30  PM,  Room  205,  VM 
12:15  PM,  Luncheon,  Parlor  8,  NH 

Neurosurgery 

9 AM -5  PM,  Room  102,  VM 
12:30,  Luncheon,  Pinnacle  Room,  SC 

OMPAC  Luncheon 

11:30  AM  - 1:30  PM 
Reception,  Promenade,  SC 
Luncheon,  Santa  Maria-Isabella  Rooms 

Neurology 

1:30-5  PM,  McKinley-Harding  Rooms,  SC 

OSMA  Social  Function 

House  Calls  at  Ohio  Theatre 
6:30  PM,  Buffet 
8 PM,  Jazz  Concert 

Wednesday,  May  16 

Pain  Symposium 

7:30  - 10:30  AM,  Taft  Room,  SC 

Diabetes  Llpdate 

7:30-  10:30  AM,  Superior-Michigan 
Rooms,  SC 

Repeated  1:30-4:30  PM 
Neurology  Revisited 

7:30-  10:30  AM,  Huron-St.  Clair  Rooms,  SC 
Repeated  1:30-4:30  PM 


208  J The  Ohio  State  Medical  Journal 


Office  Obstetrics/Gynecology 

7:30  - 10:30  AM,  Erie-Ontario  Rooms,  SC 
Repeated  1:30-4:30  PM 

Common  ENT  Problems  and  Solutions 

7:30  - 10:30  AM,  Harrison  Room,  SC 
Repeated,  1:30-4:30  PM 

Allergy  and  Immunology 

8:30  AM- 12:15  PM,  Rooms  206  & 207,  VM 
12:30  PM,  Luncheon,  McKinley-Harding 
Rooms,  SC 

General  and  Advance  Registration 

8:30  AM -4:30  PM,  Ground  Floor,  VM 

Exhibits  Open 

9 AM  - 12  Noon 

Plastic  Surgery 

9 AM  - 12  Noon,  Room  202,  VM 
12:15  PM,  Luncheon,  Grant  Room,  SC 

Ohio  Health  Commissioners 

9 AM -4:30  PM,  Room  201,  VM 

OSMA  Committee  on  Scientific  Work 

12  Noon,  Luncheon / Meeting,  Board  Room,  SC 


Emergency  Medicine  and  Ohio  Committee  on  Trauma 

12  Noon,  Luncheon,  Garfield-Hayes  Room,  SC 
1:30-4  PM,  Meeting,  Auditorium 

Colon  and  Rectal  Surgery 

12  Noon,  Luncheon,  University  Club 
1:30-4:30  PM,  Meeting,  Room  205,  VM 

5 PM,  Cocktails,  University  Club 

6 PM,  Dinner,  University  Club 

Anesthesiology 

1:30-4:30  PM,  Rooms  203  & 204,  VM 

Medical  Computers  in  Your  Practice 

1:30-4:30  PM,  Taft  Room,  SC 

House  of  Delegates 

2:30-  3:30  PM,  Registration,  Promenade,  SC 
3:30-  10  PM,  Final  Session,  Santa  Maria  and 
Isabella  Rooms 

6-6:45  PM,  Buffet  Dinner,  Nina  and 
Pinta  Rooms 

Thursday,  May  17 

Council  Meeting  Breakfast 

8:30-  10  AM,  Grant  Room,  SC  ☆☆☆ 


Meeting  Room  Locations 

In  the  Sheraton -Columbus 


Second  Floor 

Columbus  Ballroom  Area 
Nina 
Pinta 

Santa- Maria 
Isabella 
Promenade 
Virginia 

Lake  Rooms 
Erie 
Huron 
Michigan 
Ontario 
St.  Clair 
Superior 

Third  Floor 

Ohio  Rooms 
Auditorium 
Garfield-Hayes 
Grant 
Harrison 

McKinley-Harding 

Taft 


Fourth  Floor 

French  Pavilion 

Twenty-first  Floor 

Board  Room 
Pinnacle 


In  the  Veterans 
Memorial  Auditorium 

Ground  Level 

Exhibit  Hall 

First  Floor 

Room  102 
Assembly  Hall 

(Walter  Brehm  Room) 

Mezzanine 

Room  VM  22 


Second  Floor 

Room  201 
Room  202 
Room  203 
Room  204 
Room  205 
Room  206 
Room  207 
Room  208 
Room  209 


In  the  Neil  House 

Ballroom  Level 

Governor’s  Ballroom 

Parlor  5 

Parlor  5A 

Parlor  6 

Parlor  7 

Parlor  8 

Parlor  9 

Parlor  10 

Parlor  1 1 
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DESCRIPTION:  Methyltestosterone  is  17/t-Hydroxy- 
17-Methylandrost-4-en-3-one.  ACTIONS:  Methyltesto- 
sterone is  an  oil  soluble  androgenic  hormone. 
INDICATIONS:  In  the  male:  1 Eunuchoidism  and 
eunichism  2.  Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency.  3.  Impotence  due  to 
androgenic  deficiency.  4.  Post-puberal  cryptochidism 
with  evidence  of  hypogonadism  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone.  These  changes 
appear  to  be  related  to  dosage  of  the  drug.  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease  In  treating  males  for  symptoms  of  climacteric, 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  If  priapism  or  other  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume.  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely  PBI  may  be  decreased  in  patients  taking 
androgens.  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued  ADVERSE 


REACTIONS:  Cholestatic  jaundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma. 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia. 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements.  Daily  requirements  are  best  administered 
in  divided  doses.  The  following  is  suggested  as  an 
average  daily  dosage  guide.  In  the  male:  Eunuchoidism 
and  eunuchism,  10to40  mg.;  Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  REFERENCE:  R.  B. 
Greenblatt,  M.D  ; R.  Witherington,!  M.D.;I.  B.  Sipahioglu, 
M.D.:  Hormones  for  Improved  Sexuality  in  the  Male 
and  the  Female  Climacteric.  Drug  Therapy,  Sept.  1976. 
SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60,  250.  Rx  only. 


When  m 

impotence 

is  due  tol  androgenic  deficiency. 

Androkfsr^r^s: 

Methyltestosterone  U.S.P  Tablets 

A well  absorbed  oral  androgen. 


Additional  indications:  Replacement  therapy.  When  androgen  deficiency  is  the  cause  of: 
male  climacteric  /eunuchoidism,  eunuchism /post-puberal  cryptorchidism. 


Write  for  new  double-blind  study  reprints  and  samples. 

THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 


Continuing  Medical  Education  Courses 


Postgraduate  Courses 

Use  form  on  pages  183-184  to  register. 

(Asterisks  indicate  fee  courses.) 


ADVANCED  LIFE  SUPPORT  (CPR) 

(Two-day  Course) 


CME  Hours: 
Fee: 

Date: 

Place: 

Time: 

Sponsor: 


14  Category  I 
$140* 

Saturday,  May  12,  and  Sunday,  May  13 
Governors  South,  Neil  House 
8 AM  - 6 PM  Saturday  and  Sunday 
OSMA  Committee  on  Scientific  Work  in 
cooperation  with  Ohio  Heart  Association 


Course  Director:  William  H.  Gates,  M.D.,  Cincinnati, 
State  of  Ohio  Emergency  Medical  Services  Advi- 
sory Council,  and  Chairman,  OSMA  Committee 
on  Emergency  and  Disaster  Medical  Care 


Course  Description:  Fourteen-hour,  two  day  course.  Cer- 
tification in  Basic  Life  Support  a prerequisite.  In 
cooperation  with  Southwestern  Ohio  Heart  Asso- 
ciation, Advanced  Life  Support  Course  provides 
instruction  in  the  following:  use  of  adjunctive 
equipment,  arrhythmia  recognition  and  cardiac 
monitoring,  defibrillation  and  cardioversion,  estab- 
lishing and  maintaining  intravenous  fluid  lifelines, 
drug  therapy  to  correct  acidosis  shock  and  serious 
arrhythmias,  and  stabilization  of  patient’s  condi- 
tion for  transportation.  Registrants  will  be  certified 
according  to  standards  of  American  Heart  Asso- 
ciation. 


BASIC  LIFE  SUPPORT  (CPR) 


CME  Hours: 
Fee: 

Date: 

Place: 

Time: 

Sponsor: 


5 Category  I 
$50* 

Friday,  May  11,  and  repeated 
Monday,  May  14 
Governors  South,  Neil  House 
1-6  PM  Friday  and  8 AM  - 1 PM  Mon- 
day 

OSMA  Committee  on  Scientific  Work  in 
cooperation  with  Ohio  Heart  Association 


Course  Director:  William  H.  Gates,  M.D.,  Cincinnati, 
Chairman,  State  of  Ohio  Emergency  Medical  Ser- 
vices Advisory  Council,  and  Chairman,  OSMA 
Committee  on  Emergency  and  Disaster  Medical 
Care 


Course  Description:  A prerequisite  for  Advanced  Cardiac 
Life  Support  Course.  In  cooperation  with  South- 
western Ohio  Heart  Association,  course  will  cover 
early  warning  signs  and  signals  for  survival  from 
sudden  respiratory  and  cardiac  arrest.  Also  practi- 
cal skills  in  management  of  one-  or  two-person 
CPR,  infant  resuscitation,  relief  of  obstructed  air- 
way, and  witnessed  cardiac  arrest  will  be  covered. 
A medical  care  system  will  be  discussed.  Certifica- 
tion in  Basic  Life  Support  is  goal  of  this  course. 


BUSINESS 

Fee: 

Date: 

Place: 

Time: 

Sponsor: 

Faculty: 


MANAGEMENT  FOR  PHYSICIANS 

$40* 

Sunday,  May  13 
Grant  Room,  Sheraton 
9 AM  - 12  Noon 

OSMA  Committee  on  Scientific  Work 
Practice  Management  Department,  Amer- 
ican Medical  Association 


Course  Description:  Course  will  give  physicians  the  tools 
necessary  to  manage  office  finances  more  effi- 
ciently. They  will  learn  how  to  implement  a system 
of  financial  controls  which  will  save  time,  protect 
practice  assets,  and  provide  necessary  management 
reports;  the  elements  of  a good  accounts-receivable 
system  and  how  this  can  be  used  in  the  office;  the 
“how-to’s”  of  asking  patients  for  payment  at  the 
time  of  service;  and  assessing  and  maximizing  the 
time  spent  in  the  office. 


COMMON  ENT  PROBLEMS  AND  SOLUTIONS 


CME  Hours: 
Fee: 

Date: 

Place: 

Time: 

Sponsor: 


3 Category  I 
$30* 

Wednesday,  May  16 
Harrison  Room,  Sheraton 
7:30  - 10:30  AM  and  repeated 
1:30-4:30  PM 

OSMA  Committee  on  Scientific  Work 


Course  Director:  Andrew  W.  Miglets,  M.D.,  Associate 
Professor  of  Otolaryngology,  Ohio  State  University 
College  of  Medicine 
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Course  Description:  The  many  conditions  seen  in  the  ear, 
nose,  and  throat  which  can  be  diagnosed  and 
treated  primarily  by  the  family  physician  will  be 
discussed.  Further  emphasis  will  be  on  signs  and 
symptoms  that  may  be  associated  with  potentially 
serious  ENT  problems,  especially  “warning  signs” 
which  should  alert  the  practitioner  that  referral  is 
necessary. 


Course  Description:  Identifies  problems  that  pertain  to 
the  high-risk  pregnant  patient  and  her  offspring. 
Featured  topics:  newborn  resuscitation,  maternal 
mortality,  breech  delivery,  amniotic  fluid  assess- 
ment, monitoring,  diabetes  in  pregnancy,  prema- 
ture rupture  of  membranes,  infections  in  preg- 
nancy, ultrasound,  control  of  premature  labor,  and 
acute  and  chronic  hypertension. 


CURRENT  CONCEPTS  IN  PERINATOLOGY 

(Two-day  Course) 


CME  Hours: 
Fee: 

Date: 

Place: 

Time: 

Sponsor: 


12  Category  I 

$120* 

Saturday,  May  12,  and  Sunday,  May  13 
Erie-Ontario  Rooms,  Sheraton 
8:30  AM -4:30  PM  Saturday  and  Sun- 
day 

OSMA  Committee  on  Scientific  Work 


Course  Director:  Frederick  P.  Zuspan,  M.D.,  Professor 
and  Chairman,  Department  of  Obstetrics  and 
Gynecology,  Ohio  State  University  College  of 
Medicine 


Faculty:  Frank  W.  Bowen,  Jr.,  M.D.,  Director  of  Neo- 
natology, Children’s  Hospital,  Columbus 

William  E.  Copeland,  Jr.,  M.D.,  Third-year 
Resident,  Department  of  Obstetrics  and  Gynecol- 
ogy, Ohio  State  University  College  of  Medicine 
William  E.  Copeland,  Sr.,  M.D.,  Professor  of 
Obstetrics  and  Gynecology,  Ohio  State  University 
College  of  Medicine 

Leandro  Cordero,  M.D.,  Associate  Professor  of 
Pediatrics,  Ohio  State  University  College  of  Medi- 
cine 

James  Crane,  M.D.,  Clinical  Instructor  of  Ob- 
stetrics and  Gynecology,  Ohio  State  University 
College  of  Medicine 

Stephen  J.  DeVoe,  M.D.,  Fellow,  Maternal- 
Fetal  Medicine,  Ohio  State  University  College  of 
Medicine 

Jay  D.  lams,  M.D.,  Assistant  Professor  of  Ob- 
stetrics and  Gynecology  and  Fellow,  Maternal- 
Fetal  Medicine,  Ohio  State  University  College  of 
Medicine 

Richard  W.  O’Shaughnessy,  M.D.,  Assistant 
Professor  of  Obstetrics  and  Gynecology,  Ohio  State 
University  School  of  Medicine 

Anthony  J.  Ruppersberg,  Jr.,  M.D.,  Emeritus 
Professor  of  Obstetrics  and  Gynecology,  Ohio  State 
University  College  of  Medicine 

Laurence  E.  Stempel,  M.D.,  Clinical  Instructor 
of  Obstetrics  and  Gynecology,  Ohio  State  Univer- 
sity College  of  Medicine 

Nicholas  J.  Teteris,  M.D.,  Professor  of  Obstetrics 
and  Gynecology,  Ohio  State  University  College  of 
Medicine 


DERMATOLOGY  FOR  NONDERMATOLOGISTS 

CME  Hours:  6 Category  I 
Fee:  $60* 

Date:  Tuesday,  May  15 

Place:  Garfield-Hayes  Room,  Sheraton 

Time:  9 AM  - 4 PM 

Presented  by:  Central  Ohio  Dermatological  Society 

Course  Director:  Franklin  P.  Flowers,  M.D.,  President, 
Central  Ohio  Dermatological  Society 

Schedule: 

9 AM  Tumors  of  the  Skin — Homer  E.  Williams,  M.D., 
Associate  Clinical  Professor  of  Medicine  (Derma- 
tology) , Ohio  State  Llniversity  College  of  Medicine 

9:30  AM  Question-and-Answer  Period 

9:40  AM  Eczema — Robert  Brownlee,  M.D.,  Clinical 
Assistant  Professor  of  Medicine  (Dermatology), 
Ohio  State  University  College  of  Medicine 

10:10  AM  Break 

10:40  AM  Bullous  Diseases — James  McCreary,  M.D., 
Associate  Clinical  Professor  of  Medicine  (Derma- 
tology), Ohio  State  University  College  of  Medicine 

11:10  AM  Question-and-Answer  Period 

11:20  AM  Cutaneous  Manifestations  of  Internal  Dis- 
ease— Edmond  W.  Gardner,  M.D.,  Chairman, 
Division  of  Dermatology,  Mt.  Carmel  Hospital, 
Columbus 

11:50  AM  Question-and-Answer  Period 
12  Noon  Luncheon 

1 PM  What  Every  Doctor  Should  Know  About  Acne — 

James  Leyden,  M.D.,  Chief  of  Dermatology,  Clinic 
Hospital,  LJniversity  of  Pennsylvania,  Philadelphia 

1:50  PM  Question-and-Answer  Period 

2 PM  Common  Skin  Infections — Dr.  Leyden 
2:50  PM  Break 

3 : 20  PM  Contact  Dermatitis — Edmund  D.  Lowney, 
M.D.,  Professor  of  Medicine  and  Director,  Derma- 
tology, Ohio  State  University  College  of  Medicine 

3:50  PM  Question-and-Answer  Period 

4 PM  Conclusion 

(continued  on  page  216) 
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Angina 

freedom 

fighter... 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
Wellcome  North  Carolina  27709 


Cardilate®  (erylhrllyl  tetranltrate) 

INDICATIONS:  For  the  prophylaxis  and  long-term  treatment  of  patients  with  frequent 
or  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pec- 
toris, rather  than  for  the  treatment  of  the  acute  attack  of  angina  pectoris,  since  its 
onset  is  somewhat  slower  than  that  of  nitroglycerin. 

PRECAUTIONS:  As  with  other  effective  nitrites,  some  fall  in  blood  pressure  may  occur 
with  large  doses. 

Caution  should  be  observed  in  administering  the  drug  to  patients  with  a history  of  re- 
cent cerebral  hemorrhage,  because  of  the  vasodilation  which  occurs  in  the  area. 
Although  therapy  permits  more  normal  activity,  the  patient  should  not  be  allowed  to 
misinterpret  freedom  from  anginal  attacks  as  a signal  to  drop  all  restrictions. 

SIDE  EFFECTS:  No  serious  side  effects  have  been  reported.  In  sublingual  therapy,  a 
tingling  sensation  (like  that  of  nitroglycerin)  may  sometimes  be  noted  at  the  point  of 
tablet  contact  with  the  mucous  membrane.  If  objectionable,  this  may  be  mitigated  by 
placing  the  tablet  in  the  buccal  pouch.  As  with  nitroglycerin  or  other  effective  nitrates, 
temporary  vascular  headache  may  occur  during  the  first  few  days  of  therapy  This 
can  be  controlled  by  temporary  dosage  reduction  in  order  to  allow  adjustments  of  the 
cerebral  hemodynamics  to  the  initial  marked  cerebral  vasodilation  These  headaches 
usually  disappear  within  one  week  of  continuous  therapy  but  may  be  minimized  by  the 
administration  of  analgesics. 

Mild  gastrointestinal  disturbances  occur  occasionally  with  larger  doses  and  may  be 
controlled  by  reducing  the  dose  temporarily. 

DOSAGE  Therapy  may  be  initiated  with  10  mg  sublingually  prior  to  each  anticipated 
physical  or  emotional  stress  and  at  bedtime  tor  patients  subject  to  nocturnal  attacks. 
The  dose  may  be  increased  or  decreased  as  needed 

HOW  SUPPLIED:  10  mg  chewable  scored  tablets,  bottle  of  100.  Also  5,  10  and  15  mg 
oral/sublingual  scored  tablets  in  bottles  of  100.  10  mg  oral/  sublingual  scored  tablets 
also  supplied  in  bottle  of  1,000. 

Also  available:  Cardilate®-P  (Erythrityl  Tetranitrate  with  Phenobarbital)*  Tablets 
(Scored). 

('  Warning — may  be  habit-forming.) 


1.  Taken  sublingually,  Cardilate®  (erythrityl 
tetranitrate)  begins  to  work  within  5 minutes, 
eliminating  or  reducing  frequency  and  severity 
of  anginal  pain  for  up  to  two  hours. 

2.  Fear  of  pain,  a major  deterrent  to  achieving 
acceptable  (and  desirable)  levels  of  activity,  in- 
cluding sex,  may  be  allayed  with  Cardilate.  Ef- 
fective prophylaxis  and  improved  exercise 
tolerance  help  toward  normalizing  the  lives  of 
anginal  patients. 

Cardilate 

(erythrityl  tetranitrate) 


DIABETES  UPDATE 


MEDICAL  COMPUTERS  IN  YOUR  PRACTICE 


CME  Hours: 
Fee: 

Date: 

Place: 

Time: 

Sponsor: 


3 Category  I 
$30* 

Wednesday,  May  16 
Superior-Michigan  Rooms,  Sheraton 
7:30  - 10:30  AM  and  repeated 
1:30-4:30  PM 

OSMA  Committee  on  Scientific  Work 


Course  Director:  Thomas  G.  Skillman,  M.D.,  Kurtz  Pro- 
fessor of  Endocrinology,  Department  of  Medicine, 
Ohio  State  University  College  of  Medicine 


Additional  Faculty:  Jack  M.  George,  M.D.,  Director,  Di- 
vision of  Endocrinology,  Department  of  Medicine, 
Ohio  State  University  College  of  Medicine 


Course  Description:  Course  will  review  the  pathogenesis, 
pathophysiology,  diagnosis,  therapy,  and  recent  de- 
velopments in  the  disease  area  identified  as  dia- 
betes mellitus.  Attention  will  be  given  to  the  role 
of  glucagon,  insulin,  intestinal  hormones,  and  soma- 
tostatin in  the  physiology  of  glucose  homeostasis; 
concepts  of  insulin  resistance  as  expressed  by  insu- 
lin binding,  insulin  receptors,  and  antibodies  to 
these  proteins;  recent  developments  in  the  genetics 
of  diabetes;  the  possible  roles  of  viruses,  autoimmu- 
nology, and  cellular  antigens  in  diabetes;  the  pres- 
ent status  of  oral  sulfonylurea  therapy  and  pancre- 
atic transplant  and  the  artificial  pancreas  in  pre- 
vention of  the  microvascular  complications;  and 
the  possible  role  of  high-density  lipoproteins  in 
protection  of  the  macrovasculopathy  of  diabetes. 


ELECTROLYTES  AND  BLOOD  GASES 


CME  Hours: 
Fee: 

Date: 

Place: 

Time: 

Sponsor: 


3 Category  I 
$30* 

Tuesday,  May  15 
Erie-Ontario  Rooms,  Sheraton 
7:30  - 10:30  AM  and  repeated 
1:30-4:30  PM 

OSMA  Committee  on  Scientific  Work 


Course  Director:  Michael  C.  Laver,  M.D.,  Assistant  Clini- 
cal Professor,  Division  of  Nephrology,  Department 
of  Internal  Medicine,  University  of  Cincinnati 
College  of  Medicine 


Course  Description:  The  following  elements  in  the  under- 
standing of  patients  with  electrolyte  and  acid-base 
disturbances  at  a functional  and  useful  level  will 
be  covered:  pathophysiology  of  various  metabolic 
disorders;  interpretation  of  laboratory  data  and  its 
correlation  with  clinical  features;  and  principles  of 
patient  management  arising  from  the  preceding 
items. 


CME  Hours: 
Fee: 

Date: 

Place: 

Time: 

Sponsor: 


3 Category  I 
$30* 

Wednesday,  May  16 
Taft  Room,  Sheraton 
1:30  -4:30  PM 

OSMA  Committee  on  Scientific  Work 


Course  Director:  Fred  V.  Light,  M.D.,  Assistant  Clinical 
Professor  of  Family  Medicine,  Case  Western  Re- 
serve University  School  of  Medicine 


Additional  Faculty:  Robert  L.  Jewell,  President,  Medical 
Economics,  Dayton 


Course  Description:  This  course  will  not  teach  computer 
programming  or  computer  technology  in  any  way. 
It  is  designed  only  to  provide  a better  understand- 
ing of  what  computers  can  do,  what  medical 
office  needs  are,  and  how  computers  can  answer 
these  needs  in  a practical  and  easily  financed  way. 
After  attending  the  course,  physicians  will  be  able 
to  evaluate  the  computer  services  which  are  offered 
by  commercial  organizations  and  to  match  them 
against  specific  needs;  to  be  familiar  with  the  way 
a computer  can  be  used  for  medical  records  and 
computer  billing;  and  to  be  familiar  with  the 
differences  between  on-line,  mini-computer,  and 
batch  processing. 


MODERN  THERAPEUTICS 


CME  Hours: 
Fee: 

Date: 

Place: 

Time: 

Sponsor: 


3 Category  I 
$30* 

Tuesday,  May  15 

Superior-Michigan  Rooms,  Sheraton 
1:30-4:30  PM 

OSMA  Committee  on  Scientific  Work 


Course  Director:  John  Lindower,  M.D.,  Ph.D.,  Chairman, 
Department  of  Pharmacology,  Wright  State  Uni- 
versity School  of  Medicine 


Faculty:  Kazuo  K.  Kimura,  M.D.,  Ph.D.,  Director,  Group 
in  Clinical  Pharmacology,  Wright  State  University 
School  of  Medicine 


Course  Description:  An  active  learning  program  designed 
for  the  busy  practitioner  of  medicine.  The  active 
participation  of  each  physician  will  be  encouraged 
for  mutual  benefit.  Concise  case  studies  have  been 
designed  to  provide  the  basis  for  pertinent  thera- 
peutic problems.  Discussions  will  encourage  con- 
tributions of  all  participants.  In  each  case,  mecha- 
nism-oriented therapeutic  rationale  will  be  dis- 
cussed including  prevention  of  adverse  reaction, 
interaction,  and  toxicity. 

(continued  on  page  219) 
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NEUROLOGY  REVISITED 


CME  Hours: 
Fee: 

Date: 

Place: 

Time: 

Sponsor: 


3 Category  I 
$30* 

Wednesday,  May  16 
Huron-St.  Clair  Rooms,  Sheraton 
7:30  - 10:30  AM  and  repeated 
1:30-4:30  PM 

OSMA  Committee  on  Scientific  Work 


Course  Director:  George  W.  Paulson,  M.D.,  Clinical  Pro- 
fessor of  Neurology,  Ohio  State  University  College 
of  Medicine 

Course  Description:  Intended  as  a refresher  on  neurologic 
knowledge,  beginning  with  fundamental  aspects  in 
clinical  syndromes,  particularly  seizure  disorders 
and  spasticity.  Individual  population  groups  at  risk 
will  be  reviewed  including  those  affected  with 
pediatric  neurologic  problems  and  the  retarded. 
The  iatrogenic  aspects  of  central  nervous  system 
disease,  particularly  as  a causative  factor,  will 
receive  special  attention.  Faculty  will  include  neu- 
rosurgeons and  clinical  neurologists,  and  a simpli- 
fied syllabus  in  related  areas  will  be  available. 


OFFICE  MANAGER  TEAM  BUILDING 

Fee:  $60* 

Date:  Saturday,  May  12 

Place:  Michigan-Superior  Rooms,  Sheraton 

Time:  8:30  AM  - 4: 15  PM 

Sponsor:  OSMA  Committee  on  Scientific  Work 


Course  Directors:  Albert  J . Hart , Jr.,  M.D.,  Clinical  Pro- 
fessor of  Obstetrics  and  Gynecology,  Ohio  State 
University  College  of  Medicine 

Jack  M.  Lomano,  M.D.,  Clinical  Instructor  of 
Obstetrics  and  Gynecology,  Ohio  State  University 
College  of  Medicine 

Course  Description:  Overall  view  of  prenatal  care  with 
emphasis  on  common  problems.  Newer  methods  of 
intrauterine  monitoring  such  as  ultrasound,  oxy- 
tocin challenge  tests,  estriols,  and  electronic  moni- 
toring of  fetal  heart  tones  will  be  included,  as  well 
as  concepts  regarding  family-centered  obstetrics. 
Course  also  will  cover  evaluation  of  irregular  or 
abnormal  uterine  bleeding  and  use  of  menopausal 
estrogen,  differential  diagnosis  of  pelvic  pain,  com- 
mon forms  of  vaginitis  (diagnosis  and  treatment)  ; 
and  current  trends  in  family  planning  and  contra- 
ception. 


OFFICE  ORTHOPEDICS 


CME  Hours: 
Fee: 

Date: 

Place: 

Time: 

Sponsor: 


3 Category  I 
$30* 

Tuesday,  May  15 
Huron-St.  Clair  Rooms,  Sheraton 
7:30  - 10:30  AM  and  repeated 
1:30-4:30  PM 

OSMA  Committee  on  Scientific  Work 


Course  Director:  Richard  F.  Slager,  M.D.,  Clinical  In- 
structor of  Surgery  (Orthopedics),  Ohio  State 
University  School  of  Medicine 


Course  Director  and  Faculty:  Practice  Management  De- 
partment, American  Md^ftclpl  Association 

Course  Description:  For  the  physician's  office  supervisor. 
Improving  thprtyhysician’s  bright  hand — the  office 
supervisor — is  (he  objective  of  this  day-long  inten- 
sive workshop.  Office  supervisory  personnel  will 
sharpen  the  skills  ihev  need  to  develop  to  manage 
the  medical  team.  They  will  learn  how  to  recruit, 
interview,  and  hire  employees;  develop  meaning- 
ful job  descriptions  and  personnel  policies;  train 
and  motivate  employees  to  be  “key  players.”  Role- 
playing,  case  studies,  and  discussion  make  this 
workshop  a “must.” 


OFFICE  OBSTETRICS/GYNECOLOGY 


CME  Hours: 
Fee: 

Date: 

Place: 

Time: 

Sponsor: 


3 Category  I 
$30* 

Wednesday,  May  16 
Erie-Ontario  Rooms,  Sheraton 
7:30  - 10:30  AM  and  repeated 
1:30-4:30  PM 

OSMA  Committee  on  Scientific  Work 


Course  Description:  The  family  practitioner’s  normal 
practice  day  will  include  approximately  24%  pa- 
tient complaints  relative  to  the  musculoskeletal 
system.  This  course  will  deal  with  the  office  diag- 
nosis and  treatment  of  certain  fracture,  postural, 
structural,  podiatric,  and  vertebral,  as  well  as 
orthopedic  athletic  complaints. 


PAIN  SYMPOSIUM 


CME  Hours: 
Fee: 

Date: 

Place: 

Time: 

Sponsor: 


3 Category  I 
$30* 

Wednesday,  May  16 
Taft  Room,  Sheraton 
7:30-  10:30  AM 

OSMA  Committee  on  Scientific  Work 


Course  Director:  George  W.  Waylonis,  M.D.,  Director  of 
Physical  Medicine,  Riverside  Methodist  Hospital, 
Columbus 


Course  Description:  Chronic  pain  management  has  been 
described  as  the  growth  industry  of  the  1970s.  Pain 
has  always  been  a problem  for  the  patient  and 
his/her  physician.  Recent  concerns  over  unde- 
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sirable  side-effects  and  ineffectiveness  of  the  drug- 
oriented  approach  to  pain  have  led  to  the  growing 
use  of  acupuncture,  TENS,  dorsal  column  stimula- 
tors, biofeedback,  hypnosis,  and  other  noninvasive 
procedures  as  a means  of  pain  control.  Pain  centers 
have  developed  emphasizing  a multidiscipline  ap- 
proach to  the  patient.  During  the  course,  we  will 
review  current  concepts  in  pain  control  with  the 
purpose  of  showing  how  some  new  approaches  may 
be  useful  to  the  practitioner,  regardless  of  the 
nature  of  his  practice. 


PROSPECTIVE  AND  PREDICTIVE  MEDICINE 


(Two-Day  Course) 


CME  Hours: 
Fee: 

Date: 

Place: 

Time: 

Sponsor: 


12  Category  I 
$120* 

Saturday,  May  12,  and  Sunday,  May  13 
St.  Clair-Huron  Rooms,  Sheraton 
9 AM  - 4 PM  Saturday  and  Sunday 
OSMA  Committee  on  Scientific  Work 


Course  Director:  Jack  R.  Kirschner , M.D.,  Associate 
Clinical  Professor,  University  of  Cincinnati  College 
of  Medicine 


Additional  Faculty:  Bernard  C.  Wexler,  Ph.D.,  Professor 
of  Experimental  Medicine,  University  of  Cincin- 
nati College  of  Medicine,  and  Director,  May  In- 
stitute for  Medicine  Research,  Cincinnati 


Course  Description:  Course  will  evaluate  important  as- 
pects of  searching  out  predictive  and  prospective 
disorders  by  periodic  health  examinations  including 
an  understanding  of  risk-factor  analysis,  history 
taking,  physical  examination,  and  ancillary  studies. 
To  use  these  means  to  give  intelligent  health  advice 
and  advice  on  behavior  modification. 


YOU,  THE  TELEPHONE  MANAGER 

Fee:  $30* 

Date:  Monday,  May  14 

Place:  Erie-Ontario  Rooms,  Sheraton 

Time:  9 AM  - 12  Noon 

Sponsor:  OSMA  Committee  on  Scientific  Work 


Course  Director  and  Faculty:  Practice  Management  De- 
partment, American  Medical  Association 


Course  Description:  For  medical  office  personnel.  Medical 
office  personnel  will  learn  how  to  communicate 
better  and  to  improve  patient  relations.  Designed 
to  sharpen  medical  assistants’  interpersonal  com- 
munication skills — particularly  those  used  daily  in 
the  office.  Learn  proven  techniques  on  writing  a 
patient-information  booklet,  telephone  manage- 
ment time  savers,  new  medical  office  management 
approaches,  and  ways  to  avoid  medical-legal  con- 
flicts. 


Specialty  Section  Programs 


ALLERGY  AND  IMMUNOLOGY 

CME  Hours:  4 Category  I 

Date:  Wednesday,  May  16 

Place:  Rooms  206-207,  Veterans  Memorial 

Time:  8 : 30  AM  - 12  : 15  PM 

Sponsor:  OSMA  Section  on  Allergy  and  Ohio  So- 

ciety of  Allergy  and  Immunology 

Presiding  Officer:  Joseph  E.  Ghory,  M.D.,  Cincinnati, 
President,  Ohio  Society  of  Allergy  and  Immunol- 
ogy 

Course  Director:  Joseph  D.  Bullock,  M.D.,  Worthington, 
Program  Chairman,  Section  on  Allergy  and  Im- 
munology 

Schedule: 

8:30  AM  The  Child  at  Risk  With  Recurrent  Infections 
— Thomas  J.  Fischer,  M.D.,  Director,  Division  of 
Allergy  and  Immunology,  Children’s  Hospital 
Medical  Center,  Cincinnati 

9:30  AM  Pharmacologic  Implications  of  Beta-Adrener- 
gic Defects  in  Childhood  Allergies — Stanley  Gal- 


ant,  M.D.,  Director,  Division  of  Allergy  and  Im- 
munology, University  of  Utah  Medical  Center, 
Salt  Lake  City 

10:30  AM  Break 

10:45  AM  New  Approaches  to  Bronchospastic  Disease 
Therapy — Richard  S.  Farr,  M.D.,  Director,  Divi- 
sion of  Allergy  and  Immunology,  National  Jewish 
Hospital,  Denver 

11:30  AM  The  Child  at  Risk  With  Allergic  Disease — 
Donald  C.  McLean,  M.D.,  Assistant  Clinical  Pro- 
fessor of  Pediatrics,  Emory  University  Medical 
School,  Atlanta 

12:30  PM  Luncheon — McKinley-Harding  Rooms, 
Sheraton 


ANESTHESIOLOGY 

CME  Hours:  3 Category  I 

Date:  Wednesday,  May  16 

Place:  Rooms  203  & 204,  Veterans  Memorial 


220  J The  Ohio  State  Medical  Journal 


Time:  1:30-4:30  PM 

Sponsor:  OSMA  Section  on  Anesthesiology  and 

Ohio  Society  of  Anesthesiologists 

Course  Director:  Harold  R.  Stevens,  M.D.,  Toledo,  Chair- 
man, Education  Committee,  Ohio  Society  of  Anes- 
thesiologists 

Schedule: 

1:30  PM  Selection  of  Regional  Anesthetic  Agents — 
Phillip  O.  Bridenbaugh,  M.D.,  Professor  and 
Chairman,  Department  of  Anesthesiology,  Univer- 
sity of  Cincinnati  College  of  Medicine 

2 PM  Choice  of  Agents  for  Obstetrics — R.  Bryan  Rob- 

erts, M.D.,  Professor  and  Chairman,  Department 
of  Anesthesiology,  Wright  State  University  School 
of  Medicine 

2:30  PM  Break 

3 PM  Toxicity  of  Local  Anesthetic  Agents — Dr.  Bri- 

denbaugh 

3:30  PM  Safety  of  Regional  Anesthetic  Techniques  in 
Obstetrics — Dr.  Roberts 

4 PM  Question-and-Answer  Period 


COLON  AND  RECTAL  SURGERY 

CME  Hours:  2p2  Category  I 

Date:  Wednesday,  May  16 

Place:  Room  205,  Veterans  Memorial 

Time:  1:30-4:30  PM 

Sponsor:  OSMA  Section  on  Colon  and  Rectal  Sur- 

gery 

Course  Director:  William  R.  C.  Stewart,  M.D.,  Colum- 
bus, Program  Chairman,  Section  on  Colon  and 
Rectal  Surgery 

Schedule: 

1:30  PM  Crohn’s  Disease — Chronic  Ulcerative  Coli- 
tis: Is  Differentiation  Necessary? — Malcolm  C. 
Veidenheimer,  M.D.,  Chairman,  Section  of  Colon 
and  Rectal  Surgery,  Lahey  Clinic  Foundation, 
Boston 

2:10  PM  Office  Proctology — Jack  D.  Selzer,  M.D., 
Fellow,  American  College  of  Surgeons,  Cincinnati 

2:20  PM  The  Surgery  of  Ileostomy  and  Its  Complica- 
tions— David  G.  Jagelman,  M.D.,  Staff  Surgeon, 
Department  of  Colon  and  Rectal  Surgery,  Cleve- 
land Clinic  Foundation 

2:30  PM  Toxic  Megacolon — Larry  C.  Carey,  M.D., 
Chairman  and  Robert  M.  Zollinger  Professor  of 
Surgery,  Department  of  Surgery,  Ohio  State  Uni- 
versity College  of  Medicine 

2:40  PM  Experience  With  the  EEA  for  Left  Colon 
Anastomosis — Ralph  B.  Samson,  M.D.,  Director, 


Colon  and  Rectal  Service,  Grant  Hospital,  Colum- 
bus 

2:50  PM  Break 

3:10  PM  Office  Care  of  Hemorrhoids,  Internal  and 
External — Dr.  Selzer 

3:15  PM  Current  Concepts  in  the  Management  of  Di- 
verticular Disease  of  the  Colon — Dr.  Veidenhei- 
mer 

3:45  PM  Panel  Discussion — Doctors  Veidenheimer, 
Selzer,  Jagelman,  Carey,  and  Samson.  Dr.  Stewart, 
Moderator 


GENERAL  SESSION 

Date:  Monday,  May  14 

Place:  Assembly  Hall,  Veterans  Memorial 

Time:  1:30-  3:30  PM 

Program:  John  H.  Budd,  M.D.,  Cleveland,  Immediate 
Past  President,  American  Medical  Association, 
Moderator 

The  Voluntary  Effort — Robert  Hunter,  M.D.,  Chairman, 
Board  of  Trustees,  American  Medical  Association 

The  Physician’s  Responsibility  as  a Purchaser  of  Services 

— Richard  Ruppert,  M.D.,  President,  Medical 
College  of  Ohio 

The  Physician’s  Responsibility  as  a Motivator  of  Health 
Life  Styles — Edward  G.  Kilroy,  M.D.,  Cleveland 


GENETIC  COUNSELING  IN  OBSTETRICS 

CME  Hours:  4 Category  I 

Date:  Monday,  May  14 

Place:  Garfield-Hayes  Rooms,  Sheraton 

Time:  8 AM  - 12  Noon 

Sponsor:  Division  of  Maternal  and  Child  Health, 

Ohio  Department  of  Health 

Course  Director:  Richard  C.  Juberg,  M.D.,  Ph.D.,  Day- 
ton,  Director  of  Medical  Genetics  and  Birth  De- 
fects, Children’s  Medical  Center  and  Professor  of 
Pediatrics,  Wright  State  University  School  of 
Medicine 

Schedule: 

8 AM  Introduction  and  Self-assessment 

8:15  AM  Overview  of  Genetics  in  Medical  Practice 

8:30  AM  Cytogenics 

9 AM  Single  Gene  Inheritance 

9:30  AM  Break  and  Demonstrations 

9:45  AM  Multiple  Gene  Inheritance 
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10:15  AM  Antenatal  Diagnosis 

10:45  AM  Legal  Implications  of  Genetic  Counseling 
for  Obstetrics 

11:15  AM  Discussion:  Responding  to  Cases  From  Your 
Practice 

11:45  AM  Reaction  Sheet  and  Post-test 


Schedule: 

1:30  PM  Neurologic  Aspects  of  Hypertension — John 
P.  Conomy,  M.D.,  Department  of  Neurology, 
Cleveland  Clinic  Foundation 

2  PM  Recent  Research — Anthony  M.  Iannone,  M.D., 
Department  of  Neurology,  Medical  College  of 
Ohio 


Program  Goals:  As  a result  of  attending  this  program,  the 
obstetrician  and  the  family  physician  will  be  ( 1 ) 
aware  of  the  prevalence  of  genetically  determined 
disease  and  relevance  of  genetics  to  obstetrics,  (2) 
knowledgeable  about  the  prevention  of  genetically 
determined  disorders  through  genetic  counseling 
and  antenatal  diagnosis,  and  (3)  informed  of 
specific  cytogenetic  technology  and  total  genetic 
services  in  the  Ohio  State  Plan  for  Genetics. 


INTERNAL  MEDICINE 


CME  Hours: 
Date: 

Place: 

Time: 

Sponsor: 


3  Category  I 
Tuesday,  May  15 

Rooms  203  & 204,  Veterans  Memorial 
9 AM  - 12  Noon 

Ohio  Society  of  Internal  Medicine 


Presiding  Officer:  John  F.  Condon,  M.D.,  Columbus 
Medical  Center,  Inc. 


Schedule: 

9 AM  Chronic  Fibrosing  Alveolitis — Michael  Whit- 
comb, M.D.,  Associate  Professor  of  Medicine,  Ohio 
State  University  College  of  Medicine 


9:40  AM  Occupational  Pulmonary  Disease — John  J. 
Picken,  M.D.,  Riverside  Methodist  Hospital,  Co- 
lumbus 


2:30  PM  EEG  and  Clinical  Aspects  of  Whole-Brain 
Irradiation — Samuel  E.  Pitner,  M.D.,  Department 
of  Neurology,  Wright  State  University  School  of 
Medicine 

3 PM  Nitrous  Oxide  Neuropathy — Zarife  Sahenk, 

M.D.,  Columbus 

3:30  PM  Recent  Advances:  Doppler  Testing — Gary  R. 
Wise,  M.D.,  Columbus 

4 PM  Alzheimer’s  Disease,  Aluminum  Tetracycline-. — 

James  M.  Parker,  M.D.,  Columbus 

4:30  PM  Parkinsonism — Harold  Mars,  M.D.,  Shaker 
Heights 


NEUROSURGERY 


CME  Hours: 
Date: 

Place: 

Time: 

Sponsor: 


5/2  Category  I 

Tuesday,  May  15 

Room  102,  Veterans  Memorial 

9 AM  - 5 PM 

OSMA  Section  on  Neurosurgery  and 
Ohio  State  Neurosurgical  Society 


Course  Director:  Joseph  F.  Hahn,  M.D.,  Cleveland,  Pro- 
gram Chairman,  Ohio  State  Neurosurgical  Society 


Presiding  Officer:  John  M.  Tew,  M.D.,  Cincinnati,  Presi- 
dent, Ohio  State  Neurosurgical  Society 


10:20  AM  Break 

10:40  AM  Ambulatory  Care  of  Asthma — William  D. 
Inglis,  M.D.,  Clinical  Instructor  of  Medicine,  Ohio 
State  University  College  of  Medicine 

11:20  AM  Clinical  Manifestations  of  Sleep  Apnea  and 
Related  Disorders — Robert  W.  Clark,  M.D.,  Assis- 
tant Professor  of  Medicine  (Neurology)  and  Psy- 
chiatry, Ohio  State  University  College  of  Medicine 


Schedule: 

9 AM  The  EMG  Examination  and  Peripheral  Nerve 
Lesions — Asa  J.  Wilbourn,  M.D.,  Department  of 
Neurology,  Cleveland  Clinic  Foundation 

9:30  AM  Current  Preoperative  and  Interoperative 
Methods  for  Evaluating  Peripheral  Nerve  Injury — 
David  G.  Kline,  M.D.,  Professor  and  Head,  De- 
partment of  Neurosurgery,  Louisiana  State  Uni- 
versity Medical  Center,  New  Orleans 

10:15  AM  Break 


NEUROLOGY 


CME  Hours: 
Date: 

Place: 

Time: 

Sponsor: 


3 Category  I 
Tuesday,  May  15 

McKinley-Harding  Rooms,  Sheraton 

1:30-4:30  PM 

OSMA  Section  on  Neurology 


Course  Director  and  Moderator:  George  W.  Paulson, 
M.D.,  Clinical  Professor  of  Neurology,  Ohio  State 
University  College  of  Medicine 


10:45  AM  Entrapment  Neuropathies — Frank  H.  May- 
field,  M.D.,  Mayfield  Neurological  Institute,  Cin- 
cinnati 

11:15  AM  Pitfalls  in  Management  of  Nerve  Injuries — 
Frank  E.  Nulsen,  M.D.,  Division  of  Neurosurgery, 
University  Hospitals,  Cleveland 

12  Noon  Question-and- Answer  Period 

12:30-2  PM  Luncheon,  Pinnacle  Room,  Sheraton 

(continued  on  page  224) 
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OPHTHALMOLOGY 


2 PM  Panel  Discussion:  Emergency  Medical  Services 

and  Their  Relationship  to  Neurosurgery — Dr. 
Tew,  Moderator 

3 PM  ICP  Monitoring  and  the  Use  of  Barbiturates  in 

Treating  Severe  Head  Injuries — Thomas  G.  Saul, 
M.D. 

3:15  PM  Neutron  Irradiation  for  Glioblastoma — Ste- 
phen Feinberg,  M.D. 

3:30  PM  Break 

4 PM  Thoracic  Outlet  Syndrome — Russell  W.  Hardy, 

Jr.,  M.D. 

4:15  PM  Decompensation  of  Long-Standing  Hydroce- 
phalus— Matt  Likavic,  M.D.,  and  Frank  E. 
Nulsen,  M.D. 

4:30  PM  Embolectomy  of  Intracranial,  Intravascular 
Foreign  Body  in  Middle  Cerebral  Artery:  Case 
Report  and  Literature  Review — James  Vascik, 
M.D. 

4:45  PM  Rational  Management  of  Barbiturate-Induced 
Coma — Doctors  Selman,  Spetzler,  Cascorbi,  Nul- 
sen, Brodkey,  and  Crumrine 


OHIO  ACADEMY  OF  MEDICAL  HISTORY 

Date:  Tuesday,  May  15 

Place:  Harding-McKinley  Rooms,  Sheraton 

Time:  9: 15  AM- 1 :30  PM 

Schedule: 

9:15  AM  Welcome  and  Introduction — A.  Clair  Sid- 
dall,  M.D.,  Oberlin,  President,  Ohio  Academy  of 
Medical  History 

9:30  AM  Homeopathy  and  Women:  The  Controversy 
Over  Coeducation  at  Cincinnati’s  Pulte  Medical 
College,  1872-1881 — William  Barlow,  M.D.,  and 
David  Powell,  M.D.,  Brooklyn,  New  York 

9:50  AM  Medical  Publishing  in  America  in  the  19th 
Century — Genevieve  Miller,  Ph.D.,  Howard  Dit- 
trick  Museum  of  Historical  Medicine,  Cleveland 

10:10  AM  Clarence  Luther  Herrick,  Pioneer  Ohio 
Neuroscientist — W.  F.  Windle,  Granville 

10:30  AM  Break 

10:45  AM  Some  Correspondence  of  Dr.  J.  P.  Kirtland 
With  Dr.  D.  H.  Storer  on  Ohio  Fishes — Ralph  W. 
Dexter,  Ph.D.,  Kent 

11:05  AM  William  Harvey  and  His  400th  Birthday 
Celebration — David  L.  Klein,  M.D.,  Zanesville 

11:25  AM  Art  and  Medicine — Ralph  I.  Fried,  M.D., 
Cleveland 

12:30  PM  Luncheon,  Grant  Room,  Sheraton 


C1ME  Hours: 
Date: 

Place: 

Time: 

Sponsor: 


25/2  Category  I 
Tuesday,  May  15 
Nina  Room,  Sheraton 
2-4:30  PM 

OSMA  Section  on  Ophthalmology  and 
Ohio  Ophthalmological  Society 


Course  Director:  Richard  G.  Lembach,  M.D.,  Assistant 
Professor  of  Ophthalmology,  Ohio  State  University 
College  of  Medicine 


Schedule: 

2 PM  Introduction — Dr.  Lembach 


2:05  PM  Extended  Wear  of  Aphakic  Contact  Lenses — 
Edward  L.  Shaw,  M.D.,  Head,  Cornea  Section, 
St.  Luke’s  Hospital  Medical  Center,  Phoenix, 
Arizona 


2 : 30  PM  Pre-  and  Postoperative  Astigmatism  Manage- 

ment— William  Rinehart,  M.D.,  Assistant  Profes- 
sor of  Ophthalmology,  Case  Western  Reserve  Uni- 
versity School  of  Medicine 

2:45  PM  Biometric  Calculations  for  IOL — Carol  R. 
Kollarits,  M.D.,  Chief,  Section  of  Ophthalmology, 
Medical  College  of  Ohio 

3 PM  Break — View  Exhibits 


3:30  PM  IOL  Surgery — Richard  H.  Keates,  M.D., 
Professor  of  Ophthalmology,  Ohio  State  University 
College  of  Medicine 

3:55  PM  Management  of  Aphakic  Retinal  Complica- 
tions: Detachments  and  CME — Sterling  J.  Haidt, 
M.D.,  Cincinnati 

4:15  PM  Panel  Discussion 


CME  Hours: 

Date: 

Place: 

Time: 

Sponsor: 

Schedule: 

8:45  AM  Welcome — Anton  P.  Milo,  M.D.,  Akron, 
President,  Ohio  Society  of  Otolaryngology,  and 
Chairman,  Section  on  Otolaryngology 

9 AM  Some  Observations  on  Cancer — Robert  Cantrell, 

M.D.,  Chairman,  Department  of  Otolaryngology, 
University  of  Virginia  Medical  Center,  Charlottes- 
ville 

10  AM  Break 

10:30  AM  Causes  of  Aspiration  Following  Conserva- 
tion Surgery  of  the  Larynx — Paul  H.  Ward,  M.D., 


OTOLARYNGOLOGY 

5 Category  I 
Monday,  May  14 
St.  Clair-Huron  Rooms,  Sheraton 
9 AM -4  PM 

OSMA  Section  on  Otolaryngology  and 
Ohio  Society  of  Otolaryngology 
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PEDIATRICS 


Chairman,  Division  of  Head  and  Neck  Surgery, 
UCLA  School  of  Medicine,  Los  Angeles.  Other 
subjects  to  be  covered  by  Dr.  Ward : Neural  Supply 
to  the  Larynx  and  Rehabilitative  Techniques  Fol- 
lowing Paralysis;  Imbrication  and  Its  Use  for  T, 
and  T2  Glottic  Lesions;  and  Reconstruction  of  the 
Stenosed  Larynx  and  Trachea  With  Composite 
Hyoid  Bone  Strap  Muscle  Grafts. 

12  Noon  Luncheon,  McKinley-Harding  Rooms,  Shera- 
ton 


Date:  Tuesday,  May  15 

Place:  Parlor  10,  Neil  House 

Time:  9 AM  - 12  Noon 

Sponsor:  Ohio  Chapter,  American  Academy  of  Pe- 

diatrics 

Course  Director:  Leonard  P.  Rome,  M.D.,  Cleveland, 
Chairman,  Ohio  Chapter,  American  Academy  of 
Pediatrics 


1 :30  PM  Soft  Tissue  Reconstruction  of  the  Oral  Cavity 
— Dr.  Cantrell 

2:15  PM  Break 

2:30  PM  Panel  Discussion:  Benign  Diseases  of  the 
Larynx — Dr.  Cantrell  and  Harvey  M.  Tucker, 
M.D.,  Chairman,  Department  of  Otolaryngology 
and  Communicative  Disorders,  Cleveland  Clinic 
Foundation.  Dr.  Ward,  Moderator 


PATHOLOGY 


CME  Hours: 
Date: 

Place: 

Time: 

Sponsor: 


4 Category  I 

Tuesday,  May  15 

Room  205,  Veterans  Memorial 

9  AM  -4:30  PM 

OSMA  Section  on  Pathology  and  Ohio 
Society  of  Pathologists 


Course  Director:  Joseph  F.  Meara,  M.D.,  Program  Chair- 
man, Section  on  Pathology  and  Ohio  Society  of 
Pathologists 


Schedule: 

9 AM  Welcome — Victor  Hinrichs,  M.D.,  Cincinnati, 
President,  Ohio  Society  of  Pathologists 


9:05  AM  Scientific  and  Economic  Features  of  the  Col- 
lege of  American  Pathologists  Quality  Assurance 
Program — Noel  S.  Lawson,  M.D.,  Detroit,  and 
William  T.  Collins,  M.D.,  Lima 


10:20  AM  Break 

10:50  AM  A Few  Facts  and  Tales  Concerning  Liver 
Tumors  in  Relation  to  Steroid  Hormones — Wil- 
liam M.  Christopherson,  M.D.,  Professor  of  Pa- 
thology, University  of  Louisville  School  of  Medi- 
cine, Louisville,  Kentucky 

11:30  AM  Business  Meeting,  Ohio  Society  of  Patholo- 
gists 

12:30  PM  Luncheon,  Parlor  8,  Neil  House 

1:30  PM  Slide  Seminar:  Gynecologic  Pathology — Yao 
S.  Fu,  M.D.,  Institute  of  Pathology,  Case  Western 
Reserve  University 

3 PM  Break 

3:30  PM  Slide  Seminar  continued 


Course  Description:  Open  meeting  for  all  members  of  the 
Ohio  Chapter,  American  Academy  of  Pediatrics 
Main  topic:  Accident  Prevention.  Subtitles:  Auto- 
mobile Safety  and  Poison  Prevention. 


PHYSICAL  MEDICINE  AND  REHABILITATION 


CME  Hours: 
Date: 

Place: 

Time: 

Sponsor: 


3 Category  I 
Saturday,  May  12 

Michigan-Superior  Rooms,  Sheraton 
10  AM  -4  PM 

OSMA  Section  on  Physical  Medicine  and 
Rehabilitation  and  Ohio  Society  of  Physi- 
cal Medicine  and  Rehabilitation 


Course  Director:  John  A.  Burkhart,  M.D.,  Columbus, 
Program  Chairman,  Section  on  Physical  Medicine 
and  Rehabilitation 


Schedule: 

10  AM  Chronic  Back  Pain:  A Behavioral  Approach — 

Justus  F.  Lehmann,  M.D.,  Professor  and  Chairman 
of  Rehabilitative  Medicine  Department,  Univer- 
sity of  Washington,  Seattle 

1 1 AM  Question-and-Answer  Period 

11:30  AM  Luncheon,  Garfield-Hayes  Rooms,  Sheraton 
1 PM  Lower  Extremity  Orthotics — Dr.  Lehmann 
2:30  PM  Break 

3 PM  People  Helper — Mark  Johansson,  Psychologist, 
Upper  Arlington  Lutheran  Church,  Columbus 

3:45  PM  Ouestion-and-Answer  Period 


CME  Hours: 
Topic: 

Date: 

Place: 

Time: 

Sponsor: 


PLASTIC  SURGERY 

3 Category  I 

“Prophylactic”  Breast  Surgery:  Indica- 

tions and  Techniques 
Wednesday,  May  16 
Room  202,  Veterans  Memorial 
9 AM  - 12  Noon 

OSMA  Section  on  Plastic  Surgery  and 
Ohio  Society  for  Plastic  and  Reconstruc- 
tive Surgeons 
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Course  Director:  Robert  L.  Ruber g,  M.D.,  Assistant  Pro- 
fessor of  Surgery  (Plastic),  Ohio  State  University 
College  of  Medicine;  and  Program  Chairman, 
Section  on  Plastic  Surgery 

Schedule: 

9 AM  Introduction — Dr.  Ruberg 

Indications 

Ronald  B.  Berggren,  M.D.,  Professor  of  Surgery  (Plastic), 
Ohio  State  University  College  of  Medicine,  Mod- 
erator 

9:10  AM  The  Pathologist’s  View  of  ‘'Prophylactic” 
Breast  Surgery — Kathryn  P.  Clausen,  M.D.,  As- 
sistant Professor  of  Pathology,  Ohio  State  Univer- 
sity College  of  Medicine 

9:25  AM  The  General  Surgeon’s  View  of  “Prophylac- 
tic” Breast  Surgery — Edward  Martin,  M.D.,  Co- 
lumbus 

9:40  AM  The  Plastic  Surgeon’s  View  of  “Prophylactic” 
Breast  Surgery — Henry  W.  Neale,  M.D.,  Associate 
Professor  of  Surgery  and  Director,  Division  of 
Plastic,  Reconstructive,  and  Hand  Surgery,  Uni- 
versity of  Cincinnati  College  of  Medicine 

9:55  AM  The  Opposite  Breast  After  Mastectomy — J. 
Sheldon  Artz,  M.D.,  Beechwood 

10:05  AM  Panel  Discussion — Doctors  Clausen,  Martin, 
Neale,  and  Artz 

Techniques 

H.  William  Porterfield,  M.D.,  Associate  Clinical  Professor 
of  Surgery  (Plastic),  Ohio  State  University  Col- 
lege of  Medicine,  Moderator 

10:45  AM  Subcutaneous  Mastectomy  With  Immediate 
Implants — Calvin  Peters,  M.D.,  Cleveland  Clinic 
Foundation 

10:55  AM  Subcutaneous  Mastectomy  With  Delayed 
Implants — Gerald  Drabyn,  M.D.,  Columbus 

11:05  AM  Total  Mastectomy  With  Immediate  Recon- 
struction— Judith  B.  Zacher,  M.D.,  Columbus 

11:15  AM  Panel  Discussion — Doctors  Peters,  Drabyn, 
and  Zacher 

PSYCHIATRY  AND  FAMILY  PRACTICE 

CME  Hours:  4 Category  I 

Date:  Sunday,  May  13 

Place:  Michigan-Superior  Rooms,  Sheraton 

Time:  1 1 AM  - 4 PM 

Sponsor:  Ohio  Psychiatric  Association  and  the 

OSMA  Section  on  Family  Practice 

Course  Director:  Jeffrey  C.  Hutzler,  M.D.,  Assistant  Pro- 
fessor and  Chief,  Consultation  Liaison  Service,  De- 
partment of  Psychiatry,  Ohio  State  University  Col- 
lege of  Medicine 


Schedule: 

1 1 AM  Helping  Parents  Be  More  Effective — L.  Eugene 

Arnold,  M.D.,  M.Ed.,  Professor  of  Psychiatry  and 
Pediatrics;  and  Director,  Division  of  Child  Psychi- 
atry, Ohio  State  University  College  of  Medicine 

11:40  AM  Discussion 

12  Noon  Luncheon,  French  Pavilion  Room,  Sheraton 

1  PM  Treatment  of  Depression  in  a Medical  Practice — 
Stephen  F.  Pariser,  M.D.,  Assistant  Professor  of 
Psychiatry  and  Family  Medicine,  Ohio  State  Uni- 
versity College  of  Medicine 

1 :40  PM  Discussion 

2 PM  Sleep  Disturbances — Helmut  S.  Schmidt,  M.D., 

Associate  Professor  of  Psychiatry  and  Director, 
Sleep  Research  Laboratory,  Ohio  State  University 
College  of  Medicine 

2:40  PM  Discussion 

3 PM  Psychiatric  Implication  of  Morbid  Obesity  and 

Its  Surgical  Treatment — Dr.  Hutzler 

3:45  PM  Discussion 


CME  Hours: 
Date: 

Place: 

Time: 

Sponsor: 


RHEUMATOLOGY 

3 Category  I 
Monday,  May  14 
Garfield-Hayes  Rooms,  Sheraton 
1:30-5  PM 

Ohio  Rheumatism  Society  and  OSMA 
Section  on  Rheumatology 


Course  Director:  Stephen  J.  Farber,  M.D.,  Toledo,  Pro- 
gram Chairman,  Ohio  Rheumatism  Society  and 
Section  on  Rheumatology 


Schedule: 

12  Noon  Luncheon,  Michigan-Superior  Rooms,  Shera- 
ton 


1:30  PM  Introduction 

1:40  PM  The  Radiology  of  Common  Rheumatic  Dis- 
eases— Ethan  M.  Braunstein,  M.D.,  Assistant  Pro- 
fessor of  Radiology,  University  of  Michigan  School 
of  Medicine,  Ann  Arbor 

2 : 30  PM  Discussion 

2:45  PM  Break 

3:15  PM  Soft  Tissue  Rheumatism — Robert  P.  Sheon, 
M.D.,  Toledo 

3:45  PM  Discussion 

3:55  PM  Clinical  Use  of  II LA-27  Testing — Marvin 
H.  Thomas,  M.D.,  Assistant  Clinical  Professor  of 
Medicine,  Ohio  State  University  College  of  Medi- 
cine and  Chairman,  Department  of  Medicine,  Mt. 
Carmel  Hospital,  Columbus 
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4:10  PM  The  Clinical  Use  of  Immunology  Tests  for 
Collagen  Disease — Allen  H.  Mackenzie,  M.D., 
Practicing  Pediatric  and  Adult  Rheumatologist, 
Cleveland 

4:40  PM  Question-and-Answer  Period 

SPORTS  MEDICINE 

2/2  Category  I 

The  Woman  Athlete  and  Sports  Medicine 
Tuesday,  May  15 

Rooms  206  & 207,  Veterans  Memorial 
9 AM  - 12  Noon 

OSMA  Sections  on  Sports  Medicine  and 
Family  Practice  and  Ohio  Academy  of 
Farpily  Physicians 

Course  Director:  Richard  F.  Slager,  M.D.,  Columbus, 
Program  Chairman,  Section  on  Sports  Medicine 

Schedule: 

9  AM  Title  IX  and  the  Ohio  High  School  Athletic 
Association — Delores  Billhardt,  Columbus,  Assis- 
tant Commissioner,  Ohio  High  School  Athletic 
Association 

9:25  AM  Metabolic  Considerations  for  the  Female  Ath- 
lete 


Dialogues 


AYERST  DIALOGUE  PRESENTATION 

CME  Hours:  1 Category  I (each  presentation) 

Date:  Tuesday,  May  15 

Place:  Room  202,  Veterans  Memorial 

Sponsor:  OSMA  Committee  on  Scientific  Work  in 

cooperation  with  Ayerst  Laboratories 

Course  Directors:  Ray  W.  Gifford,  Jr.,  M.D.,  Head,  De- 
partment of  Hypertension  and  Nephrology,  Cleve- 
land Clinic  Foundation. 

Jack  S.  Gruber,  M.D.,  Director  Reproductive 
Medicine,  Miami  Valley  Hospital,  Department  of 
OB/GYN,  Dayton. 

Evaluation  of  the  Hypertensive  Patient 
9-10  AM  and  repeated  1:30-  2:30  PM 

Normal  Menstrual  Cycle  and  How  to  Replace  It 
11  AM -12  Noon  and  repeated  3:30  -4:30  PM 


9:50  AM  Question-and-Answer  Period 

10  AM  Nutrition,  Athletics,  and  Physical  Fitness — Su- 

san Radcliff,  R.D.,  Columbus,  Program  Director, 
Dairy  Council  of  Mid-Ohio 

10:25  AM  Break 

10:35  AM  Equipment  and  Precautionary  Considera- 
tions by  the  Athletic  Trainer — Linda  Daniel, 
A.T.C.,  Head  Women’s  Athletic  Trainer,  Ohio 
State  University 

11  AM  Medical  Considerations  for  the  Female  Athlete 

- Dave  Henderson,  M.D.,  Team  Physician  for 
Women’s  Athletics,  Ohio  State  University  and 
Member,  Joint  Advisory  Committee  on  Sports 
Medicine 

11:25  AM  Statistics  from  the  National  Athletic  Injury/ 
Illness  Reporting  System  (NA1RS) — Kenneth  S. 
Clarke,  Ph.D.,  Dean,  College  of  Applied  Life 
Studies,  University  of  Illinois,  Champaign 

11:50  AM  Question-and-Answer  Period 

12: 15  PM  Luncheon  for  speakers  and  members  of  Joint 
Advisory  Committee  on  Sports  Medicine,  Virginia 
Room,  Sheraton 


THE  JOHNS  HOPKINS  UNIVERSITY 
SCHOOL  OF  MEDICINE  DIALOGUES 

CME  Hours:  Category  I (as  indicated) 

Dates:  As  Indicated 

Place:  Booth  600,  Veterans  Memorial 

Please  Note:  The  time  period  indicates  the 
minutes  required  to  view  the  presentation. 

In  addition,  a handbook  must  be  completed 
to  obtain  the  Category  I credit. 

Monday,  May  14,  1 - 4 PM 

Management  of  Peptic  Ulcer — Turner  E.  Bynum,  M.D. 
(43  minutes,  2 credits) 

New  Approaches  to  Cardiopulmonary  Resuscitation — 
M yron  L.  Weisfeldt,  M.D.  (24/2  minutes,  1 credit) 

Psoriatic  Arthritis — Frank  C.  Arnett,  Jr.,  M.D.  (18  min- 
utes, 1 credit) 


CME  Hours: 
Topic: 

Date: 

Place: 

Time: 

Sponsor: 
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Tuesday,  May  15,  9 AM  - 12  Noon 

Occult  Lung  Carcinoma — Wilmot  C.  Ball,  Jr.,  M.D., 
(20|/2  minutes,  1 credit) 

Aspirin  Toxicity — Paul  S.  Lietman,  M.D.  (24Q>  minutes, 
1 credit) 

Myeloid  Metaplasia — C.  Lockard  Conley,  M.D.  (26j/2 
minutes,  1 credit) 

Tuesday,  May  15,  1-4  PM 

Management  of  Breast  Cancer — Martin  D.  Abeloff,  M.D. 
(34/2  minutes,  1 credit) 

Glaucoma — Harry  A.  Quigley,  M.D.  (22  minutes,  1 
credit) 

Mitral  Stenosis — Stephen  C.  Achuff,  M.D.  (27  minutes, 
1 credit) 

Double  Contrast  Radiography — George  P.  Saba,  M.D., 
(14  minutes,  1 credit) 


Wednesday,  May  16,  9 AM  - 12  Noon 

Asthma — Jimmie  T.  Sylvester,  M.D.  (22  minutes,  1 
credit) 

Psoriasis — Stanford  I.  Lamberg,  M.D.  (21  minutes,  1 
credit) 

Alcoholic  Hepatitis — Willis  C.  Maddrey,  M.D.  (25  min- 
utes, 1 credit) 


PFIZER  DIALOGUE  PRESENTATION 

CME  Hours:  1 Category  I (each  presentation) 

Date:  Tuesday,  May  15 

Place:  Room  208,  Veterans  Memorial 

Sponsor:  OSMA  Committee  on  Scientific  Work  in 

cooperation  with  Pfizer  Pharmaceuticals 

New  Advances  in  Diabetes — Diagnosis  and  Treatment 

8:30-9:30  AM 

Theodore  Duncan,  M.D.,  Head,  Section  on  Diabetes  and 
Metabolism,  Pennsylvania  Hospital,  Philadelphia, 
Course  Director 

Management  of  the  Asthmatic  Patient 

9:45  - 10:45  AM 

Morad  Jacobson,  M.D.,  Assistant  Professor  and  Codirec- 
tor of  Pediatric  Allergy,  University  of  Illinois 
Abraham  Lincoln  School  of  Medicine,  and  Direc- 
tor of  Pediatric  Allergy,  Lutheran  General  Hos- 
pital, Chicago,  Course  Director 

Treatment  of  Hypertension 

1:30  - 2:30  PM 

James  A.  Schoenberger , M.D.,  Professor  and  Chairman, 
Department  of  Preventive  Medicine,  Rush-Presby- 
terian-St.  Lukes  Hospital,  Chicago,  Course  Direc- 
tor 

Critical  Appraisal  of  Newer  Antimicrobial  Drugs 

2:45  - 3:45  PM 

Martin  C.  McHenry,  M.D.,  M.S.,  Head,  Department  of 
Infectious  Diseases,  Cleveland  Clinic  Foundation 
and  Associate  Clinical  Professor,  Case  Western  Re- 
serve University,  Course  Director  ifoSnAr 


State  University  of  New  York  at  Buffalo 

ANNOUNCES 

Continued  Medical  Education  in  General  Pediatrics  and  Pediatric/Adult  Allergy  and  Clinical  Immunology 

10th  ANNUAL  ADVANCES  IN  PEDIATRICS  PEDIATRIC/ADULT  ALLERGY  AND  CLINICAL  IMMUNOLOGY 

June  21  -23,  1979  July  19-21,  1979 

Niagara  Hilton,  Niagara  Falls,  New  York 

Sponsored  by 

Department  of  Pediatrics  and  Medicine,  State  University  of  New  York  at  Buffalo,  Children's  Hospital  of  Buffalo 

And 

Department  of  Continuing  Medical  Education,  State  University  of  New  York  at  Buffalo 

For  further  information: 

RAYNA  DUTTON,  CME  Coordinator,  Department  of  Pediatrics 
Children's  Hospital,  219  Bryant  Street,  Buffalo,  New  York  14222  Telephone:  (716)  878-7355 
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IAAMKE  CIRCLE 

LEASING  INC 


indorsed  Loosing  Company 
Of  The  Ohio  State  Medicai  Association 

Order  now  for  early  delivery  on  all  1979  models 

We  lease  all  foreign  and  domestic  makes  and  models 
including  Mercedes,  Jaguar,  Porsche,  etc. 

Many  people  think  of  leasing  as  just  automobiles. 

We  do  that  too,  but,  in  addition,  we  want  to  lease  you  any  professional  equipment. 


Immke  Circle  Leasing,  Inc. 

32  South  Fifth  Street 
Columbus,  Ohio  43215 

Telephone  614-228-1701  or  Toll  Free  1-800-282-0256 


we  can  provide 
some  form  of 
health  insurance 
to  . . . 


of  OSMA  members — regardless  of  health  history 

Comprehensive  protection  is  available  for  you 
and  your  family  with  the  OSMA  sponsored 

Hospital  Confinement  Insurance  Plan,  com-  r 

prehensive  Major  Medical  Insurance  and  the 
Excess  Major  Medical  Insurance  Plan.  Also 
available  to  Ohio  physicians  are  Disability 
Income  Coverage,  Practice  Overhead  Expense 
Coverage,  Life  Insurance  and  Accidental 
Death,  Dismemberment  and  Disability  Insur- 
ance. Choose  the  plans  that  fill  your  insur- 
ance needs  and  send  the  coupon  today  for 
complete  details.  Or  better  yet  for  immedi- 
ate information,  call  us  collect! 


DANIELS-HEAD  & ASSOCIATES,  INC. 

Daniels-Head  Building 
Portsmouth,  Ohio  45662 
Telephone  614/354-4561 


I have  checked  the  plans  in  which  I am  most  interested.  Please 
send  me  complete  details  on  how  I can  take  advantage  of  this 
high  value  insurance  protection  at  low  group  rates. 

OSMA  SPONSORED  PLANS 

□ HOSPITAL  CONFINEMENT  INSURANCE  PLAN 

□ COMPREHENSIVE  MAJOR  MEDICAL  INSURANCE 

□ EXCESS  MAJOR  MEDICAL  INSURANCE 

ALSO  AVAILABLE  TO  OHIO  PHYSICIANS 

□ DISABILITY  INCOME  PROTECTION 

□ ACCIDENTAL  DEATH,  DISMEMBERMENT  and  DISABILITY 
INSURANCE 

□ PRACTICE  OVERHEAD  EXPENSE  PROTECTION 

□ LIFE  INSURANCE 

Name 

Address 

City 

State 


-Zip 
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OMPAC  Luncheon  Features 
Ohio's  Governor  Rhodes 


Tuesday,  May  15 

Use  form  on  pages  183-184  to  register. 


The  Ohio  Medical  Political  Action  Committee 
(OMPAC)  is  pleased  to  announce  that  The  Honorable 
James  A.  Rhodes,  Governor  of  the  State  of  Ohio,  will 
be  the  featured  speaker  at  the  OMPAC  Luncheon  during 
the  1979  OSMA  Annual  Meeting.  The  luncheon,  and  a 
social  period  preceding  it,  will  be  held  Tuesday,  May  15, 
at  11:30  AM  in  the  Sheraton-Columbus.  Tickets  are 
available  at  $10  each. 

Governor  Rhodes  was  inaugurated  January  8,  1979 
for  his  fourth  four-year  term  as  chief  executive,  an  un- 
precedented achievement.  He  was  first  elected  to  the 
office  in  1962  while  serving  as  Auditor  of  State,  an 
elective  office  he  had  held  for  ten  years.  Prior  to  that, 
he  was  thrice  elected  Mayor  of  Columbus.  In  addition, 
he  served  two  terms  as  Columbus  City  Auditor  and  one 
term  as  a member  of  the  Columbus  Board  of  Education. 
He  is  recognized  as  a national  leader  in  the  field  of  voca- 
tional education;  and  aggressive  programs  to  attract 
industry  to  Ohio  and  to  encourage  existing  industry  to 
expand  have  been  hallmarks  of  his  leadership. 

Governor  Rhodes  was  born  September  13,  1909 
in  Coalton,  Jackson  County,  Ohio.  He  attended  high 
school  in  Springfield  and  college  in  Columbus  at  The 
Ohio  State  University.  A representative  of  the  United 
States  at  the  1948  Olympic  Games  held  in  London,  Eng- 
land, Governor  Rhodes  is  a founder  of  the  Pan-American 
Games  and  a two-term  president  of  the  Amateur  Ath- 
letic Union. 

While  Mayor  of  Columbus,  he  formed  the  Knot 
Hole  Gang,  National  Caddie  Association,  Columbus 
Boys’  Club,  All-American  Newspaperboys  Sports  Scholar- 
ship, National  Golf  Tournament  for  Gaddies,  and  Zoo- 
ligans,  Inc.  Honored  for  outstanding  work  in  combating 
juvenile  delinquency,  the  Governor  is  a recipient  of  the 
Silver  Keyston  Award  of  the  Boys’  Clubs  of  America 
and  the  Helms  Foundation  Award. 


Governor  James  A.  Rhodes 


Governor  Rhodes  is  the  author  of  Teenage  Hall  of 
Fame,  a book  stemming  from  the  Ohio  Teenage  Hall  of 
Fame  which  he  originated,  and  Alternative  to  a Decadent 
Society,  a plea  for  expanded  vocational  education.  He 
served  for  two  years  as  Chairman  of  the  National  Ad- 
visory Council  on  Vocational  Education.  Also,  he  is  the 
coauthor  of  The  Trial  of  Mary  Todd  Lincoln,  Johnny 
Shiloh,  and  The  Court  Martial  of  Commodore  Perry,  all 
novels. 

The  following  centers  of  higher  learning  have  con- 
ferred honorary  doctoral  degrees  upon  the  Governor: 
Heidelberg,  Rio-  Grande,  Steubenville,  and  Otterbein  col- 
leges and  Miami,  Akron,  Capital,  Youngstown,  Wilber- 
force,  Toledo,  Cincinnati,  Ohio  State,  and  Ohio  univer- 
sities. 

Governor  Rhodes  is  married  to  the  former  Helen 
Rawlins  of  Jackson,  Ohio.  They  have  three  daughters 
and  seven  grandchildren. 
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Meal  Functions 


Saturday,  May  12 


Luncheons 

Current  Concepts  in  Perinatology 
11:45  AM,  Pavilion,  Sheraton 
Advanced  Life  Support 

12  Noon,  Governor’s  Ballroom  North, 
Neil  House 


Office  Manager^ — -M-eapi  Building 
12  Noon.  Pavilion.  Sheraton 
Physical  Medicine 

12  Noon,  Taft,  Sheraton 
Prospective  and  Predictive  Medicine 
12  Noon,  Pavilion,  Sheraton 


Dinner 

Ohio  Psychiatric  Association  Council 
6 PM,  Virginia  Room,  Sheraton 


Sunday,  May  13 

Luncheons 

Current  Concepts  in  Perinatology 
11:45  AM,  Pavilion,  Sheraton 
Advanced  Life  Support 

12  Noon,  Governor’s  Ballroom  North, 

Neil  House 

Ohio  Psychiatric  Association  and  Family  Practice 
12  Noon,  Nina  Room,  Sheraton 
Prospective  and  Predictive  Medicine 
12:15  PM,  Pavilion,  Sheraton 


Monday,  May  14 

Luncheons 

Otolaryngology 

12  Noon,  McKinley-Harding  Rooms,  Sheraton 
Rheumatology 

12  Noon,  Michigan-Superior  Rooms,  Sheraton 

Receptions 

All  Exhibitors 

5 PM,  Lake  Rooms,  Sheraton 
Ohio  Medical  Indemnity 

5:30-7  PM,  Pinnacle  Room,  Sheraton 
Medical  Mutual 

9-11  PM,  French  Pavilion,  Sheraton 


Tuesday,  May  15 

Breakfasts 

OMPAC  Board 

8 AM,  Board  Room,  Sheraton 
Ophthalmology 

8 AM,  Flarrison  Room,  Sheraton 

Luncheons 

OMPAC 

11:30  AM,  Cash  Bar,  Promenade 
12  Noon,  Lunch,  Santa-Maria  and  Isabella 
Rooms,  Sheraton 

Ohio  Chapter,  American  Academy  of  Pediatrics 
12  Noon,  Parlor  6,  Neil  House 
Ophthalmology 

12  Noon,  Pinta  Room,  Sheraton 
Pathology 

12  Noon,  Parlor  8,  Neil  House 
Sports  Medicine 

12:15  PM,  Virginia  Room,  Sheraton 
Neurosurgery 

12:30  PM,  Pinnacle  Room,  Sheraton 
Ohio  Academy  of  Medical  History 

12:30  PM,  Grant  Room,  Sheraton 

OSMA  Social  Function 

House  Calls  at  Ohio  Theatre 
39  East  State  Street 
6:30-8  PM,  Cash  Bar  and  Buffet 
8 PM,  Jazz  Concert 

Wednesday,  May  16 

Luncheons 

Colon  and  Rectal  Surgery 

12  Noon,  University  Club,  40  South  Third  St. 
Emergency  Medicine  and  Ohio  Committee  on 
Trauma,  TCi1 

12  Noon,  Garfield-Hayes  Rooms,  Sheraton 
OSMA  Committee  on  Scientific  Work 
12  Noon,  Board  Room,  Sheraton 
Plastic  Surgery 

12:15  PM,  Grant  Room,  Sheraton 
Allergy  and  Immunology 

12:30  PM,  McKinley-Harding  Rooms,  Sheraton 

Dinner 

Colon  and  Rectal  Surgery 

5 PM,  Cocktails 

6 PM,  Dinner 

University  Club,  40  South  Third  Street 
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Delegate  and  Alternate  Schedule 


Sunday,  May  13 


3-7  PM 


4 PM 


Registration  for  OSMA  House  of  Delegates 
Promenade,  Sheraton 

Councilor  District  Caucus  Meetings 


District 

1 

— Executive  Suite, 

District 

2 

— Suite 

514,  SC 

District 

3 

— Suite 

1701, 

SC 

District 

4 

— Suite 

1714, 

SC 

District 

5 

— Auditorium, 

SC 

District 

6 

— Suite 

1401, 

SC 

District 

7 

— Suite 

1514, 

SC 

District 

8 

— Suite 

1523, 

SC 

District 

9 

— Suite 

1601, 

SC 

District 

10 

— Suite 

1614, 

SC 

District 

11 

— Suite 

1623, 

sc 

District 

12 

— Suite 

1501, 

sc 

5:30  PM 


Dinner  for  Delegates,  Alternates,  OSMA 
Council  and  Official  Guests 

Nina  and  Pinta  Rooms,  SC 


7 PM  Opening  Session,  OSMA  House  of  Delegates 

Santa  Maria  and  Isabella  Rooms,  SC 


BUSINESS  AGENDA 


Call  to  Order 


John  J.  Gaughan,  M.D.,  Cleveland 
OSMA  President 


Invocation 

Welcome  Paul  S.  Metzger,  M.D.,  Columbus 

President,  Academy  of  Medicine 
of  Columbus 

Report  Committee  on  Credentials 

Consideration  of  Minutes  of  1978  Annual  Meeting 

(See  July  1978  issue  of  The  Ohio  State  Medical  Journal) 

Introduction  of  AM  A Board  of  Trustees  Member 


Introduction  of  Honored  Guests 

Report  Mrs.  Emil  Barrows,  Cincinnati 

OSMA  Auxiliary  President 


AMA-ERF  Presentations  Philip  B.  Hardymon,  M.D.,  Columbus 
Chairman,  Ohio  Committee 
on  AMA-ERF 


Presentation  of  Quarter-Century  Award 

Presentation  of  Plaques 

To  past  Councilors,  retiring  AMA  Delegates  and 
Alternates,  and  Chairmen  of  Committees. 

Announcement  John  J.  Gaughan,  M.D.,  Cleveland 

Appointments  to  the  Reference,  Credentials,  Presi- 
dent’s Address,  Resolutions,  and  Tellers  and  Judges 
of  Election  Committees. 

Elections  of  Committee  on  Nominations 

Nominations  from  the  floor.  One  representative 
(delegate)  from  each  Councilor  District.  The  com- 
mittee shall  report  to  the  second  and  final  session, 
Wednesday,  May  16,  3:30  PM,  its  recommenda- 
dations  in  the  form  of  a ticket  containing  nominees 
for  offices  to  be  filled  at  this  meeting  as  required 
under  the  Constitution  and  Bylaws.  Under  the 
rotation  plan  established  in  1963,  the  committee- 
man from  the  Sixth  District  shall  serve  as  Chair- 
man. The  report  of  the  Nominating  Committee 
with  respect  to  all  offices  except  President-Elect 
shall  be  posted  at  the  registration  desk,  earliest 
time  practicable  and  at  least  three  hours  before  the 
final  session  of  the  House  of  Delegates. 

President’s  Address  John  J.  Gaughan,  M.D.,  Cleveland 

Introduction  of  Presidents  of  Other  State  Societies 

Introduction  of  Resolutions 

Resolutions  must  be  introduced  at  this  session  of 
the  House  of  Delegates,  referred  to  the  Reference 
Committees  on  Resolutions,  and  reported  back  to 
the  House  of  Delegates  at  the  Wednesday  afternoon 
session  before  any  action  can  be  taken. 

Miscellaneous  Business 


Wednesday,  May  16 

2:30  PM  Registration  for  OSMA  House  of  Delegates 
Promenade,  SC 

3:30  PM  House  of  Delegates,  Final  Session 
Santa  Maria  and  Isabella  Rooms,  SC 

6 PM  Dinner  for  Delegates,  Alternates,  OSMA 

Council,  and  Official  Guests 
Nina  and  Pinta  Rooms,  SC 

6:45  PM  Continuation  of  Final  Session 

Santa  Maria  and  Isabella  Rooms,  SC 
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BUSINESS  AGENDA 


Introduction  of  Guests 

Presentation  of  Photographic  Awards 

Report  of  Committee  on  Credentials 

Election  of  President-Elect 

Report  of  Committee  on  Nominations  and  Election  of  Other 
Officers 

Election  of  Secretary-Treasurer 
The  Secretary-Treasurer  is  elected  for  a three-year 
term.  Two  candidates  have  been  nominated  for  the 
office  of  Secretary-Treasurer:  David  A.  Barr, 

M.D.,  Lima  and  C.  Edward  Pichette,  M.D., 
Youngstown. 

Election  of  Councilors 

Members  of  The  Council  are  elected  for  two-year 
terms;  terms  of  those  representing  the  even-num- 
bered districts  expire  in  odd-numbered  years.  Sec- 
ond District:  Incumbent,  W.  J.  Lewis,  M.D.,  Day- 
ton;  Fourth  District:  Incumbent,  C.  Douglass  Ford, 

M.D.,  Toledo;  Sixth  District:  Incumbent,  C.  Ed- 
ward Pichette,  M.D.,  Youngstown;  Eighth  District: 
Incumbent,  Richard  E.  Hartle,  M.D.,  Lancaster 
(Note:  Ineligible  for  reelection  having  served  the 
maximum  time  on  the  Council  as  provided  in  the 
Constitution  and  Bylaws.)  ; Tenth  District:  Incum- 
bent, J.  Hutchison  Williams,  M.D.,  Columbus; 
Twelfth  District:  Incumbent,  William  Dorner,  Jr., 

M.D.,  Akron. 

Election  of  Delegates  and  Alternates  to  the  AMA 

Five  Delegates  and  five  Alternates  to  be  elected  for 
a two-year  term  starting  January  1,  1980  in  com- 
pliance with  the  Constitution  and  Bylaws  of  the 
American  Medical  Association.  The  following  in- 
cumbent Delegates  and  Alternates  will  serve  for  the 
remainder  of  1979,  their  terms  expiring  December 
31,  1979. 

Delegates  (listed  alphabetically):  John  E.  Albers, 

M.D.,  Cincinnati;  George  N.  Bates,  M.D.,  Toledo; 

Oscar  W.  Clarke,  M.D.,  Gallipolis;  W.  J.  Lewis, 

M.D.,  Dayton;  P.  John  Robechek,  M.D.,  Cleve- 
land. 

Alternates  (listed  alphabetically)  : Theodore  J. 

Castele,  M.D.,  Cleveland;  C.  Douglass  Ford,  M.D., 
Toledo;  Richard  L.  Fulton,  M.D.,  Columbus;  John 
J.  Gaughan,  M.D.,  Cleveland;  Edward  E.  Grable, 

M.D.,  Canton. 

All  nominees  for  the  offices  of  AMA  Delegates  and 
Alternate  Delegates  shall  run  at  large.  Election  of 
Delegates  and  Alternates  of  the  AMA  shall  be  gov- 
erned by  Section  7,  Chapter  5 of  the  OSMA  Con- 
stitution and  Bylaws  as  revised  by  the  House  of 
Delegates  in  May  1971. 

^SPECIAL  ORDER  OF  BUSINESS  (after  dinner  break) 
Installation  of  1979-1980  Officers 

Reports  of  Reference  Committees 

President’s  Address,  Resolutions  Committee  No.  1, 
Resolutions  Committee  No.  2,  Resolutions  Commit- 
tee No.  3. 

Miscellaneous  Business 

Announcement  Thomas  W.  Morgan,  M.D.,  Gallipolis 

OSMA  President 

Unfinished  Business 

Adjournment  ☆☆☆ 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


l 


LJPO-N9CIN 

Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (8-2) 2 mg. 

Pyridoxine  HCL  (B-6)  ....  10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect 
DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid 250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 1 50  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg, 

DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

(BRggWft  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  PDB 


-C0' 


Each  gram 
contains:  Aerosporin® 
(Polymyxin  B Sulfate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs;  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in:  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa;  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis); traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylactically,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  burns,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failure 
to  heal  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter 

PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions, prolonged  use  may  result  in  overgrowth  of 
nonsuscepfible  organisms,  including  fungi. 

Appropriate  measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section) 

Complete  literature  available  on  request  from 
Professional  Services  Dept  PML 


Members  of  1979  OSMA  House  of  Delegates 

By  County:  Delegates  left  column,  Alternate  Delegates  right  column. 


First  District 

ADAMS  COUNTY 

Francis  L.  Stevens 

BROWN  COUNTY 

John  R.  Donohoo 

BUTLER  COUNTY 

Edwin  L.  Helfman 
James  M.  Smith 
Robert  E.  Stegemiller 

CLERMONT  COUNTY 

Carl  A.  Minning  Wm.  Blake  Selnick 

CLINTON  COUNTY 

Foster  J.  Boyd 

HAMILTON  COUNTY 

John  E.  Albers 
Richard  B.  Budde 
Edmund  C.  Casey 
Charles  D.  Feuss,  Jr. 

Harry  H.  Fox 
William  H.  Gates 
Robert  J.  Hasl 
Robert  S.  Heidt 
Harry  K.  Hines 
Stephen  P.  Hogg 
Stanley  J.  Lucas 
Herbert  G.  Magenheim 
Richard  L.  Meyer 
William  J.  Schrimpf 
Carl  G.  Thompson 

HIGHLAND  COUNTY 

Glenn  B.  Doan  Barbara  Lustgarten 

WARREN  COUNTY 

Thomas  E.  Fox  Gilbert  K.  Ohlhauser 


Second  District 
CHAMPAIGN  COUNTY 

Isador  Miller 

CLARK  COUNTY 

Henry  A.  Diederichs 
Ernest  H.  Winterhoff 

DARKE  COUNTY 

Jesse  L.  Heise 

GREENE  COUNTY 

Antonio  D.  Mannarino 

MIAMI  COUNTY 

A.  Robert  Davies 


MONTGOMERY  COUNTY 


John  H.  Boyles,  Jr. 
Robert  K.  Finley,  Jr. 
W.  J.  Lewis 
Frederic  C.  Schnebly 
John  R.  Whitaker,  Jr. 

D.  Kiefer  Campbell 
Gilbert  W.  Hopkins 
Richard  G.  Jenkins 
Sidney  F.  Miller 
Walter  A.  Reiling,  Jr. 

PREBLE  COUNTY 

John  D.  Darrow 

SHELBY  COUNTY 

George  J.  Schroer 

Joseph  Steurnagel 

Third 

District 

ALLEN  COUNTY 

David  A.  Barr 
Joseph  M.  Oppenheim 

Gene  E.  Wright 
Lawrence  L.  Young 

AUGLAIZE  COUNTY 

David  W.  Nielsen 

Elizabeth  Y.  Kuffner 

CRAWFORD  COUNTY 

Johnson  H.  Chow 

V.  Allen  Auchard 

HANCOCK  COUNTY 

Chester  L.  Samuelson 

Edwin  B.  Davis 

HARDIN  COUNTY 

Leonard  K.  Smith 

Robert  B.  Elliott 

LOGAN  COUNTY 

James  H.  Steiner 

Paul  E.  Hooley 

MARION  COUNTY 

Paul  E.  Lyon 

D.  Lee  Johnson 

MERCER  COUNTY 

James  J.  Otis 

Donald  R.  Fox 

SENECA  COUNTY 

James  A.  Murray 

VAN  WERT  COUNTY 

J.  F.  Vela 

WYANDOT  COUNTY 

Joseph  J.  Browne 

Prasad  Kakarala 

Fourth 

District 

DEFIANCE  COUNTY 

Allen  Zimmer 

Paul  E.  Brose 

FULTON  COUNTY 

Benjamin  H.  Reed,  Jr. 

Vernon  L.  Cotterman 

HENRY  COUNTY 

Robert  J.  Blough 

Thos.  Francis  Moriarty 

Gene  F.  Conway 

James  P.  Baden 
Joseph  H.  Brandabur 
Michael  A.  Matthews 


Edwin  P.  Hiatt 


Sanford  Blank 
Harold  Pescovitz 
Mark  Upson,  Jr. 
Lee  J.  Vesper 
Walter  B.  Wildman 
John  H.  Wulsin 


John  H.  F lora 

William  Harper 
Walter  R.  Lawrence 

Jose  R.  Solis 

R.  Wm.  Barry 

Jerry  L.  Hammon 
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LUCAS  COUNTY 

John  A.  Devany 

Donnan  B.  Harding,  Jr. 

MAHONING  COUNTY 

J.  James  Anderson 

Rashid  A.  Abdu 

Frank  Foss 

Frederic  C.  Henry 

John  C.  Melnick 

Anthony  1’.  Deramo 

Roland  A.  Gandy,  Jr. 

James  A.  Jagodzinski 

C.  Edward  Pichette 

David  E.  Pichette 

B.  Leslie  Huffman,  Jr. 

Jerome  Kimmelman 

William  E.  Sovik 

Karl  F.  Wieneke 

Thomas  J.  O’Grady 
Peter  A.  Overstreet 

Howard  S.  Madigan 
Antonio  B.  Paat 

SI’ ARK  COUNTY 

Harry  L.  Snyder 

Stanley  T.  Pinsky 

Henry  H.  Clapper 

William  D.  Baker 

Richard  J.  Wiseley 

John  R.  Sadd 

E.  Joel  Davis 

Brian  S.  Harrold 

OTTAWA  COUNTY 

Edward  E.  Grable 
Raymond  J.  McMahon,  Jr. 

James  A.  Niffenegger 
Walter  J.  Telesz 

John  F.  Bodie 

Vincent  Wm.  Wagner 

Joseph  P.  Yut 

Reich  L.  Watterson,  J 

PAULDING  COUNTY 

Don  K.  Snyder 

Kirkwood  A.  Pritchard 

TRUMBULL  COUNTY 

Joseph  Sudimack,  Jr. 

Eduardo  T.  Angnardo 

PUTNAM  COUNTY 

James  B.  Overmier 

SANDUSKY  COUNTY 

John  R.  Brown 

John  O.  Vlad 

Seventh 

Suzanne  A.  Butcher 

District 

Willis  L.  Damschroeder 

WILLIAMS  COUNTY 
WOOD  COUNTY 

Charles  E.  Hull 

BELMONT  COUNTY 

Norman  Franklin 

Nermin  D.  Lavapies 

Douglas  S.  Hess 

Albert  W.  Smith,  III 

CARROLL  COUNTY 

Fifth 

District 

Carl  A.  Lincke 

COSHOCTON  COUNTY 

Samuel  L.  Weir 

ASHTABULA  COUNTY 

Shepard  A.  Burroughs 

Stephen  E.  Gates 

Robert  R.  Johnson 

HARRISON  COUNTY 

Elias  Freeman 

Norman  L.  Wright 
Janis  Trupovnieks 

CUYAHOGA  COUNTY 

Felino  V.  Barnes 

Isidro  J.  Amigo 

JEFFERSON  COUNTY 

Augusto  P.  Fojas 

Frank  J.  Petrola 

Donavin  A.  Baumgartner,  Jr. 
Robert  E.  Botti 

Carl  F.  Asseff 
Charles  P.  Bartley 

MONROE  COUNTY 

Donald  F.  Brittenum 

Dean  H.  Bernacchia 

Donald  R.  Piatt 

Jack  M.  Matheny  II 

John  H.  Budd 
Roland  D.  Carlson 

Matthew  R.  Biscotti 
Charles  C.  Brausch 

TUSCARAWAS  COUNTY 

Harvey  J.  Dworken 

James  B.  Daley 

Philip  T.  Doughten 

Benjamin  J.  Wherley 

Edwin  H.  Eigner 
Richard  B.  Fratianne 
Ray  W.  Gifford 
Edward  G.  Kilroy 

Nicholas  DePiero 
Gilbert  H.  Derian 
Daniel  A.  Deutschman 
Parrish  W.  Garver 

Eighth 

District 

John  A.  Kmieck 
George  P.  Leicht 
Leonard  L.  Lovshin 

Thomas  E.  Gretter 
Clarence  L.  Huggins 
Robert  C.  Kirk 

ATHENS  COUNTY 

Leroy  W.  Matthews 

Henry  G.  Krueger 

John  F.  Kroner,  Jr. 

Atmaram  S.  Gawande 

Richard  J.  Nowak 
Thomas  P.  Paras 

Valentin  F.  Mersol 
George  W.  Petznick 

FAIRFIELD  COUNTY 

P.  John  Robechek 

John  G.  Poulos 

James  L.  Barrett 

James  A.  Merk 

Leonard  P.  Rome 
Franklyn  J.  Simecek 

Casimer  F.  Radkowski 
Antonio  Rodriguez-Antunez 

GUERNSEY  COUNTY 

Frederick  T.  Suppes 

Peggy  Jeanne  St.  Clair 

Robert  A.  Ringer 

William  S.  Quigley 

Warner  W.  Tuckerman 
Robert  J.  White 

Joseph  Schultz 
Albert  M.  Zippert 

LICKING  COUNTY 

Robert  M.  Zollinger,  Jr. 

John  P.  Anderson,  Jr. 

Carl  M.  Frye 

GEAUGA  COUNTY 

Bruce  F.  Andreas 

Oscar  A.  Brinckmann 

MORGAN  COUNTY 

Austin  A.  Coulson 

Henry  Bachman 

LAKE  COUNTY 

John  A.  Bukovnik 

David  L.  Farrington 

MUSKINGUM  COUNTY 

John  W.  Ray 

Gordon  E.  Gifford 

Harry  A.  Killian 

Ronald  J.  Taddeo 

NOBLE  COUNTY 

Sixth  District 

Edward  G.  Ditch 

PERRY  COUNTY 

Frederick  M.  Cox 

COLUMBIANA  COUNTY 

Sydney  N.  Lord 

WASHINGTON  COUNTY 

William  S.  Banfield 

Leonard  S.  Pritchard 

Gregory  B.  Krivchenia 

Kenneth  E.  Bennett 
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Ninth  District 


GALLIA  COUNTY 

Thomas  P.  Price,  Jr. 

HOCKING  COUNTY 

Rowan  D.  Labrador 

JACKSON  COUNTY 

John  Wm.  Zimmerly 

LAWRENCE  COUNTY 

Harry  Nenni 

MEIGS  COUNTY 

Roger  P.  Daniels 

PIKE  COUNTY 

Albert  M.  Shrader 

SCIOTO  COUNTY 

Daniel  A.  Martelino 

VINTON  COUNTY 


Edward  J.  Berkich 
George  T.  Ralph 
Carl  J.  Greever 
James  B Zimmerman 

Kenneth  A.  Wilkinson 
Richard  Villarreal 


ERIE  COUNTY 

Richard  H.  Williamson 

HOLMES  COUNTY 

Luther  W.  High 

HURON  COUNTY 

Dennis  Ross  Irons 

LORAIN  COUNTY 

John  N.  Bartone 
William  F.  Nichols 
Thomas  Sfiligoj 

MEDINA  COUNTY 

Richard  W.  Avery 

RICHLAND  COUNTY 

Harold  F.  Mills 
James  W.  Wiggin 

WAYNE  COUNTY 

A.  Burney  Huff 


Arthur  G.  Groscost 


Maurice  E.  Mullet 


Nino  M.  Camardese 


Raymundo  De  La  Pena 
Henry  E.  Kleinhenz 
Andrew  M.  Mattey 


Rolland  L.  Mansell 


James  F.  Clements 
Eugene  Sherman 


John  M.  Robinson 


Tenth  District 


Twelfth  District 


DELAWARE  COUNTY 

David  R.  Smith,  Jr. 

FAYETTE  COUNTY 

Robert  D.  Woodmansee 

FRANKLIN  COUNTY 

Homer  A.  Anderson 
Michael  A.  Anthony 
James  E.  Barnes 
Joseph  A.  Bonta 
Richard  L.  Fulton 
Walter  M.  Haynes,  Jr. 
George  W.  Paulson 
H.  William  Porterfield 
Jack  E.  Tetirick 

KNOX  COUNTY 

Henry  T.  Lapp 

MADISON  COUNTY 

Sol  Maggied 

MORROW  COUNTY 

David  James  Hickson 

PICKAWAY  COUNTY 

Ray  Carroll 

ROSS  COUNTY 

Joseph  S.  McKell 

UNION  COUNTY 

Lawrence  A.  Gould 


Judith  K.  Held 


Robert  U.  Anderson 


Benjamin  Arnoff 
Janet  L.  Kennedy  Bixel 
Frederick  M.  Kapetansky 
James  F.  Mason 
James  E.  Matson 
Alexander  Pollack 
Warren  W.  Smith 
Robert  L.  Wall 
J.  Hutchison  Williams 


Roger  H.  Sherman 
J.  Richard  Hurt 
William  S.  Deffinger 
Henry  H.  Swope 
Lewis  W.  Coppel 
Walter  R.  Burt 


Eleventh  District 


PORTAGE  COUNTY 

F.  Michael  Sheehan 

SUMMIT  COUNTY 

Rocco  Antenucci 
Robert  R.  Clark 
Charles  A.  East 
Manley  L.  Ford 
Paul  D.  Gatewood 
Paul  W.  Kilway,  Jr. 
Robert  T.  Stone 


Robert  B.  Arnold 


Charles  Y.  Bowen,  Jr. 
Arthur  Dobkin 
Joseph  L.  Kloss 
Robert  E.  Marsico 
Fred  F.  Somma 
Frank  P.  Urso 
John  F.  Wegryn 


ASHLAND  COUNTY 

Jon  H.  Cooperrider 


Darran  N.  Huggins 


OSMA  OFFICERS 

President John  J.  Gaughan 

President-Elect Thomas  W.  Morgan 

Past  President William  M.  Wells 

Secretary -Treasurer Robert  G.  Thomas 


OSMA  COUNCILORS 

First  District Stewart  B.  Dunsker 

Second  District W.  J.  Lewis 

Third  District Alford  C.  Diller 

Fourth  District C.  Douglass  Ford 

Fifth  District Theodore  J.  Castele 

Sixth  District C.  Edward  Pichette 

Seventh  District H.  Judson  Reamy 

Eighth  District Richard  E.  Hartle 

Ninth  District A.  Burton  Payne 

Tenth  District J.  Hutchison  Williams 

Eleventh  District S.  Baird  Pfahl,  Jr. 

Twelfth  District William  Dorner,  Jr. 

☆☆☆ 
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A UNIQUE  INSURANCE  COMPANY 


TWO  POLIO  ES- 
COMPLETE 
PROTECTION 


Pico's  Office  Profection  Policy  for  And,  by  having  both  medical  professional 

physicians  protects  your  medical  office  and  medical  premises  liability  with  the 
building,  equipment  and  property  against  same  insurer,  there  is  no  possibility  of 
physical  loss,  and  includes  medical  costly,  time-consuming  litigation  over 
premises  liability  coverage.  which  coverage  may  apply  to  a specific 

claim. 

Pico’s  medical  professional  liability  plan 

protects  you  against  claims  arising  out  of  This  is  the  kind  of  service  you  can  expect 
the  performance  of  medical  services.  from  PICO,  a unique  insurance 

organization.  After  all,  PICO  is  a stock 
Pico  gives  you  complete  protection  for  insurance  company  formed  by  OSMA 
your  medical  practice  through  only  two  physicians  and  owned  by  OSMA 
policies.  physicians,  to  serve  OSMA  physicians. 


Physicians  Insurance  Company  of  Ohio 

6100  Channingway  Boulevard 

Columbus,  Ohio  43227 

For  the  name  of  the  PICO  authorized 

representative  in  your  area,  call  toll  free 

1-800-282-7515 
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County  Society  Officers, 

Executive  Directors,  and  Meeting  Dates 


First  District 

Councilor:  Stewart  B.  Dunsker,  M.D.,  506  Oak  Stxeet, 
Cincinnati  45219. 

ADAMS:  Gary  Greenlee,  M.D.,  President,  33  E. 
Second  St.,  Manchester  45144;  David  E.  Pixley,  M.D., 
Secretary-Treasurer,  154  E.  Elliott  Ave.,  Peebles  45660. 
Second  Tuesday. 

BROWN:  Gene  F.  Conway,  M.D.,  President,  315  E. 
State  Street,  Georgetown  45121;  Charles  W,  Hannah, 
M.D.,  Vice  President  and  Secretary-Treasurer,  Sardinia 
Medical  Clinic,  Sardinia  45171.  First  or  second  Sunday. 

*BUTLER:  Jack  L.  Harris,  M.D.,  President,  3002 
McGee  Avenue,  Middletown  45042;  Gilbert  J.  Gordon, 
M.D.,  Secretary-Treasurer,  3925  Roosevelt  Blvd.,  Suite 
C,  Middletown  45042;  Mrs.  Joan  Williams,  Executive 
Secretary,  111  Buckeye  St.,  P.O.  Box  3216,  Hamilton 
45013,  (513)  893-1410.  Fourth  Wednesday,  September- 
May  except  December. 

CLERMONT:  John  A.  Parlin,  III,  M.D.,  President, 
1615  Burney  Lane,  Cincinnati  45230;  William  Blake 
Selnick,  D.O.,  Secretary-Treasurer,  Second  & E.  Love- 
land Ave.,  Loveland  45140.  Third  Wednesday  except 
July,  August,  and  December. 

CLINTON:  David  L.  Hamilton,  M.D.,  President, 
615  West  Main  St.,  Wilmington  45177;  Ruth  Hayes, 
M.D.,  Secretary-Treasurer,  586  West  Main  St.,  Wilming- 
ton 45177.  Fourth  Tuesday. 

*HAMILTON:  John  E.  Albers,  M.D.,  2350  Auburn 
Ave.,  Suite  27,  Cincinnati  45219;  Donald  I.  Radin,  M.D., 
Secretary,  826  Swifton  Center,  Cincinnati  45237;  Wil- 
liam J.  Galligan,  Executive  Secretary,  320  Broadway, 
Cincinnati  45202,  (513)  421-7010.  Second  Tuesday. 

HIGHLAND:  Barbara  Lustgarten,  M.D.,  President, 
1440  N.  High  St.,  Box  511,  Hillsboro  45133;  Glenn  B. 
Doan,  M.D.,  Secretary-Treasurer,  528  South  St.,  Green- 
field 45123. 


*These  counties  change  officers  between  May  and  September. 


WARREN:  Thomas  E.  Fox,  M.D.,  President,  309 
Reading  Rd.,  Mason  45040;  Ray  E.  Simendinger,  M.D., 
Secretary,  901  N.  Broadway,  Lebanon  45036.  Second 
Tuesday. 

Second  District 

Councilor:  W.  J.  Lewis,  M.D.,  2567  Far  Hills  Avenue, 
Dayton  45419. 

CHAMPAIGN:  Sher  S.  Guleria,  M.D.,  President, 
900  Scioto  Street,  Urbana  43078;  Barry  Paxton,  M.D., 
Secretary-Treasurer,  900  Scioto  St.,  Urbana  43078.  Sec- 
ond or  third  Wednesday. 

CLARK:  D.  Preston  Figge,  M.D.,  President,  2612 
Elmore  Dr.,  Springfield  45505;  William  C.  Fippin,  M.D., 
Secretary,  8943  Wildlane  Dr.,  Rt.  1,  South  Charleston, 
45368;  Mrs.  Dalia  Remys,  Executive  Secretary,  1002  N. 
Fountain  Ave.,  Springfield  45504,  (513)  324-8618.  Third 
Monday,  September-May. 

DARKE:  Alvan  E.  Thuma,  M.D.,  President,  Ar- 
canum Medical  Center,  Arcanum,  Ohio  45304;  Margaret 
Swartz,  M.D.,  Secretary,  702  N.  Main,  Arcanum  45304. 
Third  Tuesday. 

GREENE:  John  W.  Lavoo,  M.D.,  President,  140 
Rogers  St.,  Xenia  45385;  John  Peterangelo,  D.O.,  Sec- 
retary-Treasurer, 1042  Kauffman  Ave.,  Fairborn  45324; 
Mrs.  Virginia  Jones,  Executive  Secretary,  761  Buckskin 
Trail,  Xenia  45385,  (513)  376-3783.  Third  Thursday. 

MIAMI:  Warren  Kaebnick,  M.D.,  President,  57 
Robinhood  Lane,  Troy  45373;  Peter  Nims,  M.D.,  Secre- 
tary, 27  Robinhood  Lane,  Troy  45373.  First  Tuesday. 

MONTGOMERY:  John  H.  Taylor,  M.D.,  President, 
1100  Fidelity  Bldg.,  Dayton  45402;  William  A.  Erwin, 
M.D.,  Secretary,  2620  S.  Smithville  Rd.,  Dayton  45420; 
Richard  Tapia,  Executive  Director,  40  S.  Perry  St.,  Day- 
ton  45402,  (513)  223-1431.  Fourth  Thursday. 

PREBLE:  John  D.  Darrow,  M.D.,  President  and 
Secretary-Treasurer,  101  Edgewood  Dr.,  Eaton  45320. 

SHELBY:  George  J.  Schroer,  M.D.,  President,  20 
S.  Main  St.,  Ft.  Loramie  45845;  Edward  A.  Link,  M.D., 
Secretary-Treasurer,  Third  & Michigan  St.,  Sidney  45365. 
Second  Tuesday. 
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Third  District 

Councilor:  Alford  C.  Diller,  M.D.,  Medical  Arts  Bldg., 
140  Fox  Rd.,  Van  Wert  45891. 

* ALLEN:  Thomas  R.  Leech,  M.D.,  President,  1108 
National  Bank  Bldg.,  Lima  45801;  William  T.  Collins, 
M.D.,  Secretary -Treasurer,  Lima  Memorial  Hospital, 
Lima  45804;  Will  Wolf,  Executive  Secretary,  Box  1647, 
Lima  45802,  (419)  228-1105.  Third  Tuesday,  September 
through  May. 

AL1GLAIZE:  Joseph  Larj,  M.D.,  President,  1020  W. 
Auglaize  St.,  Wapakoneta  45895;  EEerbert  S.  Wolfe, 
M.D.,  Secretary-Treasurer,  Box  238,  New  Knoxville 
45871.  First  Thursday,  January,  March,  May,  Septem- 
ber, and  November. 

CRAWFORD:  L.  James  Barth,  M.D.,  President, 
120  W.  Main  St.,  New  Washington  44854;  Michael 
Johnson,  M.D.,  Secretary-Treasurer,  725  N.  Sandusky 
St.,  Bucyrus  44820. 

HANCOCK:  Philip  A.  Rasor,  M.D.,  President,  1920 
S.  Main  St.,  Findlay  45840;  Alan  T.  Tong,  M.D.,  Secre- 
tary, 1818  Chapel  Dr.  #C,  Findlay  45840.  Third  Tues- 
day. 

HARDIN:  Richard  O.  Pelham,  M.D.,  President, 
Rte.  1,  Pamela  Dr.,  Kenton  43326;  James  F.  Martin, 
M.D.,  Secretary-Treasurer,  Rte.  1,  Huntsville  43324. 
Second  Tuesday. 

LOGAN:  George  W.  Horst,  M.D.,  President,  R.R. 
#2,  West  Liberty  43357;  Harry  L.  Graber,  M.D.,  Secre- 
tary-Treasurer, Oakhill  Medical  Associates,  West  Liberty 
43357.  Five  meetings  per  year,  generally  January,  March, 
May,  September,  and  November. 

*MARION:  Pavanender  Gupta,  M.D.,  President, 
Marion  General  Hospital,  McKinley  Park  Dr.,  Marion 
43302;  Edwin  G.  Davy,  M.D.,  Secretary  - Treasurer, 
Marion  General  Hospital,  McKinley  Park  Dr.,  Marion 
43302.  First  Tuesday. 

MERCER:  Cecil  E.  Pennington,  M.D.,  President, 
407  S.  Oak  St.,  Coldwater  45828;  Mahmood  Mir,  M.D., 
Secretary-Treasurer,  304  Mooring  Line  Dr.,  Celina  45822. 
Third  Thursday. 

SENECA:  George  J.  Padanilam,  M.D.,  President, 
504  Van  Buren  St.,  Fostoria  44830;  S.  E.  Erulkar,  M.D., 
Secretary -Treasurer,  220  W.  Tiffin  St.,  Fostoria  44830. 
Third  Tuesday  except  July,  August,  and  December. 

VAN  WERT:  Donald  Hughes,  M.D.,  President, 
Van  Wert  County  Hospital,  1250  S.  Washington,  Van 
Wert  45891;  James  L.  Evans,  M.D.,  Secretary-Treasurer, 
140  Fox  Rd.,  Van  Wert  45891. 


WYANDOT:  Joseph  J.  Browne,  M.D.,  President, 
Wyandot  Memorial  Hospital,  Upper  Sandusky  43351; 
Fred  Mugashe,  M.D.,  Secretary -Treasurer,  Wyandot 
Memorial  Hospital,  Upper  Sandusky  43351.  Second 
Tuesday. 


Fourth  District 

Councilor:  C.  Douglass  Ford,  M.D.,  2361  Bancroft  St., 
Toledo  43607. 

DEFIANCE:  Allen  Zimmer,  M.D.,  President,  847 
S.  Clinton  St.,  Defiance  43512;  Francis  G.  Belardi,  M.D., 
Secretary-Treasurer,  1400  E.  Second  St.,  Defiance  43512. 

FULTON:  Benjamin  IT  Reed,  Jr.,  M.D.,  President, 
101  Adrian  St.,  Delta  43515;  Estela  T.  Micjuiabas,  M.D., 
Secretary-Treasurer,  725  S.  Shoon  Ave.,  Wauseon  43567. 
Second  Tuesday,  quarterly. 

HENRY:  Robert  J.  Blough,  M.D.,  President,  141  N. 
Keyser  Ave.,  Deshler  43516;  Kenneth  E.  Dye,  D.O.,  Sec- 
retary-Treasurer, East  Street,  Liberty  Center  43532. 
First  Tuesday. 

LLTCAS:  George  J.  Baibak,  M.D.,  President,  328 
22nd  St.,  Toledo  43624;  Thomas  G.  Klever,  M.D.,  Sec- 
retary, 3030  Sylvania,  Toledo  43606;  Lee  F.  Wealton, 
Executive  Director,  Secor  Professional  Bldg.,  4428  Secor 
Rd.,  Toledo  43623,  (419)  473-3200.  Fourth  Tuesday 
(Council) . 

OTTAWA:  V.  William  Wagner,  M.D.,  President, 
105  Madison  St.,  Port  Clinton  43452;  Robert  S.  Reeves, 
M.D.,  Secretary-Treasurer,  504  E.  Water  St.,  Oak  Har- 
bor 43449.  Second  Thursday,  October  through  June. 

PAULDING:  Don  K.  Snyder,  M.D.,  President,  R. 
D.  No.  2,  Payne  45880;  William  Max  Miller,  M.D., 
Secretary-Treasurer,  602  Emerald  Ave.,  Paulding  45879. 
Third  Monday. 

PUTNAM:  James  B.  Overmier,  M.D.,  President, 
109  Main  St.,  Leipsic  45856;  Charles  R.  Kidd,  M.D., 
Secretary-Treasurer,  Box  256,  Kalida  45853.  First 
Tuesday. 

SANDUSKY:  Charles  E.  Hull,  M.D.,  President, 
1916  Glen  Springs  Dr.,  Fremont  43420;  John  L.  Zim- 
merman, M.D.,  Secretary-Treasurer,  Memorial  Hospital, 
Fremont  43420;  Mrs.  Patsy  J.  Reed,  Executive  Secretary, 
Memorial  Hospital  of  Sandusky  County,  Fremont  43420, 
(419)  332-7321.  Quarterly. 

WILLIAMS:  Virgil  N.  Carrico,  M.D.,  President, 
Bryan  Medical  Group,  Inc.,  442  W.  High  St.,  Bryan 
43506;  Richard  L.  Hess,  M.D.,  Secretary-Treasurer, 
Bryan  Medical  Group,  Inc.,  442  W.  High  St.,  Bryan 
43506;  Ms.  Rebecca  Cape,  Executive  Secretary,  Bryan 
Medical  Group,  Inc.,  442  W.  High  St.,  Bryan  43506, 
(419)  636-4517.  Third  Tuesday,  January,  March,  May, 
September  and  November. 
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WOOD:  Paul  R.  Overhulse,  M.D.,  President,  960 
W.  Wooster,  Suite  107,  Bowling  Green  43402;  H.  Wes- 
ley Brown,  M.D.,  Secretary-Treasurer,  640  S.  Winter- 
garden  Rd.,  Bowling  Green  43402.  Third  Thursday. 


Fifth  District 

Councilor:  Theodore  J.  Castele,  M.D.,  18869  Canyon 
Rd.,  Cleveland  44126. 

ASHTABULA:  Mohmood  T.  Hossain,  M.D.,  Presi- 
dent, 2627  Lake  Ave.,  Ashtabula  44004;  In  Won  Kim, 
M.D.,  Secretary-Treasurer,  2210  S.  Ridge  E.,  Ashtabula 
44004;  Miss  Amy  Housel,  Executive  Secretary,  P.O. 
Box  1772,  Ashtabula  44004,  (216)  998-3111.  Second 
Tuesday. 

*CUYAHOGA:  Robert  J.  White,  M.D.,  Ph.D.,  Presi- 
dent, Cleveland  Metropolitan  General  Hospital,  3395 
Scranton  Rd.,  Cleveland  44109;  Roland  D.  Carlson, 
M.D.,  Secretary-Treasurer,  29001  Cedar  Rd.,  Lyndhurst 
44124;  Robert  A.  Lang,  Ph.D.,  Executive  Director,  10525 
Carnegie  Ave.,  Cleveland  44106,  (216)  231-3500. 

GEAUGA:  Frederick  R.  Mautz,  M.D.,  President, 
12921  Ravenna  Rd.,  Chardon  44024;  Vichai  Duangjak, 
M.D.,  Secretary-T  reasurer,  12475  Hospital  Dr.,  Chardon 
44024;  Mrs.  Martha  Withrow,  Executive  Secretary, 
Geauga  Community  Hospital,  P.O.  Box  249,  Chardon 
44024,  (216)  285-3156.  Second  Thursday  except  July 
and  August. 

LAKE:  Roger  W.  Sherman,  M.D.,  President,  8224 
Mentor  Ave.,  Mentor  44060;  Elmer  V.  Demeter,  M.D., 
Secretary-Treasurer,  89  E.  High  St.,  Painesville  44077; 
Mrs.  Marge  McLaren,  Executive  Secretary,  7408  Cadle 
Ave.,  Mentor  44060,  (216)  255-2233.  February,  May, 
September,  and  November. 

Sixth  District 

Councilor:  C.  Edward  Pichette,  M.D.,  1019  Boardman- 
Canfield  Rd.,  Youngstown  44512. 

COLUMBIANA:  Rolland  E.  Herron,  M.D.,  Presi- 
dent, 816  N.  Lincoln  Ave.,  Salem  44460;  Marcio  D. 
Soares,  M.D.,  Secretary-Treasurer,  238  Front  St.,  Lee- 
tonia  44431;  Mrs.  Gilson  Koenreich,  Executive  Secretary, 
163  Park  Ave.,  Salem  44460,  (216)  337-8859.  Third 
Tuesday. 

MAHONING:  Yau-Too  Chiu,  Jr.,  M.D.,  President, 
528  W.  Indianola  Ave.,  Youngstown  44511;  Joseph  W. 
Tandatnick,  M.D.,  Secretary,  St.  Elizabeth  Hospital, 
1044  Belmont  Ave.,  Youngstown  44505;  Howard  C.  Rem- 
pes,  Jr.,  Executive  Secretary,  245  Bel-Park  Bldg.,  1005 
Belmont  Ave.,  Youngstown  44504,  (216)  747-4956.  Third 
Tuesday,  January,  March,  May,  September,  November, 
and  December. 


STARK:  Robert  C.  Reed,  M.D.,  President,  P.O. 
Box  479,  Alliance  44601;  Guillermo  R.  Sicard,  M.D., 
Secretary-Treasurer,  515  Third  St.,  N.W.,  Canton  44703; 
Raymond  T.  Sullivan,  Jr.,  Executive  Director,  Stark 
County  Medical  Society,  4150  Belden  Village  St.,  N.W., 
Canton  44718,  (216)  492-3333.  Second  Thursday  except 
May  - September. 

TRUMBULL:  Richard  D.  Shapiro,  M.D.,  President, 
3893  E.  Market  St.,  Warren  44484;  John  Biggins,  M.D., 
Secretary-Treasurer,  8887  Echo  Lake  Dr.,  N.E.,  Warren 
44484;  Mrs.  Delores  B.  Bevan,  Executive  Secretary,  280 
N.  Park  Ave.,  Warren  44481,  (216)  395-4556.  Third 
Wednesday. 


Seventh  District 

Councilor:  H.  Judson  Reamy,  M.D.,  319  N.  Tuscarawas 
Ave.,  Box  219,  Dover  44622. 

BELMONT:  Norman  Franklin,  M.D.,  President, 
Bellaire  City  Hospital  Lab,  Bellaire  43906;  Nermin  D. 
Lavapies,  M.D.,  Secretary-Treasurer,  1220  Hughes  Ave., 
Martins  Ferry  43935.  Third  Thursday,  February,  March, 
April,  June,  September,  October,  November,  and  De- 
cember. 

CARROLL:  Glenn  C.  Dowell,  M.D.,  President,  207 
W.  Main  St.,  Carrollton  44615;  Jon  H.  Marshall,  D.O., 
Secretary-Treasurer,  276  Second  St.,  S.W.,  Carrollton 
44615.  Third  Tuesday. 

COSHOCTON:  Jin  D.  Kim,  M.D.,  President,  709/2 
Main,  Coshocton  43812;  Myron  Saturski,  M.D.,  Secre- 
tary-Treasurer, 149  South  Bridge  St.,  Newcomerstown 
43832.  Second  Tuesday. 

HARRISON:  James  Z.  Scott,  M.D.,  President,  Box 
512,  Main  St.,  Scio  43988;  Isam  Tabbah,  M.D.,  Secre- 
tary-Treasurer, R.D.  # 1,  Cadiz  43907.  Second  Tuesday. 

JEFFERSON:  Antonio  T.  Lugay,  M.D.,  President, 
529  N.  Fourth  St.,  Steubenville  43952;  Enrique  G. 
Macias,  M.D.,  Secretary-Treasurer,  2017  Sunset  Blvd., 
Steubenville  43952.  First  Tuesday. 

MONROE:  Donald  R.  Piatt,  M.D.,  President,  154 
S.  Main  St.,  Woodsfield  43793;  Jack  M.  Matheny  II, 
M.D.,  Secretary-Treasurer,  Rt.  3 Old  Airport  Rd.,  Mon- 
roe County  Clinic,  Woodsfield  43793.  First  Wednesday 
of  every  fourth  month. 

TLISCARAWAS:  Jose  L.  Pinelli,  M.D.,  President, 
134  Second  St.,  S.W.,  New  Philadelphia  44663;  Edgardo 
R.  Kagaoan,  M.D.,  Secretary-Treasurer,  1270  Trenton 
Ave.,  Uhrichsville  44683.  Second  Wednesday. 
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Eighth  District 

Councilor:  Richard  E.  Hartle,  M.D.,  600  Pleasantville 
Rd.,  Lancaster  43130. 

ATHENS:  David  A.  Grubbs,  M.D.,  President,  P.O. 
Box  235,  Glouster  45732;  Lester  A.  Hamilton,  M.D.,  Sec- 
retary-Treasurer, 400  E.  State  St.,  Athens  45701.  Second 
Tuesday,  March,  June,  September,  and  December. 

FAIRFIELD:  David  H.  Sheidler,  M.D.,  President, 
1500  E.  Main  St.,  Lancaster  43130;  John  G.  O’Handley, 
M.D.,  Secretary-Treasurer,  600  Pleasantville  Rd.,  Lan- 
caster 43130.  Second  Tuesday. 

G GUERNSEY:  Zosimo  T.  Maximo,  M.D.,  President, 
1213  Woodlawn  Ave.,  Cambridge  43725;  Nila  Z.  Sayat, 
M.D.,  Secretary-Treasurer,  64979  Old  Rt.  21,  R.D.  #3, 
Cambridge  43725.  First  Tuesday  except  July  and  August. 

LICKING:  John  P.  Anderson,  M.D.,  President,  1272 
W.  Main  St.,  Newark  43055;  Craig  B.  Cairns,  M.D., 
Secretary-Treasurer,  1272  W.  Main  St.,  Newark  43055; 
Miss  Lindsay  Wagenheim,  Executive  Secretary,  1320  W. 
Main  St.,  Newark  43055,  (614)  344-0331,  Ext.  394. 
Fourth  Thursday  except  June,  July,  August,  and  De- 
cember. 

MORGAN:  Asia  H.  Whitacre,  M.D.,  President, 
Chesterhill  43728;  Henry  Bachman,  M.D.,  Secretary- 
Treasurer,  426  E.  Union  St.,  McConnelsville  43756. 

MUSKINGL1M:  Carl  E.  Spragg,  M.D.,  President, 
71  W.  Main,  New  Concord  43762;  Thomas  N.  Ruggles, 
M.D.,  Secretary-Treasurer,  2900  Ash  Meadows  Blvd., 
Zanesville  43701.  First  Tuesday. 

NOBLE:  Frederick  M.  Cox,  M.D.,  President,  P.O. 
Box  330,  Caldwell  43724;  Edward  G.  Ditch,  M.D.,  Secre- 
tary-Treasurer, P.O.  Box  239,  Caldwell  43724.  First 
Tuesday. 

PERRY:  Sydney  N.  Lord,  M.D.,  President  and  Sec- 
retary-Treasurer, E.  Main  St.,  Somerset  43783. 

WASHINGTON:  Rashid  Ahmed,  M.D.,  President, 
Marietta  Memorial  Hospital,  Marietta  45750;  Aniano  B. 
Dejosef,  M.D.,  Secretary-Treasurer,  Marietta  Memorial 
Hospital,  Marietta  45750.  Second  Wednesday. 


Ninth  District 

Councilor:  A.  Burton  Payne,  M.D.,  411  Center  Street, 
Ironton  45638. 

GALLIA:  Daniel  FI.  Whiteley,  M.D.,  President, 
Holzer  Clinic  Ltd.,  P.O.  Box  344,  Gallipolis  45631;  J. 
Craig  Strafford,  M.D.,  Secretary -Treasurer,  Holzer 
Clinic  Ltd.,  P.O.  Box  344,  Gallipolis  45631.  Second 
Tuesday. 


HOCKING:  Rowan  D.  Labrador,  M.D.,  President, 
Rt.  5,  Box  305,  Logan  43138;  John  E.  Rauch,  D.O.,  Sec- 
retary-Treasurer, 207  Falls,  Logan  43138. 

JACKSON:  John  M.  Cook,  M.D.,  President,  Oak 
Hill  Plospital,  Oak  Hill  45656;  Carl  J.  Greever,  M.D., 
Secretary-Treasurer,  35  Vaughn  St.,  Jackson  45640. 

LAWRENCE:  John  A.  Mayer,  M.D.,  President, 
1343  Shawnee  Trail,  Ironton  45638;  David  A.  Pack, 
M.D.,  Secretary,  2412  South  Sixth  St.,  Ironton  45638. 
Second  Thursday  quarterly. 

MEIGS:  Selim  J.  Blazewicz,  M.D.,  President,  P.O. 
Box  511,  Pomeroy  45769;  Joseph  J.  Davis,  M.D.,  Secre- 
tary-Treasurer, 939  Ash  St.,  Middleport  45760.  When 
called. 

PIKE:  Kenneth  A.  Wilkinson,  M.D.,  President,  Rt. 
2,  Hilltop  Medical  Center,  Waverly  45690;  J.  Wallace 
Cleland,  M.D.,  Secretary-Treasurer,  327  Wendy  Lane, 
Bristol  Village,  Waverly  45690.  First  Tuesday. 

SCIOTO:  Harlan  Williams,  M.D.,  President,  1709 
27th,  Portsmouth  45662;  Laura  C.  Pagel,  M.D.,  Secre- 
tary-Treasurer, Mercy  Medical  Plaza,  Portsmouth  45662; 
Lowell  Thompson,  Executive  Secretary,  P.O.  Box  1348, 
Portsmouth  45662,  (614)  354-7581.  Second  Tuesday. 

VINTON:  No  active  society. 


Tenth  District 

Councilor:  /.  Hutchison  Williams,  M.D.,  4355  Sharon 
Ave.,  Columbus  43214. 

DELAWARE:  Michael  D.  Reuter,  M.D.,  President, 
Grady  Memorial  Hospital,  561  W.  Central  Ave.,  Dela- 
ware 43015;  Lloyd  E.  Moore,  M.D.,  Secretary-Treasurer, 
6 S.  Main  St.,  Magnetic  Springs  43036.  Third  Tuesday, 
March,  May,  September,  and  December. 

FAYETTE:  Cheng-Haw  Hung,  M.D.,  President, 
1049  Washington  Ave.,  Washington  C.H.  43160;  Marvin 
FI.  Roszmann,  M.D.,  Secretary-Treasurer,  P.O.  Box  547, 
Washington  C.H.  43160.  Second  Friday. 

FRANKLIN:  Paul  S.  Metzger,  M.D.,  President, 
One  Nationwide  Plaza,  Columbus  43216;  George  W. 
Paulson,  M.D.,  Secretary-Treasurer,  931  Chatham  Lane, 
Columbus  43221;  James  S.  Imboden,  Executive  Director, 
600  South  High  St.,  Columbus  43215,  (614)  224-6116. 
February,  August,  September,  and  October. 

*KNOX:  Alan  Fairchild,  M.D.,  President,  5 N.  Gay 
St.,  Mt.  Vernon  43050;  James  H.  Risko,  M.D.,  Secretary- 
Treasurer,  307  Vernedale  Dr.,  Mt.  Vernon  43050.  First 
Wednesday. 

MADISON:  John  C.  Starr,  M.D.,  President,  1615 
N.  Choctaw  Dr.,  Rt.  6,  London  43140;  Sol  Maggied, 
M.D.,  Secretary-Treasurer,  15  E.  Pearl,  West  Jefferson 
43162.  Four  meetings  a year. 
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MORROW:  William  S.  Deffinger,  M.D.,  President, 
Box  8,  Marengo  43334;  David  James  Hickson,  M.D., 
Secretary-Treasurer,  Box  208,  Mt.  Gilead  43338.  First 
Tuesday. 

PICKAWAY:  E.  Jack  Warner,  M.D.,  President, 
R.R.  2,  Ashville  43103;  Michael  E.  Geron,  M.D.,  Secre- 
tary-Treasurer, 111  Island  Rd.,  Circleville  43113.  Second 
Tuesday  except  July  and  August. 

ROSS:  Carl  A.  Henderson,  M.D.,  President,  398 
Chestnut  St.,  Chillicothe  45601;  David  E.  Smith,  M.D., 
Secretary-Treasurer,  17  Briarcliff  Dr.,  Chillicothe  45601. 
Second  Tuesday. 

UNION:  John  B.  Ziegler,  M.D.,  President,  18522 
Raymond  Rd.,  Marysville  43040;  May  B.  Zaugg,  M.D., 
Secretary-Treasurer,  509  Hickory  Dr.,  Marysville  43040. 
First  Tuesday,  February,  April,  October,  and  December. 

Eleventh  District 

Councilor:  S.  Baird  Pfahl,  Jr.,  M.D.,  521  W.  Perkins 
Ave.,  Sandusky  44870. 

ASHLAND:  John  S.  Wang,  M..D,  President,  P.O. 
Box  527,  Ashland  44805;  Young  C.  Shin,  M.D.,  Secre- 
tary-Treasurer, 350  Hillcrest  Dr.,  Ashland  44805.  First 
Tuesday. 

ERIE:  Robert  J.  Ailes,  M.D.,  President,  3103  S. 
Campbell  St.,  Sandusky  44870;  John  P.  Cook,  M.D., 
Secretary,  3004  S.  Hayes  Ave.,  Sandusky  44870;  Mrs. 
David  Wolfert,  Executive  Secretary,  Scheid  Rd.,  Box 
381,  E.  Huron  44839,  (419)  433-3097.  Second  Tuesday 
except  July  and  August. 

HOLMES:  Charles  H.  Hart,  M.D.,  President,  109 
S Clay  St.,  Millersburg  44654;  William  V.  Dugan,  M.D., 
Secretary-Treasurer,  Pomerene  Hospital,  Millersburg 
44654.  Second  Monday. 

HL1RON:  Earl  R.  McLoney,  M.D.,  President,  257 
Benedict  Ave.,  Norwalk  44857;  Shan  A.  Mohammed, 
M.D.,  Secretary-Treasurer,  3 Milan  Manor  Dr.,  Milan 
44846.  Second  Wednesday,  February,  April,  June,  Octo- 
ber, and  December. 


LORAIN:  Feite  F.  Hofman,  M.D.,  President,  356 
Reamer  Place,  Oberlin  44074;  Joseph  Sciarrotta,  M.D., 
Secretary-Treasurer,  2100  Reid  Ave.,  Lorain  44052;  Mrs. 
Carol  Boyson,  Executive  Secretary,  1480  N.  Ridge  Rd., 
E„  Elyria  44035,  (216)  324-3093  or  233-6561.  Second 
Tuesday,  September  through  April. 

MEDINA:  Edward  A.  Kuehn,  M.D.,  President, 
740  E.  Washington,  Medina  44256;  K.  S.  Chen,  M.D., 
Secretary-Treasurer,  750  E.  Washington,  Medina  44256; 
John  E.  Gerding,  Executive  Secretary,  3377  Forest  dills 
Dr.,  Medina  44256,  (216)  725-5331.  Third  Thursday. 

RICHLAND:  John  L.  Marquardt,  M.D.,  President, 
330  Glessner  Ave.,  Mansfield  44906;  Joel  E.  Kaye, 
M.D.,  Secretary-Treasurer,  551  Forest  Hill  Rd.,  Mansfield 
44907;  Mrs.  M.  K.  Leggett,  Executive  Secretary,  Mans- 
field General  Flospital,  Mansfield  44903,  (419)  522-3411. 
Third  Thursday,  September  through  May. 

WAYNE:  Paul  A.  Alfaro,  M.D.,  President,  305 
Peoples  Federal  Bldg.,  Wooster  44691;  Walter  H.  Kear- 
ney, M.D.,  Secretary-Treasurer,  1740  Cleveland  Rd., 
Wooster  44691.  Second  Wednesday. 


Twelfth  District 

Councilor:  William  Dorner,  Jr.,  M.D.,  750  W.  Market 
St.,  Akron  44303. 

PORTAGE:  Stephen  J.  Sveda,  M.D.,  President,  241 
S.  Chestnut  St.,  Ravenna  44266;  A.  A.  Kuri,  M.D., 
Secretary-Treasurer,  6693  N.  Chestnut  St.,  Ravenna 
44266.  Second  Tuesday. 

SUMMIT:  Joseph  L.  Kloss,  M.D.,  President,  185 
W.  Cedar  St.,  Akron  44307;  Charles  V.  Bowen,  Jr., 
M.D.,  Secretary,  925  Centran  Bldg.,  Akron  44308;  S.  PI. 
Mountcastle,  Managing  Director,  430  Grant  St.,  Akron 
44311,  (216)  434-1921.  First  Tuesday,  January,  March, 
May,  July,  September,  and  November. 
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Resolutions  Affecting  OSMA 
Constitution  and  Bylaws 


#18  Amendment  of  OSMA  Constitution 
and  Bylaws 

(Submitted  by  the  OSMA  Council) 

WHEREAS,  It  has  been  determined  by  OSMA  Council 

that  revision  of  the  OSMA  Constitution  and  Bylaws 

is  appropriate  in  the  following  particulars: 

1.  RESOLVED,  That  OSMA  Constitution,  Article 
III,  Section  2 be  revised  to  place  an  asterisk  after  the 
first  “his”  and  an  asterisk  at  the  bottom  of  the  correspond- 
ing page  of  the  Constitution  with  the  following  notation: 

As  used  herein  the  use  of  a masculine  pronoun  is  meant  to 
include  the  female  gender  also. 

2.  RESOLVED,  That  OSMA  Bylaws,  Chapter  1, 
Section  2(d)  “Nonresident  Members”  be  revised  to  add 
the  following  to  the  current  subsection: 

Nonresident  members  shall  also  include  those  physicians 
who  reside  and  practice  outside  Ohio  but  who  hold  Ohio 
licenses  to  practice  medicine  and  surgery  and  who  are  not  eligible 
for  membership  in  a component  society  of  this  Association  and 
who  are  approved  for  nonresident  membership  by  the  Council. 

3.  RESOLVED,  That  OSMA  Bylaws,  Chapter  1, 
Section  2(i)  be  revised  to  read  as  follows: 

(i)  Student  Members.  Student  Members  of  this  Association 
shall  comprise  those  students  in  good  standing  who  are  pursuing 
the  diploma  of  Doctor  of  Medicine  or  Doctor  of  Osteopathy  in 
an  approved  medical  or  osteopathic  college  or  institution  in  the 
State  of  Ohio  and  who  are  approved  for  student  membership  by 
the  Council. 

4.  RESOLVED,  That  OSMA  Bylaws,  Chapter  1, 
Section  6 be  revised  to  delete  the  last  paragraph  and  in  its 
place  add  the  following: 

The  accused  member  may  appeal  the  decision  of  Council 
on  questions  of  law  and  procedure,  but  not  of  fact,  to  the  Judicial 
Council  of  the  AMA  by  filing  a notice  of  appeal  with  the  Judicial 
Council  within  thirty  days  of  the  decision  of  Council,  such  appeal 
to  be  governed  by  the  rules  and  regulations  of  the  Judicial 
Council.  The  decision  of  Council  shall  be  final  pending  an  appeal 
to  the  Judicial  Council. 

5.  RESOLVED,  That  OSMA  Bylaws,  Chapter  1, 
Section  7 be  revised  to  read  as  follows: 

Limitation  of  Liability.  No  member  or  employee  serving  on 
a utilization  committee,  a peer  review  or  professional  standards 
review  committee,  which  included  participation  in  the  context 


of  this  disciplinary  Chapter,  of  this  Association  shall  be  deemed 
liable  in  damages  to  any  person  for  any  action  taken  or  recom- 
mendation made  within  the  scope  of  the  functions  of  said  com- 
mittee, if  such  committee  member  or  employee  acts  without 
malice  and  in  the  reasonable  belief  that  such  action  or  recom- 
mendation is  warranted  by  the  facts  known  to  him  after  reason- 
able effort  to  obtain  the  facts  of  the  matter  as  to  which  such 
action  is  taken  or  recommendation  is  made. 

6.  RESOLVED,  That  OSMA  Bylaws,  Chapter  4, 
Section  8 be  revised  to  add  at  the  end  of  the  present 
section : 

Any  resolution  adopted  by  the  House  of  Delegates  in  1979 
and  thereafter  will  become  null,  void  and  of  no  effect  if  not 
reproposed  and  readopted  in  the  regular  course  within  four  years 
from  the  effective  date  of  the  adoption  of  the  Resolution.  Within 
the  fourth  year  of  their  effective  date,  the  House  of  Delegates  will 
be  notified  by  January  31  in  writing  of  those  resolutions  subject 
to  readoption  at  the  Annual  Meeting  at  which  they  will  be 
considered. 

7.  RESOLVED,  That  the  OSMA  Bylaws,  Chapter 
10,  Section  7 should  be  amended  to  read  as  follows: 

Each  component  society  shall  have  general  direction  of  the 
business  and  affairs  of  the  profession  in  the  county,  and  it  shall 
exert  its  influence  to  promote  the  science  and  art  of  medicine,  the 
moral  condition  of  the  membership,  and  the  betterment  of  public 
health. 

8.  RESOLVED,  That  OSMA  Bylaws,  Chapter  11, 
Section  1(b)  be  deleted  in  its  entirety. 

9.  RESOLVED,  That  OSMA  Bylaws,  Chapter  11, 
Section  2 be  revised  to  delete  the  last  sentence  in  its 
entirety. 

10.  RESOLVED,  That  OSMA  Bylaws,  Chapter  11, 
Section  be  revised  to  read  as  follows: 

Section  6.  Effect  of  Failure  of  a Component  Society  to  take 
Requested  Disciplinary  Action.  In  the  event  that  a component 
society  shall  fail  or  refuse  to  take  prompt  disciplinary  action 
against  one  of  its  members  after  being  requested  in  writing  by  the 
Council  of  this  Association  to  do  so,  the  Council  of  this  Associa- 
tion may  cause  such  disciplinary  action  to  be  instituted  and 
prosecuted;  and  in  any  such  disciplinary  action  so  instituted  the 
procedure  prescribed  by  Section  6 of  Chapter  1 of  these  Bylaws 
shall  govern ; and  at  the  conclusion  of  the  hearing  by  the  Council 
it  may  enter  such  order  of  (a)  dismissal  of  the  charges,  or  (b) 
censure  of  the  accused  member,  or  (c)  suspension  from  the 
society,  or  (d)  expulsion  from  the  society  as  the  evidence  adduced 
at  such  hearing  shall  warrant.  The  accused  member  may  appeal 
the  decision  of  Council  on  questions  of  law  and  procedure,  but 
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not  of  fact,  to  the  Judicial  Council  of  the  AMA  by  filing  a notice 
of  appeal  with  the  Judicial  Council  within  thirty  days  of  the 
decision  of  Council,  such  appeal  to  be  governed  by  the  rules  and 
regulations  of  the  Judicial  Council.  The  decision  of  Council  shall 
be  final  pending  an  appeal  to  the  Judicial  Council. 

11.  RESOLVED,  That  OSMA  Bylaws,  Chapter  11, 
Section  7 be  revised  to  read  as  follows: 

Limitation  of  Liability.  No  member  or  employee  serving  on 
a utilization  committee,  a peer  review  or  professional  standards 
review  committee,  which  included  participation  in  the  context  of 
this  disciplinary  Chapter,  of  this  Association  shall  be  deemed 
liable  in  damages  to  any  person  for  any  action  taken  or  recom- 
mendation made  within  the  scope  of  the  functions  of  said  com- 
mittee, if  such  committee  member  or  employee  acts  without 
malice  and  in  the  reasonable  belief  that  such  action  or  recom- 
mendation is  warranted  by  the  facts  known  to  him  after  reason- 
able effort  to  obtain  the  facts  of  the  matter  as  to  which  such 
action  is  taken  or  recommendation  is  made. 


#19  Update  of  OSMA  Policy 

(Submitted  by  the  OSMA  Council) 

WHEREAS,  The  Bylaws  of  the  OSMA  are  being  revised 
addressing,  among  other  things,  the  continued  effec- 
tiveness of  resolutions;  THEREFORE  BE  IT 

RESOLVED,  That  Council  appoint  an  ad  hoc  committee 
of  the  Council  and  House  of  Delegates  to  review 
past  resolutions  of  the  House  of  Delegates  up  to  and 
including  those  from  1978,  said  committee  to  report 
to  Council  within  60  days  of  the  next  annual  meeting 
as  to  those  resolutions  that  shall  continue  to  be  the 
policy  of  this  Association. 


#21  Reduction  of  Dues  for  Physicians  in  Their 
First  Year  of  Practice 

(Submitted  by  the  OSMA  Council) 

WHEREAS,  A thorough  research  study  conducted  by  the 
American  Medical  Association  resulted  in  the  adop- 
tion of  reduced  dues  for  physicians  in  their  first  year 
of  practice,  and 

WHEREAS,  All  state  medical  societies  were  informed  of 
this  action  to  reduce  dues  for  new  AMA  members  in 
their  first  year  of  practice,  and 

WHEREAS,  State  medical  societies  are  encouraged  to 
take  advantage  of  the  opportunity  this  reduction 
offers  for  membership  development  both  at  the  state 
and  county  levels,  and 

WHEREAS,  At  least  19  state  medical  societies  already 
offer  dues  incentives  to  new  members;  THERE- 
FORE BE  IT 

RESOLVED,  That  the  OSMA  dues  for  Active  Members 
and  Associate  Members  be  reduced  by  50  per  cent 
for  one  year  for  physicians  in  their  first  year  of  prac- 
tice after  training  is  completed.  '£rfc'h r 


Announcing  a new 
personal  lending 
service  designed 
especially  for 
health  care 
professionals. 

• Borrow  from  $5,000  fo  $25,000  for  up  to 
60  months.  Only  your  signature  is  required. 

• You  may  pay  off  or  reduce  the  interest- 
bearing  loan  at  any  time  without  prepay- 
ment penalty. 

• Quick,  confidential  service,  entire  transac- 
tion handled  by  mail. 

® Credit  life  insurance  available  at  low  cost. 

No  physical  examination  required. 

For  Complete  Information 
And  a Simple  Loan  Application 
CALL  TOLL  FREE  — 1/800/421-0355 
Ask  for  Mr.  Chari  es 

If irstmark  Capital 

Firstmark  Capital  Corporation 
7 Clocktower  Square 
Suite  270 

Aurora,  Colorado  .80011 


SERVING  THE  HEALTH  CARE  INDUSTRY 
FOR  MORE  THAN  50  YEARS 
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Pco 


PHYSICIANS  INSURANCE  COMPANY  OF  OHIO 


Complete  Insuranc  e Protection  For  Ohio  Physicians 


These  are  some  of  our  fine 
PICO  agencies,  serving  the  following  cities 
and  surrounding  areas. 


IN  DAYTON 

Baldwin  & Whitney  Insurance  Agency 
7 East  Fourth  Street 
Dayton,  Ohio  45402 
(513)223-3181 

IN  YOUNGSTOWN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
(216)  788-6577 


IN  CINCINNATI 

Frederick  Rauh  & Company 

3300  Central  Parkway 
Cincinnati,  Ohio  45225 
(513)  559-0500 


IN  LIMA 

Stolly  Insurance,  Inc. 

973  West  North  Street 
Lima,  Ohio  45805 
(419)  227-2570 

IN  ASHTABULA 

Stoufferl  lerzog-Otto 
Insurance  Agency,  Inc. 
4230  Lake  Avenue 
Ashtabula,  Ohio  44004 
(216)  998-4444 

IN  COLUMBUS 

Wolman  Insurance  Agency,  Inc. 

38  Jefferson  Avenue 
Columbus.  Ohio  43215 
(614)  221-5471 


When  was  the  last 
time  your  practice  gave  you 
a good  night's  sleep? 


We’re  not  talking  about  sleep  that 
comes  from  sheer  exhaustion. 

We’re  talking  about  the  kind  of 
sleep  that  comes  from  knowing  you 
practiced  medicine  today  the  way  it 
was  meant  to  be  practiced.  Of  giving 
your  patients  the  very  best  in  medical 
care.  With  no  compromises. 

And  a sleep  that  comes  from  know- 
ing you  won’t  be  spending  all  of  to- 
morrow morning  filling  out  Medicare 
insurance  forms,  or  attending  to  a 
myriad  of  other  time-consuming,  non- 
medical duties. 

But  there  is  a practice  that  offers 
an  alternative  to  the  kind  of  medicine 
you’re  now  practicing.  A practice  in 
the  U.S.  Navy. 

The  Navy  physician. 

As  a Navy  physician,  we  feel  your 
time  is  too  valuable  to  spend  on  ad- 


ministrative details.  So  they’re  kept  to 
a minimum.  Instead,  a highly  trained 
staff  of  professionals  attends  to  the 
paperwork.  The  end  result  is  that 
almost  all  your  time  can  be  spent 
practicing  medicine. 

A challenging  practice. 

You’ll  be  given  a practice  that’s  as 
varied  and  challenging  as  any  you’ll 
find  in  a civilian  setting.  You’ll  be 
treating  active  duty  personnel  as  well 
as  their  dependents  and  retired  per- 
sonnel. 

Insyrance. 

A recent  Act  of  Congress  now 
makes  it  unnecessary  for  federally  em- 
ployed physicians  to  carry  high  cost 
insurance.  As  a practicing  Navy  phy- 
sician, you  will  receive  professional 
liability  protection  under  the  Federal 
Tort  Claims  Act. 


Other  benefits. 

There  are  plenty  of  other  great 
benefits  that  go  with  being  a Navy 
physician.  Good  pay — $30,000  to 
start,  more,  depending  on  your  expe- 
rience. A family  life  with  time  for 
your  family.  Associating  with  other 
highly  motivated  physicians.  Even  30 
days’  paid  vacation  a year. 

But  the  best  way  to  get  all  the  facts 
is  to  mail  the  coupon,  or  call  the 
Medical  Recruiter,  toll-free,  1-800- 
282-1288. 


Be  the  doctor 
you  want  to  be. 
In  the  Navy. 
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^^^fiociation  Continuing  Education  Programs 


Editor’s  Note:  The  following  are  Category  I courses  offered  in 
Ohio.  Items  for  this  listing  come  from  many  sources,  often  far 
in  advance  of  the  publication  date.  Sometimes,  cancellations  or 
changes  in  dates,  places,  or  time  occur  too  late  to  be  corrected 
before  publication.  Physicians  interested  in  a course  are  urged 
to  contact  the  sponsoring  organization  to  confirm  the  information 
listed.  Sponsoring  organizations  may  list  Category  I courses  by 
contacting  the  OSMA  Department  of  Continuing  Medical  Edu- 
cation or  The  Journal.  Notification  90  days  prior  to  the  course 
would  be  appreciated.  Due  to  space  limitations,  announcements 
may  be  published  only  once.  See  previous  issues  of  The  Journal 
for  additional  courses. — L.A.P. 


OSMA  MEMBERS 

The  Ohio  State  Medical  Board  requests  that  you  send 
your  “Log  of  Continuing  Medical  Education  Activities”  to  the 
Board  as  soon  as  you  complete  the  150  hours  of  CME  required 
for  reregistration  of  your  medical  license,  January  1,  1980. 


May  1979 

ECHOCARDIOGRAPHY  IN  CLINICAL  PRACTICE: 

May  18,  19:  Bunts  Auditorium,  Cleveland  Clinic,  Cleveland;  9 
credit  hours;  fee:  $125,  $75  for  physicians-in-training;  contact: 
Director  of  Continuing  Medical  Education,  Cleveland  Clinic 
Educational  Foundation,  9500  Euclid  Ave.,  Cleveland  44106, 
phone:  216/444-5696. 


CONTROVERSIES  IN  CLINICAL  OBSTETRICS:  May 

23,  Cleveland  Metropolitan  General  Hospital;  cosponsors:  De- 
partment of  Obstetrics  and  Gynecology,  Cleveland  Metropolitan 
General  Hospital,  Case  Western  Reserve  University,  and  Peri- 
natal Clinical  Research  Center;  7 credit  hours;  contact:  Thomas 
L.  Gross,  M.D.,  Course  Director,  Department  of  Obstetrics  and 
Gynecology,  Cleveland  Metropolitan  General  Hospital,  3395 
Scranton  Rd.,  Cleveland  44109,  phone:  216/398-6000. 

PEDIATRIC  REYTEW:  May  23,  Sheraton  Downtown, 
Dayton;  sponsor:  Dept,  of  Pediatrics,  Wright  State  University 
School  of  Medicine;  7 credit  hours;  fee:  $55,  $40  Wright  State 
Faculty;  contact:  Arlene  Polster,  Wright  State  University,  P.O. 
Box  927,  Dayton  45401,  phone:  513/372-7140. 

June  1979 

21st  ANNUAL  REFRESHER  COURSE  IN  DIAGNOSTIC 
RADIOLOGY:  June  4-8;  Stouffer’s  Cincinnati  Towers,  Cincin- 
nati; sponsor:  Radiology  Department,  University  of  Cincinnati 
Medical  Center;  34  credit  hours;  fee:  $250;  contact:  Harold  B. 
Spitz,  M.D.,  Cincinnati  General  Hospital,  Cincinnati  45267, 
phone:  513/872-4396. 

GASTROENTEROLOGY  UPDATE-  1979:  June  6;  Sher- 
aton Downtown,  Dayton;  sponsor:  Wright  State  University 

School  of  Medicine,  Department  of  Medicine;  7 credit  hours; 
fee:  $55,  $40  for  Wright  State  Faculty;  contact:  Arlene  Polster, 
Wright  State  University,  P.O.  Box  927,  Dayton  45401,  phone: 
513/372-7140. 


SPINAL  CORD  MONITORING:  FUNDAMENTALS  FAMILY  MEDICINE  REVIEW:  June  11-15;  Columbus 

AND  CLINICAL  APPLICATION:  May  21,  22;  Cleveland-  Hilton  Inn,  Columbus;  sponsor:  Ohio  Academy  of  Family  Phy- 

Hopkins  Airport/Mariott  Inn,  Cleveland;  sponsor:  Case  Western  sicians;  40  credit  hours;  fee:  $250  for  physicians,  $100  for 

Reserve  University  School  of  Medicine;  13  credit  hours;  fee:  residents;  contact:  Mrs.  Florence  Landis,  Ohio  Academy  of 

$200;  contact:  C.  L.  Nash,  Jr.,  M.D.,  Lakeside  Hospital,  Cleve-  Family  Physicians,  4075  North  High  Street,  Columbus  43214, 

land  44106,  phone:  216/444-1614.  phone:  614/267-7867. 


THE  OHIO  PAIN  AND  STRESS  TREATMENT  CENTER 


Ivon  G Podobnikor,  M D 
Founder  & Director 


Chronic  poin  ond  stress  assessment;  total  person  evaluation,  pre-admission 
screening  from  medical  and  neuropsychiatric  perspectives. 

Intensive,  multimodal  and  coordinated  treatment  for  individuals  with  chronic 
pain,  stress  and  stress-related  disorders  (e  g,  headaches,  idiopathic  hyperten- 
sion, colitis,  etc  ).  Special  emphasis  given  to  chronic  neck  and  low  back  syn- 
dromes. 

Treatment  conducted  on  a two-week  (90  hour)  outpatient  basis  at  the  Center, 
with  six-month  follow-up. 


1 460  West  Lane  Avenue 


Columbus.  Ohio  43221 


61  4/486-6044 
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DON’T  BUY  IT! 


Consider  the  alternative  first. ..and  take  a 
look  at  the  benefits  of  leasing.  As  a pro- 
fessional, you  need  the  professional  ap- 
proach to  those  benefits  and  you'll  find  it 
at  Stone  Leasing  Company.  We  offer  you: 


□ A hedge  against  inflation. 

□ Conservation  of  capital. 

□ Improvement  of  your  tax  position. 

Specializing  in  office  equipment,  medical 
equipment  and  automobiles  for  over  a 
decade. 


STONE  LEASING  COMPANY 

1215  West  Mound  Street 
P.O.  Box  23063 
Columbus,  Ohio  43223 
614/461-9080 

YOUR  ALTERNATIVE  TO  BUYING 
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WINDSOR  HOSPITAL 

A NONPROFIT  CORPORATION 
— ESTABLISHED  1 8 9 8 — 


Chagrin  Falls,  Ohio 

247  - 5300 

A hospital  for  the  treatment 
of  Psychiatric  Disorders 


High  on  a Hill-Top,  Overlooking  Beautiful 
Chagrin  River  Valley. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals. 


Booklet  available  on  request. 


FRIEDRICH  A.  LINGL,  M D. 
Medical  Director 


GUY  H.  WILLIAMS,  JR..  M.D. 
Medical  Director  Emeritus 


HERBERT  A.  SIHLER  Jr. 
President 


MEMBER:  Amer  ican  Hospital  Association — National  Association  of  Private  Psychiatric  Hospitals 
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News 


(continued  from  page  189) 


British  Study  Connects  Television 
With  Violence  in  Teenagers 

A British  study  on  television  violence  has  established 
that  the  more  violence  a teenage  boy  sees  on  television, 
the  more  likely  he  is  to  be  violent  himself.  The  two-year 
study  was  conducted  in  London  under  a $290,000  grant 
from  an  American  television  network,  which  subsequent- 
ly rejected  the  findings.  Researchers  found  that  frequent 
exposure  to  television  violence  increases: 

* The  degree  to  which  boys  engage  in  both  general 
and  serious  violence. 

* The  degree  to  which  boys  engage  in  aggressive  be- 
havior in  sport  or  at  play,  and  use  bad  language  or 
swear. 

* The  likelihood  that  spontaneous  and  unskilled  acts 
of  violence  will  occur. 

The  evidence  did  not  support  the  theories  that  high 
exposure  to  television  violence  either  leads  boys  to  be- 
come preoccupied  with  those  violent  acts  or  to  feel  more 
willing  to  commit  such  acts. 

The  findings  of  the  study  have  been  published  in  a 
book  entitled  Television  Violence  and  the  Adolescent 
Boy  by  Dr.  William  A.  Belson.  The  text  is  available  from 
D.  C.  Heath  and  Company,  Lexington  Books  Division 
125  Spring  Street,  Lexington,  Massachusetts  02173  at  a 
cost  of  $19.95. 


Airline  Provides  CPR  Training 

Pan  American  World  Airways  has  undertaken  a pro- 
gram to  train  and  to  qualify  all  of  its  flight  service  crew 
members  in  cardiopulmonary  resuscitation  (CPR).  By 
mid-1979,  the  airline  expects  to  have  900  pursers  fully 
qualified ; and  by  the  end  of  the  third  quarter  of  this  year, 
all  4,000  flight  attendants  will  be  CPR  qualified. 


(3)  If  you’re  not  already  a member  of  the  AMA,  make 
this  your  year  to  join  and  ease  your  conscience  about 
that  free  ride  you’ve  been  getting. 

(4)  If  you  think  our  dues  are  high,  be  glad  you’re  not  a 
union  member. 

(5)  Console  yourself  with  the  fact  that  dues  are  the  price 
you  pay  for  being  professional,  and  that  you  are  willing 
to  shoulder  your  fair  share  of  the  cost  of  collective 
action. 


Family  Practice  Specialty 
Reaches  Ten-Year  Mark 

The  medical  specialty  of  family  practice  celebrated 
its  tenth  birthday  in  February.  During  the  decade  since 
the  specialty  was  recognized,  more  than  19,000  physi- 
cians have  been  certified  by  the  Board  of  Family  Prac- 
tice, and  in  excess  of  6,000  physicians  currently  are 
enrolled  in  family  practice  residency  programs.  Over 
1,800  individuals  have  completed  these  programs — a 
large  percentage  of  whom  now  practice  medicine  in 
towns  with  populations  less  than  30,000. 


Recent  AMA  Publications 

The  American  Medical  Association  has  published  a 
pamphlet  entitled  “Infertility,”  which  discusses  the  prob- 
lem of  infertility  and  offers  suggestions  for  dealing  with  it. 
Prepared  by  the  AMA’s  Department  of  Health  Education, 
the  publication  (OP  172)  is  available  at  a cost  of  25$  each 
for  1-99  copies,  17$  each  for  100-499  copies;  and  16$ 
each  for  500  or  more  copies. 

The  American  Medical  Association  also  has  released 
the  newly  revised  edition  of  its  First  Aid  Guide.  In  addi- 
tion to  changes  in  various  recommendations,  the  edition 
includes  sections  on  how  to  apply  cardiopulmonary  resus- 
citation for  infants  and  on  impaled  injuries. 

Both  publications  are  available  from  the  AMA  Order 
Department,  P.O.  Box  821,  Monroe,  Wisconsin  53566. 


Another  Comment  About  Dues 

In  its  Newsletter  (December  1978),  The  New  York 
County  Medical  Society  comments  on  payment  of  dues. 
Under  the  heading  “Don’t  Let  Dues  Give  You  the 
Blues,”  the  Society  states: 

If  you  haven’t  already  received  your  1979  dues 
notices,  you  soon  will.  Here’s  a tip  or  two  about  payment : 

( 1 ) Some  dues  are  required,  others  voluntary.  Scan  the 
list  yourself  to  make  sure  you  pay  only  for  what  you 
want.  (Some  unmarried  MDs  pay  their  “wife’s”  dues 
to  the  Auxiliary!) 

(2)  Write  the  check  yourself  so  you’ll  know  it’s  done — 
and  you  won’t  get  a “dun”  later  on. 


New  Alcohol  Treatment 
Centers  in  Ohio 

During  the  latter  part  of  1978,  the  Veterans  Admin- 
istration (VA)  established  15  new  medical  programs  for 
treating  veterans  with  alcohol  problems.  Both  Cincinnati 
and  Cleveland  now  have  VA  Alcohol  Dependence  Treat- 
ment Programs  which  emphasize  relatively  short  hospital 
stays  followed  by  several  months  of  outpatient  visits. 
Throughout  the  program,  a strong  bridge  into  Alcoholics 
Anonymous  is  stressed.  With  the  addition  of  the  new 
programs,  the  Veterans  Administration  now  has  93 
locations  where  the  specialized  help  is  available. 
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House  Calls 
at  the  Ohio  Theatre 

Tuesday,  May  15,  1979 


Join  with  members  of  the  Ohio  State  Medical  Asso- 
ciation, the  OSMA  Auxiliary,  and  their  spouses  for  an 
evening  of  drinks,  snacks,  and  jazz  at  the  magnificent 
Ohio  Theatre.  Once  doomed  to  demolition,  the  Ohio 
Theatre  on  Capital  Square  is  now  Central  Ohio’s  leading 
showplace  and  a sentimental  symbol  of  civic  pride  in  the 
arts  heritage  of  Columbus. 

Fun  and  fellowship  notwithstanding,  the  evening  can 
be  counted  worthwhile  just  for  the  view  of  the  refurbished 
theatre.  Built  during  the  heyday  of  the  great  movie 
houses,  the  49-year-old  Ohio  Theatre  is  the  masterful 
creation  of  the  Scottish-born  architect  Thomas  Lamb  and 
is  a prized  listing  on  the  National  Register  of  Historic 
Places. 

Primarily  Spanish-Moorish  in  decor,  the  Ohio  was 
more  than  just  a theatre.  Lobbies  were  filled  with  rich 
antiques,  and  the  various  rooms  within  the  theatre  were 
among  the  most  lavish  in  theatre  history.  Included  was 
the  ladies’  powder  room  which  had  a ceiling  canopied  in 
silk  satin  to  match  the  drapes  and  dressing  tables. 

However,  as  the  quality  of  movies  dwindled  and 
television  made  its  mark  in  the  1950s,  the  theatre  was 
patronized  less.  Finally  in  1969,  Loew’s  movie  house 
chain,  operator  of  the  theatre,  announced  the  closing  of 
the  Ohio.  A citizen’s  group  entered  the  scene  and  at- 


tempted to  save  the  structure;  and  a second  group,  the 
Columbus  Association  for  the  Performing  Arts,  was  able 
to  purchase  the  theatre.  Total  renovation  was  possible 
through  the  funds  raised  by  this  organization  and  by 
tireless  volunteers  who  spent  hours  cleaning,  sanding, 
polishing,  and  otherwise  rebuilding  the  structure. 

A special  attraction  at  many  events  is  the  theatre’s 
four-manual  20-ranked  Robert  Morton  organ,  restored  to 
full  beauty  by  the  Central  Ohio  Chapter  of  the  American 
Theatre  Organ  Society.  Designed  to  accompany  silent 
films,  this  organ  can  enhance  any  mood  by  supplying  ev- 
ery sound  from  bird  calls  to  thunder  and  galloping  horses. 

Physicians  and  spouses  making  house  calls  this  eve- 
ning will  be  treated  to  the  “Sound  of  Jazz”  presented  by 
the  Capital  University  School  of  Music.  The  University 
also  will  provide  “Dixieland  Sounds”  during  the  perfor- 
mance. 

Executive  Caterers,  known  for  their  outstanding  food 
served  at  Stoney  Creek  Country  Club,  will  set  an  hors 
d’oeuvre  table  complete  with  such  delicacies  as  Swedish 
meatballs,  puffed  fried  red  snapper,  and  chicken  parme- 
san.  A cash  bar  will  complement  these  dishes. 

This  evening,  the  social  event  of  the  1979  OSMA 
Annual  Meeting,  is  available  to  all  at  a cost  of  $18  per 
person. 
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Cost-Effective  Health  Care  in  Ohio 


Editor’s  Note:  Cost-effective  medical  care  continues  as  one  of  the  most 

discussed  items  in  America  today.  When  discussing  cost,  we  must  not  lose 
sight  of  quality  care.  Therefore,  we  requested  articles  on  cost-effective 
methods  to  deliver  or  to  obtain  quality  care  in  various  aspects  of  medicine. 
These  articles  are  presented  herein  for  the  consideration  of  our  readers. 
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Cost-Effective  Health  Care 


| The  Balance  of  Quality  and  Cost 

S.  Baird  Pfahl,  Jr.,  M.D.,  Chairman 
OSMA  Committee  on  Cost  Effectiveness 


The  Committee  on  Cost  Effectiveness  of  the  Ohio  State 
Medical  Association  was  formed  in  1977  to  assist  physi- 
cians in  their  participation  in  the  effort  toward  "cost- 
effective”  medical  care.  The  purpose  of  the  Committee 
is  to  formulate  recommendations,  to  evaluate  proposals, 
and  to  work  with  the  Ohio  Voluntary  Effort,  through 
OSMA  representative,  William  M.  Wells,  M.D. 


Due  to  the  diversity  of  background  of  Committee 
members,  new  insight  into  the  problems  of  medical  care 
costs  has  developed.  The  Committee’s  first  task  was  for- 
mulation of  a general  statement  on  cost  containment,  later 
adopted  by  the  Council  of  the  OSMA.  This  statement 
reads  as  follows: 

The  cost  of  medical  care  is  becoming  a more  and  more 
significant  factor  in  our  economy  due  to  general  inflation  as  well 
as  improvements  in  medical  technology.  Physicians  need  to  be 
made  aware  of  these  costs  and  their  control  over  some  of  these 
costs. 

The  concerns  of  the  physicians  regarding  the  costs  of  medical 
care  should  primarily  address  themselves  to  maintaining  the 
quality  of  care  this  country  deserves  as  well  as  how  to  deliver  this 
quality  care  at  the  most  “cost-effective”  level.  While  being  aware 
of  the  cost  factors,  however,  we  must  not  decrease  the  quality  of 
the  care  rendered.  Some  specific  examples  of  how  physicians 


might  be  made  more  aware  of  the  cost  of  medical  care  might  be 
the  discussion  at  staff  meetings  of  the  costs  of  particular  specific 
diseases  as  well  as  the  medical  treatment  of  same.  This  can  also 
be  done  with  certain  procedures,  ie,  gastroscopy,  cystoscopy.  The 
technologic  advances  made  by  medical  science  need  to  be  evalu- 
ated on  a scientific  and  cost-effective  manner.  Physicians  must  be 
primarily  responsible  for  these  evaluation  procedures  in  an  objec- 
tive fashion.  We  further  feel  that  the  education  of  the  public 
regarding  the  medical,  preventive,  and  sociologic/economic  as- 
pects of  health  care  should  be  pursued  vigorously  by  the  Ohio 
State  Medical  Association. 


Review  of  Issues 

The  Committee  then  undertook  review  of  the  48 
recommendations  of  the  National  Committee  on  the  Cost 
of  Medical  Care,  relating  these  to  the  practice  of  medi- 
cine in  Ohio.  Additionally,  specific  recommendations  were 
evaluated  at  the  request  of  the  Ohio  Voluntary  Effort. 

® While  regional  directories  were  investigated,  the 
Committee  felt  that  although  these  could  be  help- 
ful, the  problems  of  keeping  them  up-to-date  and 
public  listing  of  fees  limited  their  usefulness  and 
desirability. 

® Letters  were  sent  to  the  deans  of  Ohio’s  medical 
schools  asking  that  medical  cost  awareness  be  in- 
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eluded  in  their  curriculums  and  requesting  infor- 
mation on  any  programs  currently  being  imple- 
mented. 

• Hospitals  and  medical  societies  were  asked  to 
establish  cost-effective  committees  and  to  relay  in- 
formation gathered  to  the  OSMA  Committee  on 
Cost  Effectiveness. 

• The  Committee  felt  that  multiphasic  health  screen- 
ings generally  are  not  cost  effective  when  used 
alone  and  should  be  only  an  adjunct  to  the  physi- 
cian’s examination. 

Defensive  medicine  also  was  an  issue  studied  by  the 
Committee,  and  the  following  statement  was  submitted  to 
the  OSMA  Council: 

Studies  available  to  the  Committee  for  review  show  that 

I 

defensive  medicine  may  account  for  only  a small  portion  of  the 
total  medical  care  costs.  Physicians  should  evaluate  the  cost/bene- 
fit ratio  of  studies,  especially  for  x-rays  and  laboratory  services. 
The  physician’s  training  will  influence  his/her  diagnostic/thera- 
peutic  modalities  and  cost-benefit  effectiveness  should  be  empha- 
sized in  medical  teaching,  especially  in  postgraduate  training 
programs.  Defensive  medicine,  to  whatever  degree  it  exists,  is  not 
the  cause  of  increased  medical  costs  but  only  an  effect  of  the 
malpractice  problem.  Meaningful  studies  are  necessary  to  truly 
evaluate  the  amount  of  defensive  medicine  present;  however,  the 
Committee  firmly  believes  that  solution  to  the  problem  lies  in 
solving  the  complex  medical-legal  problem  of  malpractice.  The 

I Committee  recommends  that  the  legal  profession  acknowledge 
t the  wide  range  of  variations  in  the  practice  of  effective,  quality 
medicine. 


Recommendations 

In  a more  practical  sense,  the  Committee  did  make 
specific  suggestions  to  the  OSMA  membership  regarding 
cost  effectiveness. 

I In  the  hospital  setting. — All  standing  orders  should  be 
reviewed  for  appropriateness  and  cost  effectiveness.  Care- 


Dr.  Pfahl,  Sandusky,  is  Ohio  State  Medical  Association 
Councilor  of  the  Eleventh  District. 

Other  members  of  the  Committee  on  Cost  Effectiveness  of 
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Stewart  B.  Dunsker,  M.D.,  Cincinnati 
Richard  A.  Guyton,  M.D.,  Akron 
Darran  N.  Huggins,  M.D.,  Ashland 


ful  evaluation  of  all  tests  ordered  and  routine  “stop” 
orders  for  sleeping  pills,  antacids,  and  certain  other  medi- 
cations as  well  as  preadmission  testing  (PAT)  will  help 
cut  costs.  Medical  social  service  should  be  involved  early 
in  the  patient’s  hospitalization  to  avoid  delay  in  discharge 
and  to  facilitate  better  use  of  less  costly  beds.  Outpatient 
surgery  — where  medically  feasible  — and  proper  use  of 
the  emergency  room  can  be  instituted  where  not  now 
available. 

In  the  physician’s  office. — Cut  overhead,  ie,  smaller  light- 
bulbs,  timed  thermostats;  increase  productivity  instead  of 
prices;  and  consider  office  surgery  as  an  alternative  to 
hospital  facilities. 

The  Committee  felt  that  the  most  rewarding  area  to 
be  explored,  both  from  medical  and  economic  standpoints, 
is  preventive  medicine  through  changing  lifestyles.  Making 
individuals  more  aware  of  their  responsibility  for  their 
own  health  is  a complex  problem.  Immunizations  are 
a beginning,  but  they  often  are  a “one-shot”  activity. 
Personal  regard  for  the  environment  and  its  relationship 
to  health  will  prevent  some  diseases.  Our  nation  eats, 
smokes,  drinks,  sits,  rides,  and  competes  too  much.  Modi- 
fication of  these  factors  will  decrease  the  stresses  that 
shorten  lives. 

However,  your  Committee  has  no  specific  “rules”  to 
accomplish  such  preventive  medicine.  An  effective  public 
relations  campaign  organized  by  medicine,  industry,  and 
public  health  agencies  will  help;  but  we  physicians  must 
be  the  example  for  our  patients. 


Current  Activities 

Currently,  the  Committee  on  Cost  Effectiveness  of 
the  OSMA  is  meeting  with  representatives  of  the  Ohio 
Hospital  Association  to  evaluate  the  length  of  stay  (LOS) 
criteria.  This  information  will  be  used  to  endeavor  to 
reduce  hospital  costs. 

Even  though  there  was  significant  slowing  of  the  rate 
of  increase  in  health-care  costs  during  1978,  it  appears 
that  inflation,  public  intervention,  and  the  threat  of  fur- 
ther government  intervention  in  medical  affairs  will 
ensure  the  longevity  of  this  Committee. 

This  Committee  solicits  the  input  of  all  OSMA 
members  in  the  task  to  provide  patients  with  cost-effective 
medical  care.  Together  we  can  develop  ways  to  contain 
costs  yet  continue  the  high  level  of  medical  care  the 
American  public  has  come  to  enjoy. 
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renal  insufficiency  (see  Warnings).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone. 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  follows: 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension.  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in  patient 
management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant. 


Contraindications:  Further  use  in  anuria,  pro- 
gressive renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitiv- 
ity to  either  component  or  other  sulfonamide-derived 
drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  mark- 
edly impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with  car- 
diac irregularities.  It  is  more  likely  in  the  severely  ill,  with 
urine  volume  less  than  one  liter/day,  the  elderly  and 
diabetics  with  suspected  or  confirmed  renal  insuffi- 
ciency. Periodically,  serum  K+  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a thiazide 
alone,  restrict  K+  intake.  Associated  widened  QRS 
complex  or  arrhythmia  requires  prompt  addi- 
tional therapy.  Thiazides  cross  the  placental  barrier 
and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, other  adverse  reactions  seen  in  adults. 
Thiazides  appear  and  triamterene  may  appear  in  breast 
milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is 
not  available. 


Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids).  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those  with 
suspected  or  confirmed  renal  insufficiency.  Watch  for 
signs  of  impending  coma  in  severe  liver  disease.  If 
spironolactone  is  used  concomitantly,  determine 
serum  K+  frequently;  both  can  cause  K+  retention  and 
elevated  serum  K+.  Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes 
were  not  properly  monitored).  Observe  regularly  for 
possible  blood  dyscrasias,  liver  damage,  other 
idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  thiazides. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effect  may  be  enhanced  in  post- 
sympathectomy patients.  Use  cautiously  in  surgical 
patients.  The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be  al- 
tered), hyperuricemia  and  gout,  digitalis  intoxication 
(in  hypokalemia),  decreasing  alkali  reserve  with  possi- 
ble metabolic  acidosis.  ‘Dyazide’  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis,  rash,  ur- 
ticaria, photosensitivity,  purpura,  other  dermatological 
conditions;  nausea  and  vomiting,  diarrhea,  constipa- 
tion, other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis,  xanthop- 
sia and,  rarely,  allergic  pneumonitis  have  occurred 
with  thiazides  alone. 


Supplied:  Bottles  of  100  and  1000  capsules;  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only). 
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Cost  Effectiveness 


National  Voluntary  Effort 

John  H,  Budd,  M.D. 


The  challenge  to  achieve  health  care  cost  containment 
and  cost  effectiveness  without  sacrifice  of  quality  has 
been  accepted  by  the  private  sector  with  organized  medi- 
cine's leadership.  Encouraging  results  to  date  are  de- 
scribed. The  challenge  persists,  and  continuing  successful 
effort  is  essential  to  maintain  our  credibility  and  repel 
arguments  for  increased  governmental  controls. 


CHALLENGE.  Physicians  are  accustomed  to  being 
challenged  from  the  time  they  decide  to  prepare  for 
medical  school  to  the  time  they  look  back  on  a lifetime 
filled  with  challenges  met  and  matched.  Traditionally,  the 
call  has  been  for  excellence  — the  delivery  of  quality  care 
under  all  circumstances  and  to  all  patients,  summoning 
the  best  in  every  physician. 

Today,  quality  is  not  enough  — it  must  be  tempered 
with  cost.  This  dual  need  has  called  on  the  profession, 
along  with  others  in  the  private  sector,  to  meet  this  addi- 
tional test.  The  private  sector  in  health  care  delivery  has 
approached  this  problem  believing  strongly  that  only 
through  voluntary  efforts  toward  cost  containment  can 
quality  be  maintained.  To  that  end,  the  medical  commu- 
nity, along  with  hospitals,  manufacturers,  insurers,  con- 
sumers, labor,  business,  and  the  academic  world,  has  com- 
bined in  various  groupings  and  under  various  formats  to 
develop  programs  designed  to  decelerate  the  rise  in  the 
cost  of  health  care. 


Dr.  Budd,  Cleveland,  Immediate  Past  President,  American 
Medical  Association;  Member  Active  Staff,'  Deaconess 
Hospital  of  Cleveland,  Honorary  Staff,  Parma  Community 
General,  and  Honorary  Consulting  Staff,  St.  Vincent 
Charity  Hospitals. 

Submitted  February  28,  1979. 


Deceleration  Programs 

Three  distinct,  but  overlapping  programs  have 
emerged  over  the  last  three  years  to  bring  about  this  vol- 
untary deceleration.  The  American  Medical  Association 
has  been  instrumental  in  each  of  the  programs. 

The  first  began  in  March  of  1976  when  the  AMA- 
sponsored  National  Commission  on  the  Cost  of  Medical 
Care  held  its  first  meeting. 

The  second  emerged  as  a result  of  the  challenge  of 
Congressman  Daniel  Rostenkowski  (D-Ill. ) that  the  pri- 
vate sector  prove  that  voluntary  cost  containment  can 
work.  In  November  1977,  that  challenge,  along  with  an 
acknowledged  need  to  develop  a cohesive  effort  to  contain 
costs,  became  the  Voluntary  Effort  of  the  AMA,  the 
American  Hospital  Association,  and  the  Federation  of 
American  Hospitals.  The  announced  goal  was  to  decrease, 
by  voluntary  effort,  the  rate  of  escalation  of  hospital  costs 
by  two  percentage  points  over  each  of  the  following  two 
years. 

The  third  was  issued  as  a call  by  Tom  E.  Nesbitt, 
M.D.,  at  his  inaugural  as  President  of  the  AMA  in  June 
of  1978,  when  he  asked  the  physicians  of  this  country  to 
continue  a trend  toward  deceleration  of  the  increases  in 
their  fees  by  one  percentage  point  over  each  of  the  follow- 
ing two  years. 

There  are  three  success  stories  to  be  told  as  these 
programs  are  reviewed. 

The  report  of  the  National  Commission  on  the  Cost 
of  Medical  Care  contains  48  recommendations  on  cost 
containment.  The  philosophy  of  the  27  Commission  mem- 
bers who  represented  physicians,  hospitals,  insurers,  gov- 
ernment, the  consumer  area,  business,  labor,  and  aca- 
demia, evolved  into  one  of  strengthening  the  marketplace 
in  which  health  care  is  delivered.  In  this  report,  the  mem- 
bers wrote  that  some  short-term,  local  guidelines  would 
help  to  stabilize  the  marketplace,  and  the  report  suggests 
guidelines  that  would  best  accomplish  that  end.  Further, 
the  Commission  self-selected  into  four  task  forces  designed 
to  study  the  issue  from  the  four  areas  of : marketplace, 
demand,  supply,  and  technology.  At  each  of  ten  meetings, 
held  over  a 19-month  period,  the  members  would  first 
meet  in  task  forces  and  then  in  plenary  session.  They 


May,  1979  / 267 


heard  speakers,  discussed  trends,  and  learned  from  each 
other  about  problems  and  successes  in  cost  containment 
efforts. 

Commission  Report 

The  Commission’s  Summary  Report,  issued  in  De- 
cember of  1978,  has  inspired  in-depth  review  among 
experts  in  health  care  delivery  in  both  the  public  and  the 
private  sectors.  The  AMA  House  of  Delegates,  having 
reviewed  a report  of  the  Board  of  Trustees,  debated  and 
formed  policy  on  each  of  the  recommendations,  and  on 
the  report  itself  at  the  Association’s  Annual  Meeting  in 
June  of  1978.  At  that  time,  the  House  of  Delegates 
adopted  30  of  the  recommendations,  referred  25  (includ- 
ing several  that  were  adopted)  to  the  Board  of  Trustees 
and  the  AMA  Councils  for  additional  study,  and  in  only 
one  instance  reaffirmed  existing  policy  in  lieu  of  a recom- 
mendation. (Recommendation  9 called  for  local  groups 
to  reach  agreement  on  fee  levels  for  providers,  while  exist- 
ing AMA  policy  provides  for  appropriate  discussion  of  fees 
with  the  patient  and  dissemination  of  fee  information.) 

The  Commission  Report  is  available  now  in  three 
volumes  including  the  reports  of  the  task  forces,  the  litera- 
ture reviews  prepared  for  each  area,  a listing  of  data  bases, 
and  the  collected  papers  presented  to  the  Commission.  It 
is  a long-term  program.  Some  of  the  ideas  are  totally 
theoretical  at  this  time.  Some  call  for  major  changes  in 
the  delivery  system.  Others  require  detailed  review  by 
several  organizations  that  must  work  together  to  accom- 
plish the  stated  goals.  Still  others  can  be,  and  have  been, 
implemented  in  whole  or  in  part.  The  report  has  garnered 
glowing  reviews,  and  will  stand  as  an  important  document 
for  many  years  to  come. 

The  Voluntary  Effort  (VE) 

The  Voluntary  Effort  (VE),  has  evolved  into  an 
active  coalition  of  physicians  and  hospital  personnel  work- 
ing together  with  suppliers,  insurance  carriers,  business, 
and  consumers  on  both  a national  and  state  level.  In  some 
states,  labor  has  taken  a role  in  the  efforts  toward  volun- 
tary containment  of  hospital  costs.  The  VE  National 
Steering  Committee,  co-chaired  by  the  American  Medical 
Association  and  the  American  Hospital  Association,  an- 
nounced in  a December  1978  news  conference  that  the 
rate  of  increase  in  hospital  expenditures  through  the  first 
nine  months  of  the  year  showed  hospitals  continuing  to 
hold  down  inflation  by  three  percentage  points  in  com- 
parison with  1977.  (That’s  one  percentage  point  more 
than  was  called  for  in  the  original  charge.) 

The  VE  release  continued  the  story  as  follows: 
“According  to  the  latest  National  Hospital  Panel  Survey 
figures  for  the  year  through  September,  the  rate  of  in- 
crease in  hospital  expenditures  is  up  12.8%.  This  is  com- 
pared with  the  first  nine  months  of  last  year,  when  the 
rate  of  increase  was  15.9%.  The  total  increase  for  hospital 
expenditures  during  1977  was  15.6%.” 

The  VE  credits  the  program’s  success  with  helping 
defeat  hospital  cost  cap  legislation  proposed  in  the  last 


session  of  Congress.  The  program’s  strength  was  also 
pointed  out  by  Barry  Bosworth,  Chairman  of  the  Carter 
Administration’s  Council  on  Wage  and  Price  Stability  who 
said,  “The  design  of  the  Voluntary  Effort  addresses  the 
unique  problems  of  its  own  field  better  than  any  other 
industry  the  Council  of  Wage  and  Price  Stability  has 
seen.” 

Goals  for  1979 

But  leaders  in  the  Voluntary  Effort  expect  that  meet- 
ing the  goals  of  1979  will  be  more  difficult.  Much  has  been 
cut  from  hospital  budgets,  but  the  demand  for  care  re- 
mains high  and  will  not  lessen.  However  difficult  the 
challenge,  the  national  leadership  has  announced  a deter- 
mination to  meet  not  only  the  cost  goal,  but  two  addi- 
tional goals  set  for  the  industry : no  net  increase  in  hospital 
beds  and  a reduction  in  new  capital  investment.  Strategy 
includes  meeting  with  state  steering  committees  and  others 
involved  in  voluntary  cost  containment  programs  and 
setting  goals  on  local  levels.  Success  for  the  VE  will  bring 
the  hospital  cost  component  of  the  medical  care  index  well 
within  range  of  other  Consumer  Price  Index  levels. 

When  Dr.  Tom  E.  Nesbitt  asked  that  individual 
physicians,  in  their  own  private  practices,  voluntarily 
restrain  the  rate  of  professional  fee  increases,  he  was 
breaking  with  historical  precedent.  An  individual  physi- 
cian’s right  to  determine  professional  fee  levels  has  not 
been  challenged  by  an  officer  of  the  AMA  before  that 
inaugural  address.  However,  Dr.  Nesbitt  found  the  need 
so  important  that  he  promised  to  make  it  a focal  point  of 
his  messages  to  America’s  physicians  throughout  his  year 
in  office. 

Dr.  Nesbitt  reminded  the  audience  that  if  certain 
proposals  (then  in  Congress))  were  enacted,  the  forbid- 
den ground  of  professional  fees  would  become  a play- 
ground for  legislators  and  others.  Those  words  were 
almost  prophetic  as  we  hear  that  the  Administration  is 
planning  programs  for  negotiated  fees  for  physicians. 

However,  there  is  a success  story  to  be  told  about  the 
rate  of  increase  in  physician  fees  — a story  that,  like  the 
hospital  cost  story,  could  thwart  government  efforts  to 
negotiate  fees.  According  to  statistics  released  in  late 
January  by  the  U.S.  Bureau  of  Labor  Statistics,  although 
the  all-items  component  of  the  Consumer  Price  Index  rose 
8.6%  from  December  1977  to  December  1978,  the  medi- 
cal care  index  rose  8.5%,  and  the  physician  fee  component 
rose  only  7.8%.  That  is  almost  one  percentage  point  lower 
than  the  all-items  index.  With  continued  deceleration,  and 
the  physician  fee  component  lower  than  that  of  other 
services,  the  medical  community  can  argue  convincingly 
against  the  concept  of  negotiated  fees,  and  for  the  proven 
voluntary  approach  to  deceleration. 

As  Dr.  Nesbitt  said  in  his  inaugural  address,  “If 
government  controls  over  hospital  revenues  and  profes- 
sional fees  are  added  to  existing  controls  arising  from  gov- 
ernment’s substantial  health  insurance  financing  commit- 
ments, then  for  all  practical  purposes  government  will,  in 
fact,  control  the  quality  and  the  quantity  (in  terms  of 
access)  of  the  medical  care  system  as  a whole.” 
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Conclusion 


The  status  of  the  combined  national  voluntary  efforts 
toward  cost-effective  health  care  is  strong.  The  three 
major  programs  outlined  here  have  been  joined  by  some 
smaller,  but  equally  effective  efforts.  For  example,  the 
Resident  Physician  Section  of  the  AMA  has  developed  a 
workbook  called  Cost  Effective  Medical  Care.  The  work- 
book is  a guide  on  cost  consciousness  for  physicians  in 
training.  Requests  for  copies  have  been  heartening,  and 
the  workbook  has  been  called  effective  by  physicians, 
hospital  administrators,  insurers  and  others  who  use  it  as 
a resource  when  discussing  workable  cost  containment 
efforts. 

The  strength  of  voluntary  cost  containment  rests  on 
the  abilities  of  the  private  sector.  Thus  far,  those  abilities 
have  proved  more  than  adequate.  There  is  hard  work 
ahead  to  maintain  the  success  of  these  programs  so  that 
a status  report  in  1980  can  be  as  positive  as  this  one. 


a wonderful  area  of  Ohio  welcomes 
you  to  . . . 

Establish  solo  medical  practice  in  a suburban 
community  with  service  area  of  25,000  up.  Modern 
89-bed  JCAH  hospital.  Office  building  under  con- 
struction. Excellent  summer  and  winter  sports.  Pros- 
perous community.  Income  potential  unlimited. 

specialists  needed: 

INTERNAL  MEDICINE/CARDIOLOGY  OPHTHALMOLOGIST 
FAMILY  PRACTITIONER  ORTHOPAEDIC  SURGEON 

All  applicants  should  be  board  certified  or  eligible. 

Send  curriculum  vitae  or  call: 

SHELBY  MEMORIAL  HOSPITAL 

Lo  uise  Clingan,  Coordinator,  Box  608,  Morris  Road, 
Shelby,  Ohio  44875 

telephone:  419/342-5015 


ick  and  Dave  Blazer  are  “specialists 
in  making  doctors  and  dentists  rest 
easy  about  their  financial  state  of 
affairs.  Together  they  represent  over 
500  professionals,  like  you,  who  have 
consulted  them  for  expertise  in  estate 
planning,  disability  programs,  pension 
funding  and  group  insurance.  They 
can  prescribe  a plan  to  help  you  grow. 


I nt  # 

Steinhaus  Go 

Affiliated  with  Lincoln  National  Life 
6797  NORTH  HIGH  STREET 
WORTHINGTON,  OHIO  43085 
(614)  888-6516 


Insurance  planning  ...to  help  you  grow 
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For  hemorrhoids 
and  other 

anorectal  conditions 

External  hemorrhoids 


Internal  Pruritus  ani 

hemorrhoids 


Proctitis  Anal  fissures 


Easy  to  handle,  Easy  to  apply, 

easy  to  insert,  nonstaining— 

comfortably  shaped—  Rx  only 
Rx  only 


Prescribe 

Anusol-HC 

Suppositori  es /Crea  m 

for  symptomatic  relief 

• Effectively  reduces  inflammation  and  edema 

• Rapidly  relieves  pain  and  itching 


ANUSOL-HC'  SUPPOSITORIES 

Hemorrhoidal  Suppositories 

ANUSOL-HC®  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

CAUTION:  Federal  low  prohibits  dispensing  without 
Prescription- 

Description:  Each  Anusol-HC  Suppository  contains 
hydrocortisone  acetate,  10  0 mg,  bismuth  subgailate, 
2.25%,  bismuth  resorcin  compound.  1 75%,  benzyl 
benzoate,  1 2%;  Peruvian  balsam,  1 8%,  zinc  oxide, 

11  0%,  also  contains  the  following  inactive  ingredients: 
bismuth  subiodide,  calcium  phosphate,  and  certified 
coloring  in  a hydrogenated  vegetable  oil  base 
Each  gram  ot  Anusol-HC  Cream  contains 
hydrocortisone  acetate,  5.0  mg,  bismuth  subgailate, 

22  5 mg;  bismuth  resorcin  compound,  17,5  mg;  benzyl 
benzoate,  12  0 mg,  Peruvian  balsam,  18  0 mg;  zinc 
oxide,  1 TOO  mg,  also  contains  the  following  inactive 
ingredients:  propylene  glycol,  bismuth  subiodide, 
propylparaben,  methylparaben,  polysorbate  60  and 
sorbilan  monostearate  in  a water-miscible  base  ot 
mineral  oil,  glyceryl  stearate  and  water 
Indications:  Anusol-HC  Suppositories  and  Anusol-HC 
Cream  are  adjunctive  therapy  tor  the  symptomatic  relief  of 
pain  and  discomtort  in  external  and  internal 
hemorrhoids,  proctitis,  papillitis,  cryptitis,  anal  fissures, 
incomplete  fistulas  and  relief  of  local  pain  and  discomfort 
following  anorectal  surgery 


Anusol-HC  Cream  is  also  indicated  tor  pruritus  am 
Anusol-HC  is  especially  indicated  when  inflammation 
is  present.  After  acute  symptoms  subside,  most  patients 
can  be  maintained  on  regular  Anusol®  Suppositories  or 
Ointment 

Contraindications:  Anusol-HC®  Suppositories  and 
Anusol-HC®  Cream  are  contraindicated  in  those  patients 
with  a history  of  hypersensitivity  to  any  otthe  components 
of  the  preparation 

Warnings:  The  safe  use  of  topical  steroids  during 
pregnancy  has  not  been  fully  established  Therefore, 
during  pregnancy,  they  should  not  be  used  unnecessarily 
on  extensive  areas,  in  large  amounts,  or  for  prolonged 
periods  of  time. 

Precautions:  Symptomatic  relief  should  not  delay 
definitive  diagnoses  or  treatment.  If  irritation  develops, 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  should 
be  discontinued  and  appropriate  therapy  instituted 
In  the  presence  ot  an  infection  the  use  of  an  appropriate 
ontifungal  or  antibacterial  agent  should  be  instituted . If  a 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection 
has  been  adequately  controlled 
Care  should  betaken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants. 

Anusol-HC  is  not  for  ophthalmic  use 
Dosage  and  Administration:  Anusol-HC 
Suppositories— Adults:  Remove  foil  wrapper  and  insert 
suppository  into  the  anus.  Onesuppository  in  the  morning 


and  one  at  bedtime,  for  3 to  6 days  or  until  inflammation 
subsides.  Then  maintain  patient  comfort  with  regular 
Anusol  Suppositories. 

Anusol-HC  Cream— Adults:  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the 
exterior  surface  and  gently  rub  in.  For  internal  use,  attach 
the  plastic  applicator  and  insert  into  the  anus  by  applying 
gentle  continuous  pressure.  Then  squeeze  the  tube  to 
deliver  medication.  Cream  should  be  applied  3 or  4 times 
a day  for  3 to  6 days  until  inflammation  subsides  Then 
maintain  patient  comfort  with  regular  Anusol  Ointment 

NOTE:  If  staining  from  either  of  the  above  products 
occurs,  the  stain  may  be  removed  from  fabric  by  hand  or 
machine  washing  with  household  detergent. 

How  Supplied:  Anusol-HC  Suppositories— boxes  of  12 
(N  0047-0089-12)  and  24  (N  0047-0089-24),  in  silver 
foil  strips  with  Anusol-HC  W/C  printed  in  black. 

Anusol-HC  Cream— one-ounce  tube  (N  0047-0090-01), 
with  plastic  applicator,  detachable  label 
Store  between  1 5°-30°  C (59°-86°  F ) 

Full  information  is  available  on  request 
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Cost  Effectiveness 


The  Voluntary  Effort  in  Ohio 

Timothy  M.  Teynor 
Richard  D.  Telkamp 


The  Ohio  Voluntary  Effort  on  Health  Care  Costs  is  a 
well -staffed,  well-supported  coalition  that  is  organized 
for  success  and  is  obtaining  results. 


'“THE  NATIONAL  VOLUNTARY  EFFORT  program 
is  being  carried  out  through  state  level  committees 
i which  have  been  established  in  all  states  and  the  District 
of  Columbia. 

Ohio’s  state  level  committee  is  called  the  Ohio  Vol- 
untary Effort  on  Health  Care  Costs  (OVE).  Early  in 
1978,  the  Ohio  State  Medical  Association,  the  Ohio  Hos- 
pital Association,  and  the  Ohio  Osteopathic  Association 
established  a ten-member,  broad-based  coalition  of  orga- 
nizations concerned  about  the  cost,  provision,  and  quality 
of  health  care  services.  This  state  committee  includes:  Sr. 
Mary  Consolata,  Ohio  Hospital  Association;  William 
'Wells,  M.D.,  Ohio  State  Medical  Association;  Philip 
(Golding,  D.O.,  Ohio  Osteopathic  Association;  John 
Fisher,  Nationwide  Insurance  Company;  Howard  Franz, 
1 Ohio  Blue  Cross  Plans;  Michael  Ketchum,  Ohio  Blue 
Shield  Plans;  Bert  Vonderahe,  American  Hospital  Supply 
( Corporation;  John  Ackerman,  M.D.,  Ohio  Department  of 
Health;  Robert  Culver,  Ohio  Chamber  of  Commerce; 
and  Eva  Parker-Crosby,  representing  consumers.  Mr. 
Warren  Smith,  Secretary-Treasurer  of  the  Ohio  AFL- 
CIO,  was  a member  of  the  OVE  but  withdrew  after  he 
was  informed  by  his  colleagues  in  Washington,  D.C.  that 
the  AFL-CIO  saw  the  Voluntary  Effort  as  a means  to 
hold  down  wages  of  hospital  workers,  and  that  the  AFL- 


Mr.  Teynor,  Columbus,  Director  of  the  Ohio  Voluntary 
Effort  on  Health  Care  Costs. 

Mr.  Telkamp,  Columbus,  Vice  President-Finance,  Ohio  Hos- 
pital Association. 

Submitted  April  3,  1979. 


CIO  would  prefer  that  he  did  not  participate.  Recently, 
John  Boyd,  International  Vice  President  of  the  Amalga- 
mated Meatcutters  and  Butcher  Workmen  of  North 
America,  AFL-CIO,  was  named  to  the  National  VE 
Steering  Committee.  Mr.  Boyd  said  he  is  participating 
because  he  is  “vitally  concerned  that  every  effort  is  made 
to  hold  down  health  care  costs,  while  still  maintaining  the 
quality  care  that  we  have  been  receiving.”  It  is  hoped  that 
Ohio  trade  unions  will  recognize  that  they  — through  the 
negotiation  of  cost  effective  insurance  benefits,  through 
efforts  with  their  members  to  reduce  demands,  and  by 
considering  cost  effective  alternatives  to  existing  health 
insurance  programs  — can  help  the  Ohio  Voluntary  Ef- 
fort reduce  the  rate  of  increase  in  health  care  costs. 

The  OVE  Committee  is  supported  by  a staff  of  nine 
volunteers  from  the  various  organizations  and  is  respon- 
sible for  thdt  organization’s  OVE-related  staff  activities. 
Direct  financial  contributions  have  been  provided  by  Na- 
tionwide Insurance  Company,  the  Ohio  Blue  Cross  and 
Blue  Shield  Plans,  the  Ohio  Osteopathic  Association,  the 
Ohio  State  Medical  Association,  and  the  Ohio  Hospital 
Association.  The  contributions  have  permitted  addition  of 
a full-time  director,  Mr.  Teynor,  and  secretarial  help. 
Full-time  OVE  staff  are  housed  at  the  offices  of  the  Ohio 
Hospital  Association  at  88  East  Broad  Street  in  Columbus 
and  are  employees  of  the  Research  and  Education  Foun- 
dation of  the  Ohio  Hospital  Association. 

The  volunteer  staff  meets  regularly  with  Mr.  Teynor 
to  ensure  effective  communication  and  coordination  of  the 
OVE  with  the  staff  activities  of  the  participating  organi- 
zations. 

OVE  Management  Principles 

Three  basic  management  principles  determine  the 
shape  of  the  Ohio  Voluntary  Effort  on  Health  Care  Costs: 

1.  OVE  staff  activities  are  separated  from  activities 
related  to  legislative  roles  of  the  organizations  associated 
with  the  OVE.  This  is  important  because  the  OVE  is  not 
a legislative  program  and  because  the  constituent  organi- 
zations may  not  have  the  same  legislative  interest.  Thus, 
they  cannot  be  expected  to  agree  on  all  legislative  matters 
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related  to  health-care  containment.  The  various  organi- 
zations do  agree  on  the  importance  of  the  top  priority  of 
the  Ohio  Voluntary  Effort  in  maintaining  cost-effective, 
quality  health  care  within  whatever  legislative  framework 
exists.  It  is  not  expected  that  the  OVE’s  coordinated 
approach  to  this  common  commitment  will  be  altered  by 
legislative  or  federal  administrative  distractions  (state  rate 
review,  Carter  “cap”  legislation,  or  wage  and  price  guide- 
lines) . 

2.  Whenever  possible,  actions  are  delegated  to  the 
organization  represented  on  the  OVE,  making  it  possible 
to  carry  out  the  work  plan  with  a small  OVE  staff  and 
avoiding  duplication  of  the  staff  and  programmatic  re- 
sources already  available.  Also,  this  challenges  each 
organization  associated  with  the  OVE  to  reexamine  its 
own  staff  activities  in  terms  of  the  priority  assigned  to 
health-care  cost  containment.  This  approach  also  empha- 
sizes that  the  OVE  is  designed  to  build  upon  and  coordi- 
nate the  ongoing  cost-containment  activities  voluntarily 
initiated  in  the  past  each  organizations. 

3.  To  the  maximum  extent  possible,  OVE  activities 
are  carried  out  at  the  community  and  individual  hospital 
level,  and  include  the  encouragement  of  action  plans  at 
the  local  and  hospital  level,  adapted  to  the  unique  oppor- 
tunities and  circumstances  within  each  community  and 
hospital.  The  OVE  believes  that  while  state  and  national 
actions  can  be  of  significance,  actions  initiated  at  the  com- 
munity and  individual  hospital  level  stand  the  greatest 
chance  of  engendering  strong  voluntary  support  and  yield- 
ing results  in  an  efficient  manner. 

Operational  Framework 

A primary  role  of  the  OVE  is  to  bring  into  focus 
existing  cost  containment  activities.  Operationally,  this 
involves  gathering  information  and  recognizing  the  actions 
and  programs  that  are  already  helping  to  improve  cost 
effectiveness.  A corollary  function  is  effectively  commu- 
nicating the  results  of  these  existing  programs  and  the 
other  actions  which  demonstrate  the  voluntary  initiative, 
the  result  being  commitment  of  the  industry  to  providing 
high  quality,  cost-effective,  medical  care. 

A major  task  of  the  OVE  is  to  motivate  activities 
with  a potential  benefit  in  reducing  health  care  costs  con- 
sistent with  sound  medical  practice.  The  OVE  serves  as 


a catalyst  for,  and  complement  to,  the  actions  of  the 
constituent  organizations  and  local  voluntary  efforts. 

The  variety  of  approaches  to  health  care  cost  contain- 
ment cover  a wide  range  in  potential  benefits,  implemen- 
tation costs,  complexity,  impact  on  quality,  and  resources 
required  to  implement.  The  development  and  evaluation 
of  possible  voluntary  actions  begin  with  issues  brought  to 
the  OVE’s  attention.  They  come  from  research,  publica- 
tions, programs  and  activities  of  constituent  members,  the 
National  Voluntary  Effort,  other  state  voluntary  efforts, 
local  voluntary  efforts,  individuals,  institutions  and  other 
sources,  including  public  policy  and  public  opinion. 

OVE  staff  considers  the  issues  involved,  determines 
if  the  matter  merits  further  OVE  consideration,  makes  an 
informal  determination  of  the  extent  and  nature  of  con- 
stituent member  support,  tailors  the  proposal  to  OVE’s 
specific  needs,  and,  if  appropriate,  brings  the  matter  to 
the  OVE  meeting  for  consideration  and  task  assignment. 

In  the  OVE  meetings  (usually  held  monthly),  the 
group  hears  reports,  reviews  work,  receives  recommenda- 
tions on  issues  or  suggested  activities,  discusses  those  rec- 
ommendations, and  takes  action. 

Actions 

All  actions  of  the  OVE  point  toward  accomplishing 
the  objectives  set  out  in  the  OVE’s  15-point  action  plan. 
Objectives  are  consonant  with  the  goals  of  the  National 
VE  Program. 

The  Results 

The  OVE  is  working.  In  Ohio,  the  rate  of  increase 
in  hospital  expenditures  dropped  to  11.26%  in  1978,  about 
1 percent  below  the  1977  increase;  and  Ohio  already  is 
below  the  national  goal  of  11.6%  set  for  the  end  of  1979. 
The  OVE  continues  to  stress  the  importance  of  reducing 
the  rate  of  increase  in  1979  even  in  the  face  of  double-digit 
inflation  in  the  rest  of  the  economy.  It  is  extremely  impor- 
tant to  note  that  the  11.6%  national  goal  includes  in- 
creases due  to  inflation  as  well  as  those  brought  about  by 
growth  in  services  because  of  more  people  being  served,  an 
aging  population,  and  increases  in  new  technology.  The 
continued  success  of  the  Ohio  Voluntary  Effort  will 
require  the  best  that  each  of  us  has  to  offer. 
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Hemoccult 


Entire  Colon— 

Hemcccult s test  or  colonoscopy 


8 cm.— Digital  examination 


25  cm.— Sigmoidoscopy 


The  world’s  leading  full-range  test  for 
fecal  occult  blood. 


Routine  digital  examination' 
explores  only  8 cm.  of  the  colon. 

Sigmoidoscopy  reveals  an  additional 
1 7 cm.  But  colorectal  cancer  can  occur 
throughout  the  colon.  And  it's  often 
asymptomatic. 

That's  why  the  Hemoccult’  guaiac 
method  is  so  valuable  as  a preliminary 
diagnostic  screen.  ‘Hemoccult’  is  a 
reliable  detector  of  blood  throughout 
the  colon. 

In  addition,  it’s  accurate,  inexpensive, 
simple  to  use  and  easy  to  read.  The  test 
can  be  done  in  your  office  in  minutes,  or 
given  to  your  patient  to  take  home  and 
return  by  mail. 

More  than  100,000  cases  of  colorectal  cancer 
will  occur  in  the  United  States  this  year. 

The  earlier  they  are  diagnosed,  the  greater 
the  chances  for  successful  treatment.  Send  for 
your  free  Hemoccult’  starter  package,  today. 


Send 


SmithKIine  Diagnostics 

^31  iL#  880  West  Maude  Ave..  PO. 
Sunnyvale,  CA  94086 

Please  send  me  the  Hemoccult  IT 

Ll  Complimentary  Starter  Package. 

Name 


Address- 
City — 


-State- 


Phone- 


OS 

Box  1947 
Physician's 


‘Hemoccult’  is  available  through  local  distributors,  nationwide. 
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Cost  Effectiveness 


Why  One  County  Society  Sponsored 
a Cost  Containment  Seminar 

Robert  A-  Lang,  Ph.D. 

Robert  J.  White,  M.D.,  Ph.D. 


Man y effective  cost-containment  procedures  can  he  im- 
plemented only  at  the  local  level  with  the  cooperation  of 
the  physicians,  hospitals,  insurance  carriers,  the  public, 
government,  and  labor  and  management  in  a given  com- 
munity. Physicians  and  the  Academy  of  Medicine  of 
Cleveland  took  the  initiative  to  start  a cooperative  pro- 
gram that  should  show  positive  results. 


'"THE  ACADEMY  OF  MEDICINE  of  Cleveland,  Ohio, 
-*•  sponsored  a two-day  seminar  on  cost  containment  in 
November  1978.  Over  100  persons  were  invited  represent- 
ing physicians,  Blue  Cross/Blue  Shield  and  commercial 
carriers,  hospitals,  labor,  management,  the  PSRO,  local 
health  planning  agency,  government,  and  the  public.  Most 
of  those  invited  attended  the  entire  session  and  were 
unanimously  enthusiastic  over  the  mutual  understanding 
and  spirit  of  cooperation  that  resulted. 

Why  did  we  do  it?  First,  because  we  all  are  con- 
cerned about  the  rising  costs  of  everything,  and  health 
care  is  one  area  where  we  believe  we  can  do  something  to 
help  contain  costs.  Second,  physicians  order  the  proce- 
dures, tests,  drugs,  and  the  hospitalization  that  make  up 
most  of  medical  care  costs,  and  only  physicians  have  the 
ability  to  determine  which  services  can  be  curtailed  with- 
out increasing  risk  to  the  patient.  They  perforce  are  the 
obvious  choice  to  spearhead  cost  containment  programs. 


Dr.  Lang,  Cleveland,  Executive  Director,  Academy  of  Medi- 
cine of  Cleveland. 

Dr.  White,  Cleveland,  President,  Academy  of  Medicine  of 
Cleveland ; Director  of  Neurosurgery,  Cleveland  Metro- 
politan Hospital;  and  Professor  and  Cochairman  of 
Neurosurgery,  Case  Western  Reserve  University  School  of 
Medicine. 

Submitted  February  9,  1979. 


There  is  no  question  that  the  public,  government, 
news  media,  labor,  and  management  demand  cost  con- 
tainment. Politicians  and  the  media  keep  fueling  what  has 
become  virtually  a national  hysteria.  Physicians,  hospitals, 
and  Blue  Cross/Blue  Shield  are  often  the  target  of  vehe- 
ment criticism.  As  a result,  a flood  of  laws  and  regulations 
have  been  issued  or  proposed  that  would  apply  stringent 
controls  on  health  care  costs. 

Unfortunately,  many  of  these  actions  are  overly 
simplistic,  focusing  on  costs  with  little  regard  for  effects 
on  the  quality  and  accessibility  of  medical  care.  Such 
“solutions”  could  drastically  impair  the  physician’s  ability 
to  care  for  his  patient  and  probably  would  increase  costs 
as  well.  They  also  tend  to  pit  physicians,  patients,  hospi- 
tals, and  carriers  against  one  another  although  these  are 
the  very  groups  which  must  cooperate  if  we  are  to  provide 
top  quality  medical  care,  conveniently  accessible  to  all,  at 
an  affordable  cost.  Clearly,  something  had  to  be  done. 

In  Cuyahoga  County,  for  example,  the  Academy  was 
critical  of  the  planning  agency’s  recommendations  for 
closing  down  several  outlying  hospitals,  obstetrical  divi- 
sions, and  CAT  scanner  restrictions.  We  questioned  the 
cost  effectiveness  of  second  surgical  consultations  and 
retrospective  review  as  demanded  by  major  industries  and 
the  Ohio  Insurance  Commission. 

But  physicians  and  hospitals  were  both  interested  in 
trying  to  contain  costs.  During  the  last  year,  the  AMA  and 
national  hospital  associations  launched  the  “Voluntary 
Effort”  which  seems  to  be  succeeding.  The  AMA  spon- 
sored the  National  Commission  on  the  Cost  of  Medical 
Care  which  produced  48  recommendations  to  control 
costs.  Most  of  these,  however,  require  action  at  the  local 
level  with  all  interested  groups  involved  in  cooperative 
effort.  The  need  for  a response  at  the  local  level  is  there- 
fore apparent. 

With  the  conviction  that  much  could  be  achieved,  the 
Academy  sponsored  its  seminar  in  an  effort  to  bring  these 
groups  together  at  the  local  level  to  develop  specific  pro- 
grams and  initiate  action.  We  began  with  presentations 
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from  physicians,  hospitals,  Blue  Cross/Blue  Shield,  labor, 
management,  PSRO,  and  the  health  planning  agency  out- 
lining the  problems  and  opinions  of  each  followed  by  gen- 
eral discussion.  Then  the  meeting  was  divided  into  four 
discussion  groups  on  cost  containment  in  the  physician’s 
office,  hospital,  government,  and  public  health  education. 
The  group  then  reconvened  to  hear  summaries  of  each 
discussion  group.  Those  summaries  have  now  been  printed 
and  will  be  distributed  to  each  participant.*  The  Academy 
Board  of  Directors  will  also  study  the  summaries  and 
evolve  a position  paper  to  guide  Academy  efforts  toward 
cost  containment. 

The  following  were  among  the  proposals  for  action 
discussed  at  the  seminar: 

• Insurance  companies  should  pay  for  diagnos- 
tic tests  performed  outside  a hospital  before 
the  patient  is  admitted. 

• Afternoon  and  weekend  activity  should  in- 
crease in  operating  rooms,  and  more  surgery 
should  be  completed  on  an  outpatient  basis. 

® Employers  should  continue  to  pay  a worker’s 
salary  when  he/she  takes  time  off  from  work 
to  have  such  tests  or  surgery. 

® Physicians  should  endorse  the  existing  Acad- 
emy policy  to  voluntarily  restrain  professional 
fees  so  that  increases  do  not  exceed  the  rise 
in  the  cost  of  living. 


*Copies  of  the  “Digest  of  Final  Committee  Reports”  are 
available  from  Lelan  K.  Woodmansee,  Director  of  Com- 
munications, Academy  of  Medicine  of  Cleveland,  11001 
Cedar  Avenue,  Cleveland,  Ohio  44106. 


• Patients  should  be  instructed  to  obtain  a fam- 
ily physician  and  to  seek  care  during  daytime 
hours  rather  than  relying  upon  more  expen- 
sive hospital  emergency  facilities  for  primary 
care. 

• Outpatient  clinics  in  hospitals  should  be  open 
during  evenings  and  weekends  to  draw  routine 
problems  away  from  emergency  rooms. 

• A concerted  community  effort  is  needed  for 
prevention  of  accidents,  the  leading  cause  of 
death  of  persons  up  to  age  44  years. 


We  have  also  developed  a plan  to  follow-up  the  semi- 
nar by  bringing  together  representatives  of  the  various 
groups  in  a series  of  action-oriented,  problem-solving 
sessions.  Our  first  step  is  to  form  a Cost  Containment 
Steering  Committee  with  four  subcommittees  on  the  areas 
listed  above.  These  committees  in  turn  will  develop  spe- 
cific action  steps  which  eventually  will  be  implemented  in 
our  community.  If  cooperative  effort  and  mutual  under- 
standing can  achieve  anything,  then  we  should  see  some 
tangible  results  within  the  next  year.  We  will  have  moved 
toward  effective  cost  containment  while  preserving  high 
quality  medical  care  and  convenient  service  for  our  pa- 
tients. We  may  even  make  some  progress  in  persuading 
people  to  take  better  care  of  their  health  and  to  use 
medical  services  more  wisely. 

And,  that’s  why  the  Academy  of  Medicine  of  Cleve- 
land sponsored  a cost  containment  seminar. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals. 


WINDSOR  HOSPITAL 

A NONPROFIT  CORPORATION 
— ESTABLISHED  18  9 8 — 

Chagrin  Falls,  Ohio 

247  - 5300 

A hospital  for  the  treatment 
of  Psychiatric  Disorders 

High  on  a Hill-Top,  Overlooking  Beautiful 
Chagrin  River  Valley. 

Booklet  available  on  request. 


FRIEDRICH  A.  LINGL,  M D.  GUY  H.  WILLIAMS,  JR..  M.D.  HERBERT  A.  SIHLER  Jr. 

Medical  Director  Medical  Director  Emeritus  President 

MEMBER:  American  Hospital  Association — National  Association  of  Private  Psychiatric  Hospitals 
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DESCRIPTION:  Methyltestosterone  Is  17/3-Hydroxy- 
17-Methylandrost-4-en-3-one.  ACTIONS:  Methyltesto- 
sterone is  an  oil  soluble  androgenic  hormone. 
INDICATIONS:  In  the  male:  1.  Eunuchoidism  and 
eunichism.  2.  Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency.  3.  Impotence  due  to 
androgenic  deficiency.  4.  Post-puberal  cryptochidism 
with  evidence  of  hypogonadism.  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone.  These  changes 
appear  to  be  related  to  dosage  of  the  drug.  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued.  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease.  In  treating  males  for  symptoms  of  climacteric, 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity.  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  If  priapism  or  other  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume.  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely  PBI  may  be  decreased  in  patients  taking 
androgens.  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued  ADVERSE 


REACTIONS:  Cholestatic  jaundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma. 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia. 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements.  Daily  requirements  are  best  administered 
in  divided  doses.  The  following  is  suggested  as  an 
average  daily  dosage  guide.  In  the  male:  Eunuchoidism 
and  eunuchism,  1 0 to  40  mg. ; Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  REFERENCE:  R.  B. 
Greenbiatt,  M.D.;  R.  Witherington.l  M.D.;  I.  B.  Sipahioglu, 
M.D  : Hormones  for  Improved  Sexuality  In  the  Male 
and  the  Female  Climacteric.  Drug  Therapy,  Sept.  1976. 
SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60,  250.  Rx  only. 
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If  is  extremely  difficult  to  write  briefly  about  the  cost 
effectiveness  of  the  many  different  types  of  medical  and 
j health  personnel.  Estimates  of  the  types  of  personnel 
working  in  the  health  field  range  from  200  to  300.  This 
article  concentrates  on  a few  of  the  categories  with 
which  the  autl tors  have  had  experience  and  on  which 
studies  have  been  conducted. 


■PHE  MEASUREMENT  OF  COST  effectiveness  of  the 
the  allied  medical  and  health  personnel  can  be  demon- 
trated  in  dollar  amounts.  Or  it  can  be  inferred  by  substi- 
jting  less  expensive  personnel  to  perform  some  of  the 
ledical  care  tasks  traditionally  performed  by  more  expen- 
se physicians.  Data  for  estimating  a dollar  figure  is  not 
eadily  available.  Therefore,  to  substantiate  this  claim,  this 
i rticle  documents  the  pattern  of  shifting  some  of  the 
motions  performed  by  physicians  to  the  allied  health 
rofessional. 

Much  of  this  shift  has  been  occurring  over  the  years 
s demonstrated  by  changing  ratios  of  other  health  person- 
el  to  the  number  of  physicians.  In  1900,  there  were 
20,000  physicians  and  only  70,000  other  health  personnel, 
'hereas  there  were  340,000  physicians  and  4,060,000 
ther  personnel  in  1 973. 1 This  means  that  there  are  at 
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least  twelve  times  as  many  other  health  personnel  working 
in  the  health  care  field  as  physicians,  as  compared  to  0.58 
to  1.00  in  1900.  “Other  health  personnel”  referred  to  are 
all  those  professionally  trained  including  dentists,  regis- 
tered nurses,  environmental  health  engineers,  scientists, 
and  technicians.  The  same  trend  exists  in  the  number  of 
registered  nurses  as  compared  to  physicians.  In  1920, 
there  were  about  100  nurses  per  100,000  population  in  the 
United  States,  compared  to  almost  140  physicians  for 
100,000  population.  In  1970,  the  number  of  nurses  had 
sharply  risen  to  almost  350  per  100,000,  whereas  the  num- 
ber of  physicians  per  100,000  persons  remained  about 
the  same.1 

Other  Health  Personnel 

In  the  military,  corpsmen  have  served  as  physician 
extenders  for  many  years.  This  is  a unique  setting  and,  for 
the  most  part,  involves  young  healthy  people.  Corpsmen’s 
services  have  included  screening  of  sick  call  patients,  first 
aid,  preventive  medicine  (immunizations,  sanitation,  vec- 
tor control)  teaching,  performing  some  procedures  on 
wards.  With  more  experienced  training,  some  corpsmen 
are  assigned  to  independent  duty  with  radio  contact  to 
physician.  These  corpsmen  effectively  handle  the  vast 
majority  of  the  cases  brought  to  them  at  a greatly  reduced 
cost  to  the  government.  With  the  decline  in  enlistments  of 
military  medical  officers,  a new  type  of  allied  health 
professional,  physicians  assistant,  is  now  being  used  as  a 
step  between  the  corpsman  and  the  physician.  This  pro- 
vides further  screening  of  patients  and  better  use  of  phy- 
sicians for  decision  making. 

Another  prime  example  of  the  effectiveness  of  allied 
medical  personnel,  which  has  been  widely  accepted  and 
used  by  physicians,  hospitals,  and  public,  is  the  use  of 
specialty  trained  nurses  in  operating  rooms,  critical  care 
units,  emergency  rooms,  and  other  areas.  In  these  areas  of 
care,  high  precision,  concentration,  reliability,  and  exper- 
tise are  needed  in  a comparatively  narrow,  highly  critical 
area  of  responsibility.  At  the  same  time,  physician  super- 
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vision  or  help  is  readily  available.  If  these  personnel  were 
not  available,  physicians  would  have  to  perform  the  same 
functions  at  a higher  cost. 

Quality  of  Care 

It  is  our  contention,  as  well  as  that  of  most  other 
professionals,  that  cost  reduction  is  inappropriate  and 
misleading  if  the  quality  of  care  is  lowered  by  using  person- 
nel unable  to  perform  the  assigned  tasks  or  to  perform  to 
the  degree  comparable  to  quality  of  care  provided  earlier. 

In  an  unpublished  study  of  the  obstetric  care  pro- 
vided by  a family  practitioner  and  a trained  nurse  midwife 
in  a small  rural  Appalachian  town,  the  authors  conclude 
that  care  was  as  good,  or  better,  than  that  provided  at  the 
nearest  hospital  with  all  the  “supposed”  advantages  of 
hospital  obstetric  care.  The  usual  obstetric  and  statistic 
measurements,  such  as  neonatal  and  maternal  morbidity 
and  mortality,  were  used  in  demonstrating  this.  In  this 
setting,  the  nurse  midwife  provided  essentially  the  same 
functions  as  did  the  physicians  in  addition  to  some  nursing 
functions.  In  another  rural  Appalachian  setting,  it  was 
shown  by  Kirk  et  al  that  in  using  family  nurse  practi- 
tioners, many  functions  of  quality  medical  care  were  being 
rendered  effectively  at  remote  health  outposts.  These 
duties  were  performed  under  prescribed  regulations  and 
procedures  and  with  help  of  physician  supervision  by 
phone  and  referral.2 

The  senior  author  has  personally  recruited  and  used 
the  services  of  nurse  practitioners  and  physician  assistants 
in  two  different  settings  in  Ohio.  Of  course,  this  is  in 
addition  to  the  use  of  many  other  categories  of  allied 
health  and  medical  workers.  At  a neighborhood  health 
center,  pediatric  nurse  associates  were  used  as  part  of 
multi-disciplinary  teams.3  In  such  a setting,  the  nurse 
practitioner,  under  the  medical  supervision  of  a physician, 
not  only  took  care  of  “well”  babies  and  children  by  con- 
ducting physical  examinations,  case  histories,  and  immu- 
nizations, but  also  took  care  of  ill  children,  calling  on  the 
physician  for  help  as  necessary. 

Silver,  in  a study  of  quality  of  care  in  Colorado, 
showed  that  for  the  tasks  specifically  assigned,  the  work 
done  by  pediatric  nurse  practitioners  was  equally  as  good 
as  that  of  the  resident  physicians.4  A review  by  Simborg 
et  al  comes  to  a similar  conclusion  that  comparisons  of 
patient  outcomes  between  those  treated  by  physicians  and 
those  treated  by  Nonphysician  Health  Practitioners 
(NHP)  have  shown  little  difference  between  the  two 
practitioner  types.  Nonphysician  Health  Practitioners  gave 
greater  emphasis  than  physicians  to  signs  — and  especially 
symptoms  — when  seeing  patients.  Nonphysician  Health 
Practitioners  prescribed  more  nondrug  therapy  than  phy- 
sicians. They  also  followed  up  nondrug  therapy  to  a higher 
degree.5  This  was  cost  effective  in  that  medical  care  pre- 
viously rendered  in  other  areas  by  much  higher  paid 
physicians  was  being  provided  by  less  expensive  personnel 
and  still  maintaining  the  same  quality. 

In  the  rural  Appalachian  area  and  in  the  inner  city 
described,  one  must  also  consider  quality  of  care  and  cost 


effectiveness  along  with  the  availability  of  health  profes- 
sionals to  provide  care.  It  is  very  difficult  to  recruit  phy- 
sicians for  poor  rural  areas  and  inner  city  health  centers. 
Therefore,  the  availability  of  the  nurse  practitioner  made 
more  medical  care  available  to  needy  persons. 

Economic  Advantages 

In  physician-scarce  areas,  the  availability  of  quality 
physician  assistants,  nurse  practitioners,  public  health 
•nurses,  and  other  allied  medical  personnel  makes  solo 
practitioners’  jobs  more  efficient  and  less  stressful.  Even 
physicians  in  group  practice  with  heavy  patient  loads  will 
be  relieved  by  the  help  of  these  health  professionals  and 
spend  more  time  with  patients. 

Very  few  sophisticated  statistical  studies  have  been 
conducted  on  the  cost  effectiveness  of  allied  medical  per- 
sonnel. One  was  by  the  Kaiser  Foundation  Health  Service 
Research  Center  in  Portland,  Oregon,  and  was  reported 
in  1976  by  Record  and  Associates.6  This  study  made  many 
measurements  of  numerous  variables  in  a prepaid  group 
practice  setting.  The  findings  are  not  automatically  trans- 
ferrable  or  necessarily  related  to  other  situations.  However, 
the  study  does  demonstrate  the  utility  and  economies 
achieved  by  using  physician  assistants. 

The  data  showed  that  the  physician  assistants  im- 
proved the  system’s  efficiency  even  when  assessed  con- 
servatively. A total  of  13%  in  dollar  savings  was  achieved 
by  using  50  physicians  with  five  physician  assistants  in  one 
department  alone.  Physician  assistants  working  a 40-hour 
week  and  using  them  for  nonclinic  as  well  as  outpatient 
visits  would  result  in  even  more  savings. 

It  was  shown  that  in  the  office-visit  categories  seen 
by  physician  assistants,  there  was  less  than  a 12%  need 
for  physician  consultation.  The  physician  assistant  produc- 
tivity per  clinic  day  worked,  measured  by  the  average 
number  of  office  visits  handled,  compared  favorably  with 
the  physician  output  rates  for  the  same  office  visit  cate- 
gories. In  addition,  the  study  showed  the  important  aspect 
of  high  receptivity  of  patients  to  physician  assistants  and 
nurse  practitioners. 

The  report  pointed  out  that  these  savings  reflect  only 
operational  savings  measured  conservatively.  Additional 
savings  are  evident  in  the  number  of  years  and  the  cost  in 
dollars  of  training  physician  assistants  as  compared  to 
training  physicians. 

Acceptance  of  Allied  Health  Professionals 

The  acceptance  of  the  allied  health  professional  in  a 
position  of  responsibility  in  problem-solving  situations  is 
not  universal  although  there  are  instances  of  ready  accept- 
ability. The  reluctance  of  some  physicians  to  accept 
physician  assistants  in  meaningful  roles  may  be  due  in  part 
to  the  imagined  or  potential  apprehension  of  malpractice 
suits  on  their  part.  However,  B.  J.  Anderson  of  the  legal 
staff  of  the  American  Medical  Association  said  that  as  a , 
“result  of  decreased  waiting  time,  increased  accessibility  to 
professional  care  and  overall  patient  satisfaction,  it  ap- 
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pears  that  the  inclusion  of  a physician  assistant  in  a 
practice  is  an  excellent  deterrent  to  the  ever  present  threat 
of  malpractice.”  All  of  the  studies  we  are  aware  of  have 
shown  that  the  quality  of  services  delivered  by  a physician 
assistant  is  comparable  to  that  delivered  by  physicians.7 
There  have  been  no  successful  malpractice  suits  brought 
about  in  connection  with  the  use  of  physician  assistants. 

Legislative  actions  are  being  taken  to  remove  this 
! potential  apprehension.  Already,  45  states  have  passed 
legislation  codifying  the  physician  assistant’s  occupation. 
Ohio  is  still  struggling  with  this  question.  This  indecision 
may  in  part  be  responsible  for  the  underemployment  of 
70%  of  approximately  250  trained  physician  assistants, 

| many  of  whom  are  not  performing  the  functions  for  which 
i they  were  trained.  The  “over-the-shoulder”  supervision 
concept  limits  the  ability  of  the  physician  to  delegate  tasks 
to  the  physicians  assistant  thus  reducing  cost  effectiveness 
and  productivity.  This  also  inhibits  the  use  of  PAs  in 
i institutions  like  hospitals  and  nursing  homes.  These  re- 
strictions are  not  conducive  to  PA  employment  and  the 
potential  for  reduction  in  cost. 

The  discussions  herein  demonstrate  the  use  of  allied 
health  personnel  to  reduce  the  cost  of  service  without 
compromising  the  quality.  In  fact,  in  many  situations, 
quality  of  care  provided  improves  by  freeing  the  physician 
I to  perform  more  sophisticated  tasks.  In  other  situations, 

; allied  health  personnel  is  the  only  focus  for  providing  the 
t care.  The  next  logical  question  is,  who  benefits  from  this 
(cost  saving?  It  obviously  is  cost  effective  to  the  provider  of 
t the  care  since  he  can  perform  more  efficiently  by  using 
less  expensive  help  for  tasks  that  he  would  have  to  do 
otherwise.  The  savings  filter  through  to  the  consumers 
indirectly  if  they  are  passed  on  to  them. 

The  cost  of  training  a physician  is  considerably  higher 
than  that  of  specialized  allied  health  personnel.  For  ex- 
ample, training  a physician  assistant  costs  only  one-fourth 
as  much  as  a physician.  A large  share  of  this  training  is 
borne  by  the  taxpayer  through  federal,  state,  and  local 

It  taxes.  Use  of  allied  health  personnel  will  mean  fewer 
physicians  need  to  be  trained  in  the  long  run  thus  saving 
a large  amount  of  tax  dollars.  In  addition,  the  cost  to 
tax-supported  Medicare  and  Medicaid  will  be  reduced. 
The  individual  will  also  benefit  from  the  reduction  in 
costs  passed  on  to  them. 

There  has  been  an  increased  awareness  on  the  part  of 
t the  public,  as  well  as  the  providers  of  primary  medical 
care,  of  the  importance  of  preventive  medicine  and  the 
i consumer  and  patient  health  education  that  accompanies 
it.  Somers  reports  that  “patient  education,  especially  for 
those  with  chronic  illness  or  disability,  has  been  re-discov- 
j'ered  in  many  hospitals  and  doctors’  offices,  and  medical 
and  hospital  journals  are  devoting  increasing  attention 
to  it.”8 

I Those  physicians  who  recognize  the  value  of  patient 
health  education  and  the  important  role  of  the  patient’s 
behavior  and  knowledge  in  influencing  his  own  health  will 
ireadily  recognize  that  the  various  allied  medical  profes- 
sionals can  be  of  tremendous  help  in  this  educational 
eeffort.  Patients’  discontent  often  is  associated  with  busy 
! jiphysicians  who  do  not  have  time  to  discuss  illness,  health 


and/or  treatment  with  their  patients.  Knowledgeable  and 
helpful  allied  medical  personnel  can  do  much  to  relieve 
the  physician  of  some  of  that  responsibility  and,  therefore, 
enable  him  to  devote  his  efforts  to  the  essentials  required 
of  a physician.  This  does  not  excuse  the  physician  from  his 
own  responsibility  in  patient  education;  it  helps  relieve  the 
physician’s  time  in  listening  and  talking  with  patients 
about  their  medical  problems. 

Conclusion 

In  the  past,  the  cost  effectiveness  of  allied  medical 
personnel  has  been  demonstrated  by  the  tremendous 
growth  in  the  categories  and  numbers  of  persons  involved 
in  the  delivery  of  primary  medical  care. 

The  cost  effectiveness  is  evident  in  two  ways : ( 1 ) 
training  allied  medical  personnel  costs  less,  and  (2)  opera- 
tional cost  is  less  when  substitution  does  not  sacrifice 
quality  of  care. 

Kovner  and  Martin  remind  us  that  task  delegation 
by  the  physician  is  not  new  in  the  United  States,  but  for- 
malized training  to  prepare  workers  to  assume  new  roles 
such  as  physician  assistants  and  nurse  practitioners  is 
relatively  new.9 

Measuring  hard  dollar  cost  effectiveness  by  sophisti- 
cated statistic  means  is  difficult,  but  some  success  was 
attained  in  the  Kaiser  study.  Another  study  is  underway  at 
the  Dayton  Veterans  Administration  Center,  where  the 
use  of  physician  assistants  has  proved  practical  and  ac- 
ceptable to  most  of  the  patients.  This  study  includes  cost 
effectiveness  as  well  as  quality  of  care,  efficacy  of  team 
care,  and  patient  acceptability  of  physician  assistants. 
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to  fetus  or  child 

Precautions:  Bronkodyl  should  be  used  with  cau- 
tion in  patients  with  cardiac  or  circulatory  disease 

Adverse  Reactions:  Gastrointestinal:  epigas- 
tric distress,  nausea,  vomiting.  Cardiovascular:  pal- 
pitations CNS:  insomnia,  restlessness,  irritability, 
convulsion. 

Dosage  and  Administration:  Adults:  Usual  dosage 
of  Bronkodyl  is  200  mg  every  6 hours  (four  doses 
in  each  24  hours).  This  dosage  may  be  adjusted  to 


reflect  individual  clinical  response  as  an  indication 
of  slow  or  rapid  metabolism  of  the  drug.  If  adverse 
reactions  are  encountered,  each  dose  may  be 
reduced,  or  the  interval  between  doses  may  be 
lengthened,  or  both.  If  clinical  response  is  not  satis- 
factory. indicating  possible  rapid  inactivation  of  the 
drug,  dosage  may  be  gradually  increased  to 
achieve  the  desired  response  In  some  instances 
of  either  too  slow  or  too  rapid  metabolism,  plasma 
levels  of  theophylline  should  be  determined  and 
dosage  adjusted  accordingly  to  achieve  levels 
above  10  meg  /ml.,  but  not  to  exceed  20  meg. /ml 
Dosage  in  Children:  Usual  dosage  should  be  based 
on  administration  of  10  mg  per  kg.  per  24  hours, 
divided  in  4 doses  per  day,  given  every  6 hours.  As 
this  may  not  be  possible  with  use  of  the  capsules, 
Bronkodyl  elixir  may  be  used  Theophylline  saliva 
levels  (approximately  60%  of  simultaneous  blood 
levels),  may  facilitate  dosage  adjustments,  espe- 
cially in  children,  to  obtain  appropriate  response. 


How  Supplied: 

Bronkodyl®  100  mg., 

brown  and  white  capsules  in  100's  Code  #1831 
Bronkodyl"  200  mg., 

green  and  white  capsules  in  100‘s  Code  #1833 
Bronkodyl®  Elixir, 

80  mg.  per  15  ml,,  in  pints 


Code  #1835 


Cost  Effectiveness 


Clinical  Laboratories 

Robert  G.  Thomas,  M.D. 


The  first  portion  of  this  article  presents  six  recommenda- 
tions fey  the  College  of  American  Pathologists  for  cost 
containment  in  the  clinical  laboratory.  The  second  por- 
tion discusses  the  possible  savings  through  organized 
programs  of  cooperation  between  adjacent  laboratories. 


/\  S WITH  ALL  AREAS  of  medicine,  the  amount  of 
dollars  spent  for  clinical  laboratory  services  has  in- 
creased rapidly  in  recent  years.  The  principle  causes  of 
these  increased  expenditures  are  the  greatly  increased  use 
of  the  clinical  laboratory  and  inflationary  trends  of  the 
national  economy.  This  increase  has  attracted  the  atten- 
tion of  federal  planners.  One  important  concern  in  this 
matter  is  the  threat  by  some  federal  planners  to  ration 
laboratory  services.  The  rationing  of  clinical  laboratory 
services  by  political  agencies  would  lead  to  the  medical 
detriment  of  the  patient.  Therefore,  it  is  imperative  that 
physicians  make  every  effort  to  avoid  as  much  government 
regulation  as  possible. 

Recommendations  of  the  College 
of  American  Pathologists 

The  College  of  American  Pathologists  supports  the 
voluntary  cost  containment  effort  and  has  set  forth  certain 
recommendations.  The  College  urges  local  and  state  vol- 
untary cost  containment  committees  to  study  these  recom- 
mendations and  to  include  some  or  all  of  them  in  pro- 
grams of  cost  containment  developed  by  the  committees. 
Recommendations  are  as  follows. 


Dr.  Thomas,  Elyria,  Director  of  Laboratories,  Elyria  Memo- 
rial Hospital. 

Submitted  February  14,  1979. 


1.  State  and  local  cost  containment  committees  should 
consider  supporting  preadmission  laboratory  testing  pro- 
grams for  appropriate  elective  hospitalizations  in  an  effort 
to  reduce  length  of  stay. 

Patients  should  report  to  an  approved  laboratory  for 
their  preadmission  laboratory  testing.  Upon  admission  to 
the  hospital,  test  results  should  become  a part  of  the 
in-patient  record. 

2.  Each  hospital  medical  staff  should  have  a commit- 
tee with  the  hospital  pathologist  as  a member,  to  review 
all  standing  orders  for  laboratory  services. 

This  committee  may  be  the  Utilization  Review  Com- 
mittee, Medical  Audit  Committee,  or  some  other  com- 
mittee with  the  responsibility  of  peer  review  in  the  hospi- 
tal. Inappropriate  standing  orders  contribute  unnecessarily 
to  the  cost  of  hospitalization. 

3.  A continuing  medical  education  program,  includ- 
ing guidance  in  the  proper  use  of  laboratory  services 
should  be  established  in  each  hospital. 

Regular  medical  audits  of  patient  care  should  include 
a component  which  carefully  reviews  the  ordering  of 
laboratory  tests. 

Frequently,  duplicate  testing  is  done  on  patients 
admitted  to  the  hospital  from  the  emergency  room  where 
initial  laboratory  tests  were  ordered.  To  avoid  duplicate 
testing,  efforts  should  be  made  to  expedite  transfer  of  test 
results  from  the  emergency  room  to  the  in-patient  chart. 

4.  Voluntary  cost  containment  committees  should 
concentrate  on  the  need  for  physicians’  awareness  of  the 
costs  of  commonly  performed  procedures  including  labora- 
tory tests. 

In  caring  for  the  patient,  the  individual  physician 
decides  the  course  of  treatment  which  includes  the  order- 
ing of  laboratory  tests.  A physician  obviously  cannot  be 
expected  to  know  the  charge  for  each  item  or  service 
ordered  for  the  patient.  However,  physicians  should  be 
aware  of  the  customary  charges  for  the  routine  procedures 
and  laboratory  services. 

Laboratory  charges  often  are  determined  by  the  need 
for  funds  from  the  pathology  department  to  finance  non- 
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revenue-producing  services,  rather  than  by  the  actual  cost 
of  the  procedures.  Thus,  the  laboratory  charge  includes 
direct  and  indirect  laboratory  expenses  plus  a cost  com- 
ponent for  nonlaboratory  departments  which  are  not  self- 
supporting.  The  Committee  members  and  the  hospital 
medical  staff  should  be  aware  of  this  practice  and  of  the 
extent  to  which  it  alters  the  laboratory  charges  in  their 
hospital. 

5.  Resident  training  programs  should  expose  physi- 
cians in  training  to  the  appropriate  use  of  the  laboratory 
and  to  the  charges  resulting  therefrom. 

The  overall  concept  of  the  cost  of  medical  care  must 
be  taught  to  young  physicians  in  their  training  programs. 
Resident  physicians  should  be  knowledgeable  not  only  of 
the  proper  use  of  the  laboratory  but  also  of  the  resultant 
charges.  In  the  past,  emphasis  has  been  placed  on  scope 
or  completeness  of  the  workup.  This  is  appropriate  pro- 
vided the  studies  are  indicated. 

6.  Hospitals  within  a locality  or  region  should  investi- 
gate the  joint  purchase  of  high-volume  laboratory  supplies 
at  volume  discounts. 

Considerable  savings  can  be  realized  by  the  purchase 
of  laboratory  supplies  in  large  volume.  Hospitals  should 
investigate  combining  their  orders  for  commonly  used 
supplies  in  order  to  receive  the  most  advantageous  dis- 
count. 

Economy  in  Construction  and  Operation 

I would  like  to  devote  the  remainder  of  this  discussion 
to  what  I regard  as  the  greatest  single  opportunity  for 
economy  in  laboratory  operation  and  construction.*  The 
opportunity  is  in  the  area  of  organized  cooperation  be- 
tween laboratories  in  an  appropriate  geographic  area. 

As  the  design,  content,  and  organization  of  clinical 
laboratories  rapidly  increase  in  complexity,  the  need 
for  organized  cooperation  between  laboratories  becomes 
urgent.  Few  clinical  laboratories  in  the  country  do  not 
receive  specimens  from  or  send  specimens  to  other  labora- 
tories. The  major  benefits  from  such  activities  are  not 
achieved  unless  such  programs  are  conducted  on  an  orga- 
nized and  routine  basis. 

Many  of  the  objectives  and  advantages  of  formal, 
organized  interlaboratory  cooperation  are  obvious.  Within 
the  last  decade,  prices  for  laboratory  equipment  have 
jumped  from  a few  hundred  or  a few  thousand  dollars  to 
prices  often  exceeding  $100,000.  This  new  equipment 
requires  the  building  of  additional  space,  and  construction 
costs  have  escalated  prohibitively.  Complicated  new 
equipment  and  the  ever-increasing  availability  of  new  and 
complex  laboratory  procedures  demand  highly  trained 
personnel  whose  services  are  expensive  and  in  short  supply. 


*Manual  for  Laboratory  Planning  and  Design,  College  of 
American  Pathologists,  7400  N.  Skokie  Boulevard,  Skokie, 
Illinois  60077. 


The  objectives  in  creating  an  organized  laboratory  service 
delivery  system  are : ( 1 ) to  guarantee  that  all  types  of 
modern  laboratory  services  are  available  to  patients  in  a 
community,  and  that  they  are  of  excellent  quality;  (2)  to 
ensure  that  laboratory  instrumentation,  and  construction 
of  laboratory  facilities  are  not  duplicated;  and  (3)  to 
avoid  duplication  of  laboratory  personnel  but  assure  avail- 
ability of  well-trained  personnel  for  service  to  the  entire 
community. 

Many  newer  laboratory  instruments  are  designed  to 
perform  large  volumes  of  laboratory  work  automatically 
and  can  analyze  many  specimens  in  a short  period  of  time. 
These  instruments  invariably  are  expensive.  It  is  not  at  all 
uncommon  to  find  several  such  instruments  located  in 
adjacent  laboratories  with  none  of  them  even  approaching 
iheir  productive  capacity.  One  of  these  instruments  often 
can  handle  the  needs  of  an  entire  community.  They  are 
duplicated  due  to  either  lack  of  understanding  of  those  in 
charge  or  to  local  pride  that  obstructs  cooperative  endea- 
vors. 

The  demand  is  limited  for  some  types  of  complex 
laboratory  procedures  that  require  considerable  personnel 
training;  one  skilled  individual  often  can  meet  the  needs 
of  a large  community.  The  availability  of  these  procedures 
to  the  citizens  of  the  community  is  more  apt  to  be  limited 
by  lack  of  information  than  by  lack  of  willingness  to 
cooperate.  Proper  dissemination  of  this  information  re- 
quires an  organized  system  and  suffers  when  left  to 
chance. 

Naturally,  the  potential  savings  resulting  from  the 
creation  of  an  organization  of  cooperating  clinical  labora- 
tories will  vary  from  one  system  to  another.  Yet,  even  in 
relatively  small  systems  savings  can  amount  to  millions  of 
dollars.  The  single  greatest  obstruction  to  such  savings  is 
local  pride  which  insists  that  each  hospital  should  have  the 
same  facilities  as  all  the  other  neighboring  hospitals. 

Leadership  and  motivation  for  the  creation  of  such 
regional  laboratory  systems  can  be  expected  from  only  a 
limited  number  of  sources.  These  include  the  leadership  of 
the  professional  pathologists,  commercial  laboratory  cor- 
porations, governmental  organizations,  and  hospital 
boards  of  trustees.  Currently,  the  most  frequently  encoun- 
tered laboratory  groups  are  the  product  of  leadership  by 
pathologists  motivated  by  their  awareness  of  the  problem 
and  their  understanding  of  what  constitutes  good  labora- 
tory work.  The  success  of  such  groups  is  measured  in 
terms  of  excellence  of  performance,  adequacy  of  delivery 
of  laboratory  care,  and  monetary  savings  effected. 

In  many  instances,  laboratory  systems  operated  by 
commercial  laboratory  corporations  were  originally  cre- 
ated by  pathologist-directors.  The  success  of  such  systems, 
of  necessity,  is  measured  by  financial  achievements.  The 
quality  of  the  laboratory  services  is  thought  of  more  as  a 
means  to  a financially  successful  organization  than  as  a 
primary  purpose. 

Governmentally  motivated  systems  must  measure 
their  success  by  economic  and  political  factors.  Such  sys- 
tems, although  impressive  in  their  scope,  almost  inevitably 
follow  the  bureaucratic  tradition  of  inflexibility  and  diffi- 
culty of  adaptation  to  local  needs.  They  also  suffer  from 
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diluted  control  by  professionals  and  lack  of  personal 
involvement  by  those  professionals  responsible  for  them. 

Boards  of  trustees  controlling  local  hospitals  might 
well  be  instigators  of  such  systems;  however,  this  has  not 
proved  to  be  the  case  in  the  past,  and  there  is  no  indica- 
tion that  it  will  become  so  in  the  immediate  future.  Tra- 
ditionally, such  groups  do  not  find  regional  systems  attrac- 
tive. They  more  often  adopt  an  opposing  philosophy 
resulting  in  continued  growth  of  each  local  laboratory 
with  duplication  of  facilities,  equipment,  and  personnel, 
and  increases  in  monies  spent  for  laboratory  services  in 
their  communities. 

Centralized  Management 

An  important  asset  for  a successful,  cooperating, 
multi-laboratory  system  is  centralized  management  of  the 
system.  It  is  obvious  that  equipment  to  serve  a given  com- 
munity must  be  acquired,  and  space  to  house  the  equip- 
ment must  be  created.  The  personnel  must  be  obtained 
and  the  organizational  structure  must  be  created  to  make 
these  facilities  available  to  the  community.  If  the  use  of 
these  facilities  or  the  manner  of  their  use  is  then  left  to 
the  caprice  of  several  individual  hospital  administrators, 
the  system  cannot  achieve  its  desired  efficiency  and  its 
continued  existence  is  threatened. 

Centralized  management  of  a laboratory  system  is  in 


a position  to  ( 1 ) transfer  personnel  from  laboratory  to 
laboratory  as  needs  develop,  (2)  exercise  continuous 
quality  control  in  all  laboratories,  (3)  standardize  labora- 
tory systems  so  that  backup  equipment  and  reagents  can 
be  transferred  from  one  laboratory  to  another,  and  (4) 
transfer  highly  qualified  specialists  to  any  laboratory  for 
any  period  of  time  as  the  need  arises.  With  a centralized 
management  system,  all  of  this  can  be  done  within  a few 
hours;  laboratory  problems  can  be  solved  while  they  still 
pertain  to  a particular  patient. 

A centralized  management  system  must  possess  at 
least  one  feature  not  required  of  a pathologist  or  of  a 
group  of  pathologists  serving  a single  clinical  laboratory. 
This  feature  is  a provision  for  continuity  which  exceeds 
the  professional  life  of  any  one  man.  This  is  a necessary 
requirement  when  a decision  must  be  made  whether  to 
build  a laboratory  facility  or  to  purchase  major  equipment. 
The  management  group  must  be  able  to  guarantee  pro- 
vision of  service  over  an  extended  period  of  time.  The 
professional  corporation  probably  is  the  best  organiza- 
tional structure  to  accomplish  this. 

Summary 

This  article  discusses  methods  of  cost  containment  in 
the  clinical  laboratory,  including  recommendations  by  the 
College  of  American  Pathologists  and  the  author. 


When  was  the  last 
time  your  practice  gave  you 
a good  night's  sleep? 


We’re  not  talking  about  sleep  that 
comes  from  sheer  exhaustion. 

We’re  talking  about  the  kind  of 
sleep  that  comes  from  knowing  you 
practiced  medicine  today  the  way  it 
was  meant  to  be  practiced.  Of  giving 
your  patients  the  very  best  in  medical 
care.  With  no  compromises. 

And  a sleep  that  comes  from  know- 
ing you  won’t  be  spending  all  of  to- 
morrow morning  filling  out  Medicare 
insurance  forms,  or  attending  to  a 
myriad  of  other  time-consuming,  non- 
medical duties. 

But  there  is  a practice  that  offers 
an  alternative  to  the  kind  of  medicine 
you’re  now  practicing.  A practice  in 
the  U.S.  Navy. 

The  Navy  physician. 

As  a Navy  physician,  we  feel  your 
time  is  too  valuable  to  spend  on  ad- 


ministrative details.  So  they’re  kept  to 
a minimum.  Instead,  a highly  trained 
staff  of  professionals  attends  to  the 
paperwork.  The  end  result  is  that 
almost  all  your  time  can  be  spent 
practicing  medicine. 

A challenging  practice. 

You’ll  be  given  a practice  that’s  as 
varied  and  challenging  as  any  you’ll 
find  in  a civilian  setting.  You’ll  be 
treating  active  duty  personnel  as  well 
as  their  dependents  and  retired  per- 
sonnel. 

Insurance. 

A recent  Act  of  Congress  now 
makes  it  unnecessary  for  federally  em- 
ployed physicians  to  carry  high  cost 
insurance.  As  a practicing  Navy  phy- 
sician, you  will  receive  professional 
liability  protection  under  the  Federal 
Tort  Claims  Act. 


Other  benefits. 

There  are  plenty  of  other  great 
benefits  that  go  with  being  a Navy 
physician.  Good  pay — $30,000  to 
start,  more,  depending  on  your  expe- 
rience. A family  life  with  time  for 
your  family.  Associating  with  other 
highly  motivated  physicians.  Even  30 
days’  paid  vacation  a year. 

But  the  best  way  to  get  all  the  facts 
is  to  mail  the  coupon,  or  call  the 
Medical  Recruiter,  toll-free,  1-800- 
282-1288. 


Be  the  doctor 
you  want  to  be. 
In  the  Navy. 
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MANAGEMENT  OF  THE  ACUTELY  ILL  PATIENT 

a regional  cme  program  in  four  locations  presented  by  the  OSMA 

Six  Hours  Category  I Credit 


one-day  program 


$60  including  lunch 


This  program  is  designed  for  physicians  involved  in  primary  care  of  the  acutely  ill  patient.  Critical  care  situations 
present  some  of  the  greatest  challenges  as  well  as  professional  satisfaction  in  medical  practice.  Integration  of  past  expe- 
rience, authoritative  knowledge,  and  expeditious  action  is  required.  Often,  physicians  request  current  data  and  clinical 
experience  from  acknowledged  experts  in  subjects  such  as  diabetic  crises,  comatose  patients,  respiratory  problems,  major 
trauma,  and  serious  infection. 

Participating  physicians  who  care  for  such  acute  problems  will  return  to  their  practices  with  the  most  current  infor- 
mation and  procedures,  and  will  feel  more  confident  of  their  skills  in  handling  these  critical  situations. 


program 


AM  — Management  of  the  Acutely  111  Patient 

Registration  Coffee/Tea 

Welcome  and  Introductions 

Emergency  Evaluation  of  Major  Trauma 
Basic  Principles 
Triage 

Implementation 

Resuscitation  From  Coma  Due  to  Head  Injury 
Break 

Emergency  Management  of  Diabetic  Comas 
Ketoacidosis 
Hyperosmolar 
Hypoglycemia 

Panel  Discussion  and  Question  and  Answer 
Noon  Luncheon 


PM  — Comprehensive  Approach  to  Management  of 
Acute  Respiratory  Failure 

Pathophysiology,  Predisposing  Factors,  and  Phases  of 
Acute  Respiratory  Distress  Syndrome 

Diagnosis  of  ARDS  and  Indication  for  Support 
Physical  Diagnosis 

Use  and  Interpretation  of  Blood  Gases 


Break 


Coffee/Cola 


Current  Concepts  in  Treatment  of  Acute  Respiratory 
Distress  Syndrome 

Techniques  for  Utilization  of  Ventilator  Assistance  — 
PEEP,  CPAP 

Panel  Discussion  and  Question  and  Answer 
Adjournment 


YES,  register  me  for  the  program  “Management  of  the  Acutely  111  Patient”  as  indicated: 


□ September  8,  1979  — Toledo 

Convention  Center  and 
Stouffer’s  Dayton  Plaza 

□ September  9,  1979  — Perrysburg 

Holiday  Inn,  1-75  and  US  20 


I | September  15,  1979  — Akron 

Hilton  Inn,  Exit  1-71  at  Rt.  18 
(5-8  miles  East  on  Rt.  18) 

□ September  16,  1979  — Athens 
Ohio  University  Inn 


NAME. 


ADDRESS. 


.CITY. 


.ZIP  CODE. 


Enclose  a check  in  the  amount  of  $60  made  payable  to  Ohio  State  Medical  Association 

Mail  to:  OSMA  Department  of  Continuing  Medical  Education 
600  South  High  Street,  Columbus,  Ohio  43215 
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Cost  Effectiveness 


Pharmacy  Systems 

Stuart  A.  Bishop 


The  management  of  hospital  drug  distribution  systems  is 
discussed. 

Unit  Dose  Drug  Distribution  and  Pharmacy  Based  Intra- 
venous Admixture  Services  are  hospital  programs  that 
involve  pharmacy,  nursing,  and  the  medical  staff.  Proper 
implementation  and  management  of  these  systems  will 
increase  patient  care,  increase  patient  safety,  and  re- 
duce hospital  costs. 


HPHE  MEDIA,  LEGISLATIVE  leaders,  and  socially 
oriented  consumer  groups  are  concerned  with  talk  of 
containing  the  cost  of  health  care  and  particularly  hospital 
costs.  However,  there  is  no  mention  of  maintaining  or 
increasing  the  level  of  patient  safety  and  patient  care.  The 
problem  facing  all  health  care  providers  is  to  continue  to 
increase  the  level  and  safety  of  patient  services  provided 
while  reducing  the  rate  of  cost  increase. 

Our  responsibility  is  to  develop  innovative  programs 
which  improve  patient  safety  and  patient  care  and  also 
accomplish  cost  containment.  Certain  segments  of  the 
hospital  pharmacy  profession  have  been  leaders  in  estab- 
lishing these  types  of  programs  through  completely  reengi- 
neered dispensing  systems  which  meet  the  above  criteria. 
These  new  systems  address  the  fact  that  the  remuneration 
of  individual  specialists  involved  in  drug  distribution 
(pharmacists,  registered  nurses,  and  licensed  practical 
nurses)  will  increase  with  the  cost  of  living.  However,  it  is 
possible  to  reduce  the  degree  of  skill  level  as  well  as  the 
total  number  of  personnel  needed  to  distribute  medica- 
tions through  the  use  of  technically  trained  supportive 
personnel  in  the  pharmacy.  At  the  same  time,  such  pro- 


grams will  significantly  improve  patient  safety  and  patient 
care  through  marked  reductions  in  the  number  of  medi- 
cation errors. 

In  the  mid  1960s,  “A  Study  of  Medication  Errors  in 
a Hospital”  was  published.1  The  conclusion  drawn  from 
this  study  was  that  one  out  of  every  eight  doses  of  medica- 
tion administered  to  a patient  in  an  average  American 
hospital  was  given  in  error.  Since  then,  additional  studies 
have  confirmed  this  finding.2-3  Realizing  that  their  profes- 
sion could  not  maintain  its  credibility  on  this  record,  inno- 
vative hospital  pharmacists  developed  two  completely  new 
pharmacy-dispensing  programs.4  One  was  called  Unit 
Dose  Drug  Distribution  and  the  other  a Pharmacy  Based 
Intravenous  Admixture  Service.* 

Both  of  these  systems  were  designed  to  centralize  in 
the  pharmacy  the  manipulative  functions  associated  with 
the  preparation  of  medications  in  strict  compliance  with 
state  drug  dispensing  laws.  The  processes  employed  are 
based  on  federal  legislation  and  regulations,  required  not 
only  of  the  commercial  pharmaceutical  manufacturers  but 
of  anyone  who  repackages  and  distributes  therapeutic 
medications.5  Once  medications  are  prepared,  the  phar- 
macy dispenses  a limited  supply  (no  greater  than  24  hours’ 
worth)  of  drugs  for  each  patient  in  a unit-of-use  con- 
tainer. This  process  forces  nursing  and  pharmacy  to  check 
each  other  on  a daily  basis,  and  assures  the  physician  that 
the  patient  is  receiving  the  correct  medication.  Where 
Unit  Dose  Drug  Distribution  and  Pharmacy  Based  Intra- 
venous Admixture  Services  are  employed,  medication 
error  rates  in  hospitals  have  been  shown  to  drop  dra- 
matically. 


*Unit  Dose  Drug  Distribution  is  a system  by  which  pharmacy 
dispenses  a 24-hour  supply  of  medication  for  each  patient 
in  unit-of-use  packages  labeled  with  the  drug  name.  This 
phrase  should  not  be  confused  with  the  term  Unit  Dose 
Packages  which  refer  to  a unit-of-use  package. 

Pharmacy  Based  Intravenous  Admixture  Service  is  a sys- 

tern  by  which  pharmacy  adds  all  medications  to  intrave- 
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Because  most  hospitals  view  drug  distribution  as  a 
pharmacist’s  function  and  not  a hospital-wide  program, 
they  are  not  able  to  implement  these  new  systems  properly 
if  at  all.  To  aid  these  hospitals,  “service”  companies  have 
been  organized  which  will  manage  the  hospital’s  pharmacy 
department.  Their  approach  is  to  view  drug  distribution 
as  a system  which  involves  pharmacy,  nursing,  and  the 
medical  staff.  They  typically  bring  to  the  hospital  expertise 
not  only  in  pharmacology,  but  nursing,  engineering,  sys- 
tems, drug  packaging,  inventory  control,  management, 
accounting,  and  law;  all  of  which  are  resources  the  hos- 
pital rarely  can  maintain  on  its  own. 

Pharmacy  management  companies  have  proved 
through  efficient  management  and  a multi-discipline  sys- 
tems approach  that  Unit  Dose  Drug  Distribution  and 
Pharmacy  Based  Intravenous  Admixture  Services,  origi- 
nally designed  to  eliminate  medication  errors,  also  can  be 
used  to  reduce  costs.  These  savings  are  in  five  areas: 
personnel  costs,  drug  costs,  inventory  carrying  cost,  re- 
duced drug  theft  and  pilferage,  and  the  cost  of  missed 
billings. 

Personnel  Costs 

Hospitals  not  using  Unit  Dose  Drug  Distribution  and 
a Pharmacy  Based  Intravenous  Admixture  Service  rely 
upon  registered  nurses  (RNs)  and  licensed  practical  nurses 
(LPNs)  to  prepare  patient  medications  at  the  nursing 
units.  With  Unit  Dose  Drug  Distribution  and  a Pharmacy 
Based  Intravenous  Admixture  Service  the  nurse  continues 
to  administer  medications  to  the  patient,  but  a small 
group  of  trained  technicians  prepare  the  medications  in 
the  pharmacy  under  the  supervision  of  a pharmacist  and 
in  accordance  with  federal  and  state  legislation.  The 
workload  of  many  nurses  now  can  be  performed  efficiently 
by  trained  technicians. 

The  time  savings  to  nursing,  which  equal  approxi- 
mately one  nurse  for  each  30  hospitalized  patients,6  can  be 
used  in  one  of  two  ways:  a direct  reduction  of  nursing 
staff  or  use  of  hours  saved  for  new  nursing  programs.  In 
our  experience,  either  approach  may  be  valid  depending 
on  the  hospital’s  current  goals  and  management  philos- 
ophy. We  have  been  successful,  working  with  individual 
directors  of  nursing  in  restructuring  nursing  staffing  pat- 
terns to  reduce  personnel  positions.  We  have  been  equally 
successful  in  redefining  nursing  job  functions  to  free  up 
the  savings  for  new  nursing  programs.  The  important 
consideration  in  the  cost  containment  effort  is  that  time 
savings  are  there.  A well-defined  and  properly  “engi- 
neered” system,  coupled  with  the  right  management  ex- 
pertise, will  result  in  dollar  savings  in  nursing. 

Drug  Costs 

By  dispensing  only  a 24-hour  supply  of  medication, 
Unit  Dose  Drug  Distribution  and  Pharmacy  Based  Intra- 
venous Admixture  Services  limit  the  drugs  at  the  nursing 
station  to  those  required  for  the  patient’s  immediate  needs. 
This  reduced  drug  supply  gives  pharmacy  and  nursing 
greater  control  over  drug  stocks  and  minimizes  pilferage 
and  theft.  In  addition,  since  the  drugs  are  dispensed  in 


sealed  unit-of-use  containers,  the  number  that  must  be 
discarded  because  of  contamination  is  also  reduced. 

Substantial  savings  in  drug  costs  are  possible  through 
reduced  acquisition  price,  particularly  when  hospitals 
form  strong  buying  groups.  This  approach  is  not  to  be 
confused  with  the  purchasing  councils  formed  by  some 
hospital  associations  which  do  not  bind  their  members  to 
honor  negotiated  contracts.  Making  a yearly  commitment 
to  buy  and  meeting  that  commitment,  allows  a group  of 
two  or  three  of  the  smallest  hospitals  to  purchase  drugs 
at  lower  prices  than  the  large  hospital  purchasing  councils. 

Approximately  80%  of  a hospital’s  drug  budget  is 
spent  for  100  drug  items.  In  our  experience,  contracting 
for  the  purchase  of  these  items,  which  is  not  a time 
consuming  project,  will  reduce  the  hospital’s  drug  budget 
by  8%  to  10%. 

Inventory  Costs 

Reducing  drug  stocks  at  the  nursing  units  by  using 
Unit  Dose  Drag  Distribution  and  Pharmacy  Based  Intra- 
venous Admixture  Services  leads  to  an  overall  reduction 
in  the  size  of  the  drug  inventory.  Not  only  are  funds 
returned  to  the  hospital’s  cash  flow,  but  valuable  and 
expensive  space  is  freed  up  for  more  productive  use.  Fur- 
ther reductions  are  possible  in  the  pharmacy  through  the 
use  of  a well-planned  and  methodical  purchasing  system. 

Rates  of  hospital  pharmacy  inventory  turnover  are 
typically  three  to  four  times  a year  (a  90-to-120  day 
supply.)  This  can  mean  that  tens  of  thousands  of  dollars 
are  tied  up  in  drug  stocks  on  the  pharmacy  shelves.  Worse 
yet,  because  a purchasing  “system”  is  not  followed,  the 
pharmacy  is  constantly  out  of  stock  on  critical  drug  items. 
In  our  experience,  inventory  turnover  rates  can  be  in- 
creased to  eight  to  ten  times  a year  (a  36-to-45  day  sup- 
ply) and  out-of-stock  situations  eliminated  through  a 
well-planned,  methodic  approach.  This  represents  poten- 
tial inventory  reductions  of  over  50%. 

The  system  we  use  in  our  managed  pharmacies  rec- 
ognizes the  previously  stated  fact  that  80%  of  a hospital’s 
drug  expenditures,  which  we  buy  at  the  lowest  price 
possible  through  contract  prices,  are  for  100  items,  an 
easily  controlled  number.  Very  accurate  movement  sta- 
tistics are  maintained  for  these  drugs.  Those  ordered  direct 
from  the  manufacturer  are  purchased  once  a month,  and 
those  purchased  from  a wholesale  drug  supplier  are  pur- 
chased once  a week.  The  result  is  an  average  22-to-28 
day  supply  for  80%  of  our  drug  purchases. 

For  the  remaining  20  percent  of  the  drug  budget, 
1,200  to  1,600  items,  we  use  the  services  of  the  local 
wholesale  drug  supplier  who  has  “electronic-order-entry” 
capability.  This  system  consists  of  inputting  a numerical 
code  for  each  drug  to  be  ordered  into  a hand-held  storage 
unit  similar  to  a small  calculator.  This  information  then 
is  electronically  transmitted  over  the  telephone  to  the  drug 
wholesaler’s  central  computer,  where  it  is  printed  and  the 
order  filled.  Not  completing  lengthy  purchase  order  forms, 
pharmacy  can  spend  more  time  reviewing  stock  levels.  In 
fact,  we  review  the  stock  level  of  every  item  at  least  once 
a week  which  minimizes  out-of-stock  situations. 
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Missed  Billings 

All  Unit  Dose  Drug  Distribution  and  Pharmacy 
Based  Intravenous  Admixture  Services  should  maintain  a 
Patient  Medication  Profile  (PMP)  in  the  pharmacy.  This 
document  is  a record  of  all  medications  the  patient  is 
receiving  and  is  used  by  pharmacy  in  the  dispensing 
process.  Since  the  pharmacy  will  not  dispense  a medica- 
tion unless  it  is  recorded  on  the  PMP,  it  also  serves  as  a 
highly  accurate  record  of  all  medications  dispensed  to  the 
patient.  When  used  for  billing  purposes,  this  document 
eliminates  missed  drug  charges.  By  capturing  missed  bill- 
ings, the  hospital  increases  its  pharmacy  margin,  or  can 
reduce  the  charge  for  each  individual  item  to  keep  the 
margin  at  its  current  level.  At  the  same  time,  the  patient’s 
drug  bill  is  accurate  which  prevents  drawn  out  billing 
disputes.  We  have  found  that  pharmacy  revenue  can 
increase  up  to  50%  when  billing  is  done  from  the  Patient 
Medication  Profile. 


Conclusion 

The  federal  government,  state  pharmacy  boards,  and 
hospital  accrediting  bodies  have  recognized  the  serious 
problems  associated  with  the  distribution  of  drugs  in 
hospitals.  The  Joint  Commission  on  Accreditation  of 
Hospitals  (JCAH),  in  newly  revised  standards,  is  strongly 
recommending  that  Unit  Dose  Drug  Distribution  and 
Pharmacy  Based  Intravenous  Admixture  Services  be  im- 
plemented as  one  criteria  in  awarding  accreditation  to  a 
hospital.  However,  with  proper  planning  and  manage- 
ment, these  improvements  can  be  cost  effective.  Unit  Dose 
Drug  Distribution  and  Pharmacy  Based  Intravenous  Ad- 
mixture Services  are  ways  to  save  money.  More  impor- 
tantly, they  improve  patient  safety  and  patient  care  — 
rarely  mentioned  by  the  vocal  advocates  of  hospital  cost 
containment  programs. 
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Cost  Effectiveness 


Radiologic  Services 

Stanley  J.  Lucas,  M.D. 


It  has  been  estimated  that  aver  $6.3  billion  were  s pent  in 
this  country  for  radiologic  services  in  1977.  This  places 
a special  responsibility  upon  physicians,  especially  radi- 
ologists, in  the  role  of  evaluating  cost  benefit  and  cost 
effectiveness  of  these  services.  This  effort  also  involves 
attention  to  basic  management  costs  as  well  as  avoid- 
ance of  unnecessary  procedures.  Our  colleagues  must  be 
educated  about  the  capabilities  and  limitations  of  the 
exciting-but-expensive  new  modalities  of  CT  scanning, 
nuclear  medicine,  and  ultrasound  diagnosis.  Foremost,  we 
must  be  constantly  careful  to  maintain  quality  of  care  as 
we  struggle  toward  cost  efficiency. 


TN  RECENT  YEARS,  much  attention  and  scholarly 
effort  have  been  expended  on  the  question  of  the  in- 
creasing cost  of  medical  care.  Is  this  cost  out  of  hand  and 
uncontrollable?  In  the  1 967 -to- 1978  period,  all  health 
service  costs  increased  to  a consumer  price  index  (CPI) 
of  229. 1 However,  this  compares  with  even  greater  ex- 
panding costs  (CPI  of  446  to  228  in  the  same  period)  of 
such  fundamentals  as  coffee,  fuel  oil,  fish,  sugar,  gas  and 
electric,  general  food  products,  home  financing  and  main- 
tenance, and  bus  fares.  Notwithstanding  the  controversy 
as  to  whether  medical  care  costs  have  increased  dispro- 
portionately to  other  services  or  commodities,  the  basic 
premise  remains  that  physicians,  as  key  figures  in  the 
health  care  sphere,  must  and  are  assuming  responsibility 
in  helping  to  control  health  care  costs. 

Central  in  the  issue  is  the  radiologist,  using  expensive 
equipment  and  high-cost  diagnostic  procedures,  who  is 
placed  in  a position  of  clear  exposure  in  the  arena  of  cost 
control.  The  Bureau  of  Radiological  Health  estimated 
that  the  total  United  States  expenditures  for  radiologic 
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services  (including  radiation  therapy)  was  over  $6.3  bil- 
lion in  1977.  It  also  has  been  estimated  that  by  1980,  $1 
billion  will  have  been  spent  in  capital  acquisition  of 
computerized  tomography  (CT)  scanners,  and  $750  mil- 
lion for  operational  expenses  of  these  scanners.2  Amaz- 
ingly, these  figures  are  for  a modality  only  first  introduced 
into  the  United  States  in  1972. 

Economists  instruct  us  that  there  are  two  areas  of  cost 
evaluation.2  The  first  is  cost-benefit  analysis,  an  attempt 
to  discover  if  dollars  invested  in  health  care  are  greater  or 
lesser  than  dollar  benefits  resulting  from  the  investment. 
The  second  is  cost-effectiveness,  an  attempt  to  assure  that 
disease  is  treated  or  diagnosed  with  the  most  effective 
means  available,  which  minimizes  the  cost  of  such  diag- 
nosis or  treatment. 

Both  technics  of  cost  evaluation  are  difficult  to 
quantify,  but  cost  benefit  requiring  estimated  dollar  values 
on  morbidity,  mortality,  and  survival,  is  more  complex 
than  cost  effectiveness,  and  this  latter  area  is  receiving  the 
most  attention. 

Many  examples  of  attempts  to  evaluate  the  cost 
effectiveness  of  general,  diagnostic  radiologic  services  are 
appearing  in  the  literature.  How  much  is  society  willing 
to  pay  in  order  to  locate  the  person  with  a particular 
illness?3  The  cost  for  diagnosing  one  case  of  bronchogenic 
carcinoma  by  chest  x-ray  screening  is  $44,143  and  the  cost 
for  diagnosing  one  positive  case  of  tuberculosis  by  screen- 
ing is  $21,702.  When  an  element  of  selectivity  is  intro- 
duced, screening  costs  are  reduced.  For  example,  using 
screening  intravenous  pyelography  in  patients  with  hyper- 
tension, the  cost  for  finding  positive  information  is  $1,064 
and  the  cost  for  finding  a surgically  curable  case  is  $1,773. 

One  of  the  earliest  works  on  cost  effectiveness  is  that 
of  Bell  and  Loop,4  who  reported  significant  cost  effective- 
ness by  eliminating  routine  skull  radiographs  in  head 
trauma  patients  unless  significant  “high  yield  findings” 
were  present.  However,  De  Smet,  et  al,5  in  a prospective 
study,  found  the  oft-quoted  Bell  and  Loop  report  did  not 
apply  in  children.  Skull  fractures  would  have  been  over- 
looked in  35%  of  cases  if  roentgenograms  were  made  on 
only  those  children  with  Bell  and  Loop  “high  yield  find- 
ings.” 
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Approaches  to  the  Problem 

While  additional  cost  analysis  data  is  being  collected, 
a pragmatic  approach  is  needed  for  all  physicians  and 
especially  radiologic  services. 

In  diagnostic  radiology,  cost  justification  requires  the 
resolution  of  two  separate  questions : ( 1 ) Are  radiologic 
examinations  conducted  in  a cost-efficient  manner?  and 
(2)  Are  patients  selected  prudently  for  radiologic  pro- 
cedures?6 

The  answer  to  the  first  question  requires  special  at- 
tention by  radiologists  and  administrators  to  the  fixed  cost 
of  operating  radiologic  services.  Gan  the  cost  for  radiologic 
examination  be  reduced,  stabilized,  or  increased  at  incre- 
ments lower  than  other  rising  costs  by  more  efficient  use 
of  personnel,  space,  and  time  utilization  of  the  equipment? 
Are  our  technologists  properly  trained  and  supervised? 
(Repeat  examinations  for  technical  reasons  can  be  quite 
costly.)  A conservative  estimate  of  film  budget  in  United 
States  hospitals  in  a given  year  is  $300  million.  A 10% 
repeat  rate,  therefore,  costs  $30  million  for  film  alone. 
Significant  savings  can  certainly  be  achieved  with  better 
trained,  more  expert  technologists  and  reduction  of  repeat 
examinations.6 

Is  the  new  equipment  we  are  ordering  more  sophisti- 
cated than  we  need?  Television  viewing  is  extremely  bene- 
ficial for  teaching  and  in  performing  special  procedures 
requiring  the  presence  of  more  than  one  physician,  but 
because  of  electronic  sensitivity,  it  may  detract  from 
fluoroscopic  image  sharpness  and  require  higher  mainte- 
nance expense.  Tape  recording  is  important  for  storing 
moving  images  for  review;  it  is  not  essential  for  every 
fluoroscopic  room  in  a large  department.  Remote-control 
fluoroscopic  units  add  many  thousands  of  dollars  to  the 
cost  of  equipment,  but  they  usually  add  nothing  to  the 
accuracy  of  the  examination.  Competitive  bidding  on  new 
equipment  and  maintenance  contracts  is  an  essential  ele- 
ment of  cost  control. 

The  second  question  regarding  the  prudent  selection 
of  patients  for  radiologic  procedures,  requires  a what, 
when,  and  where  approach.  What  x-rays  should  be  or- 
dered? A physician  should  examine  every  patient  and 
select  the  most  direct  x-ray  examination  to  obtain  the 
needed  information.  Computer-itemized  order  slips  en- 
courage unnecessary  examinations.  It  is  easy  to  check  off 
forearm,  wrist,  and  hand,  entailing  three  charges.  How- 
ever, only  checking  the  wrist  examination,  which  includes 
the  adjacent  hand  and  forearm  and  entailing  only  one 
charge  would  suffice  in  many  cases. 

Radiologists  should  participate  actively  in  multidisci- 
plinary conferences  with  clinicians  and  house  staffs  to 
apprise  them  of  diagnostic  capabilities  and  limitations  of 
the  examinations.  Histories  should  be  required  on  all 
radiologic  patients  to  verify  the  need  for  the  examina- 
tion.7 

To  improve  staff  physicians’  selectivity  in  ordering 
roentgenograms,  hospitals  and  radiologists  must  cooperate 
in  educating  physicians  as  to  the  costs  of  radiologic  ser- 
vices. One  method  is  to  have  the  charge  of  each  examina- 


tion listed  on  the  printed  order  slips.  Also,  hospital  com- 
mittees must  critically  analyze  examinations  listed  as 
“routine”  to  determine  their  validity  in  patient  care. 
Radiologists  must  evaluate  the  necessity  of  the  multiple 
views  considered  as  “routine”  in  specific  examinations. 

Care  should  be  taken  to  avoid  duplication  of  orders; 
this  occurs  easily  when  more  than  one  physician  is  caring 
for  a patient.  House  staff  physicians  sharing  in  the  care  of 
private  patients  are  susceptible  to  this  error  as  they  often 
are  not  aware  of  previous  studies  taken  as  an  outpatient 
or  in  the  emergency  room. 

The  necessity  for  the  x-ray  examination  should  be 
clearly  evident.  Loop  and  Lusted,  in  a study  of  the  order- 
ing of  x-ray  examinations  by  physicians  in  emergency 
rooms,  found  that  about  6%  of  all  x-ray  examinations 
ordered  in  emergency  rooms  were  primarily  for  medico- 
legal reasons.6  However,  for  requested  cervical  spine,  skull, 
and  lumbar  spine  x-ray  examinations,  the  primary  reason 
was  medicolegal  in  19.4%,  14.3%,  and  8.9%  of  cases, 
respectively.  Hopefully,  these  figures  of  defensive  ordering 
could  be  reduced  with  an  improving  climate  in  the  medi- 
cal liability  field. 

When  should  x-ray  examinations  be  ordered?  This 
refers  to  the  proper  frequency  of  follow-up  examinations 
and  the  proper  sequence  of  ordering  diagnostic  studies. 
Daily  chest  x-ray  films  on  pneumonia  cases  or  weekly 
upper  GI  studies  on  ulcer  patients  usually  is  wasteful. 
Obviously,  intravenous  urography,  cholangiography,  and 
lumbar  spine  examinations  should  be  performed  before 
barium  studies  obscure  these  structures.  Nursing  personnel 
should  be  fully  educated  as  to  preparation  procedures  for 
x-ray  examinations  so  that  examinations  are  not  post- 
poned because  of  improper  preparation  of  the  patient. 

Where  should  x-ray  procedures  be  performed?  It  is 
apparent  that  services  on  ambulatory  patients,  either  in 
private  offices  or  as  hospital  outpatients,  is  cost  efficient, 
saving  the  unnecessary  hospital  day  cost.  Much  has  been 
written  and  is  being  accomplished  in  promoting  insurance 
coverage  that  does  not  penalize  patients  for  remaining 
ambulatory.  These  efforts  must  continue.  Even  if  done 
elsewhere,  preadmission  radiologic  services  performed  by 
competent  radiologists  should  be  readily  accepted  in  hos- 
pital records.7 

There  are  two  challenges  for  the  next  decade.  Incom- 
patibility exists  between  hospital  departments’  and  radiol- 
ogists’ incomes  dependent  on  volume  and  the  need  for 
attention  to  cost  effectiveness.  This  conflict  is  the  first 
challenge  which  can  and  is  being  met  with  responsibility 
and  integrity.  It  is  most  important,  however,  that  as  we 
increasingly  concentrate  on  cost  efficiency,  we  do  not 
interfere  with  patient  comfort  and  quality  of  care.  To 
attain  balance  of  cost  and  quality  is  the  second  challenge 
for  the  next  decade. 


Technologic  Advances 

Singled  out  from  the  usual  diagnostic  radiological 
examinations  but  vitally  connected  with  cost  effectiveness, 


May,  1979  / 291 


are  the  rapidly  expanding  and  scientifically  exciting  new 
technical  modalities,  namely,  computer  tomography 
(CT),  ultrasonography,  and  nuclear  medicine.  Is  the 
technological  revolution  through  which  the  medical  pro- 
fession is  passing  resulting  in  measured  improvements  of 
morbidity  and/or  mortality?  What  is  the  cost  for  learning 
more  and  more  about  the  smaller  variations  of  normal?8 

Because  of  its  major  impact  on  health  costs,  most 
current  cost  studies  in  radiology  are  related  to  CT  scan- 
ning, the  cause  celebre  of  health  planning.  In  patients  with 
pseudotumor  cerebri,  CT  scanning  has  reduced  the  fre- 
quency of  cerebral  angiography  from  95%  to  32%, 
pneumoencephalography  from  71%  to  11%,  and  hospital 
stays  from  19.6  to  13.3  days.9  In  suspected  hydrocephalus, 
the  average  cost  of  neurodiagnostic  evaluation  was  22% 
less  after  introduction  of  CT  scanning.10 

Larson,  Omenn,  and  Loop  found  that  in  patients 
suspected  of  having  brain  tumor  the  length  of  stay,  speed 
of  diagnostic  work-up,  type  of  therapy,  and  discharge  plan 
did  not  change  after  CT  scanning  became  available.11  The 
cost  remained  the  same  because  CT  scanning  reduced  the 
use  of  radionuclide  brain  scanning,  angiography,  and 
pneumoencephalography.  Contradicting  these  facts,  Bahr 
and  Hodges  of  Johns  Hopkins  reported,  after  CT  intro- 
duction, a decreased  cost  from  $2,000  to  $2,500  per  pa- 
tient (including  shorter  length  of  stay  by  seven  to  eight 
days)  in  patients  having  extracerebral  collections  and 
brain  tumors.12 

The  accuracy  of  cranial  CT  scanning  is  now  well 
established.  This  new  modality  has  been  able  to  detect 
mass  lesions  in  85%  to  100%  of  patients,  metastatic  lesions 
in  86%  to  100%,  cerebral  infarctions  in  50%  to  100%, 
and  100%  of  intracerebral  hemorrhages.13 

In  comparison  with  other  modalities  of  ultrasound 
and  nuclear  medicine,  there  are  indications  of  body  CT 
scanning  superiority  in  detection  of  mediastinal  and  retro- 
peritoneal lesions,  and  especially  as  a tool  for  treatment 
planning  of  radiation  therapy.  Sensitivity  and  specificity  in 
liver,  kidney,  pancreas,  and  pelvic  lesions,  seem  similar 
or  slightly  improved  in  body  CT  scanning  over  other 
modalities. 

Not  only  must  we  judge  whether  new  information  is 
available  from  CT  scanning  over  other  techniques,  but 
also  if  this  new  information  has  a significant  impact  on 
management  and  therapeutic  success.  Unfortunately,  in 
most  neoplastic  disease  where  CT  scanning  is  used,  more 
detailed  diagnostic  information  cannot  be  supplemented 
with  more  effective  treatment. 

During  the  next  few  years,  as  physicians  and  econo- 
mists attempt  to  evaluate  cost  effectiveness  and  cost 
benefit  in  these  new  modalities,  attention  must  be  paid  to 
certain  basic  concepts,  as  in  general  diagnostic  radiology. 

The  sophisticated  and  technologically  new  modalities 
must  be  operated  with  cost-efficient  management  prin- 
ciples as  to  personnel,  time,  use,  purchase  of  supplies,  and 
competitive  maintenance  bids.  Because  the  interrelation- 
ship of  these  new  techniques  is  complex  and  not  yet  com- 
pletely familiar  to  our  colleagues  and  resident  staff,  radiol- 
ogists must  judge  each  request  for  service  critically  and 
accept  only  cases  that  can  truly  benefit  from  the  modality. 


There  is  suggestion,  for  example,  that  radionuclide 
brain  scanning,  although  cheaper  than  CT  scanning,  may 
be  wasteful  as  a first  test  in  neurologic  disease.  Nuclear 
scanning  has  a diagnostic  accuracy  of  only  70%,  as  com- 
pared to  95%  overall  accuracy  of  CT  scanning,  and  both 
positive  and  negative  nuclear  brain  scans  often  are  fol- 
lowed by  CT  scanning  for  more  accuracy  and  sensitivity.13 
The  more  accurate  CT  head  scan  alone  obviously  is  less 
costly  than  the  combined  testing. 


Summary 

The  problems  of  cost  awareness  in  medical  care  are 
many  and  include  analysis  of  both  cost  benefit  and  cost 
effectiveness.  In  the  center  of  the  enigma  stand  the  radio- 
logic  diagnostic  services,  including  routine  standard  pro- 
cedures, as  well  as  the  new  and  dramatic  technologic 
advances  in  nuclear  medicine,  ultrasound,  and  CT  scan- 
ning. Expenditures  for  these  services  (including  radiation 
therapy)  were  estimated  to  be  over  $6.3  billion  in  1977. 

This  scenario  places  an  unusual  responsibility  on 
radiologists  to  trim  basic  management  costs  and  to  reduce 
significantly  the  unnecessary  performance  of  procedures, 
despite  the  fact  that  their  personal  and  department’s 
income  depends  upon  volume.  Basic  operating  expenses 
have  to  be  reduced;  efficiency  must  be  increased.  Im- 
proper examinations  or  unnecessary  routine  testing  should 
be  halted.  Radiologists  must  educate  their  colleagues  and 
house  staff  physicians  as  to  the  capabilities  and  limitations 
of  each  new  technic.  While  this  guardianship  is  being 
administered,  more  detailed  studies  of  cost  benefit  and 
cost  effectiveness  in  specific  illnesses  and  procedures  will 
be  forthcoming.  Our  judgment  must  be  sharpened  by  facts 
so  that  the  value  of  technologic  development  in  our  radio- 
logic  armamentarium  can  be  carefully  balanced  against  a 
striving  for  reduction  of  health  care  dollar  waste. 

Foremost,  we  should  be  constantly  concerned  with 
not  interrupting  patient  comfort  and  quality  of  care  as  we 
struggle  toward  cost-efficiency. 

These  are  the  challenges  to  be  met  by  physicians  and 
radiologists. 


References 

1.  US  Bureau  of  Labor  Statistics.  Monthly  Labor  Review  85-90, 

June  1978. 

2.  Swartz  R,  DesHarnais  S:  Computer  tomography:  the  cost- 

benefit  dilemma.  Radiology  125:251-253,  1977. 

3.  Hessel  SJ : Perspectives  on  benefit-cost  analysis  in  medical 

care  [editorial].  Am  J.  Roentgen  129:753-757,  1977. 

4.  Bell  RS,  Loop  JW : The  utility  and  futility  of  radiographic 

skull  examination  for  trauma.  N Engl  J Med  284:236-239, 
1971. 

5.  DeSmet  AA,  Fryback  DG,  Thornbury  JR:  A second  look  at 

the  utility  of  radiographic  skull  examination  for  trauma. 
Am  J Roentgen  132:95-99,  1979. 


292  / The  Ohio  State  Medical  Journal 


6.  Loop  JW,  Lusted  LE : American  College  of  Radiology  Diag- 

nostic Efficacy  Studies.  Am  J Roentgen  131:173-179, 
1978. 

7.  Interim  Report  of  the  Committee  on  Cost  Containment  of 

the  American  College  of  Radiology,  Jan  10,  1979. 

8.  Morgan  RH : Roles  for  radiologists  in  tomorrow’s  medical 

care  system.  Am  ] Roentgen  129:1  129-1  132,  1977. 

9.  Evens  RG,  Rujanavech  N,  Mikhael  MA:  Utilization,  relia- 

bility, and  cost  effectiveness  of  cranial  computed  tomog- 
raphy in  evaluating  pseudotumor  cerebri.  Am  J Roentgen 
129:263-265,  1977. 

10.  Larson  EB,  Omenn  GS,  Magno  J:  Impact  of  computed 

tomography  on  the  care  of  patients  with  suspected  hydro- 
cephalus. Am  J Roentgen  131:41-44,  1978. 

1 1.  Larson  EB,  Omenn  GS,  Loop  JW : Computed  tomography  in 

patients  with  cerebrovascular  disease:  impact  of  a new 
technology  on  patient  care.  Am  J Roentgen  131:35-40, 
1978. 

12.  Bahr  AL,  Hodges  FJ  III:  Efficacy  of  computed  tomography 

of  the  head  in  changing  patient  care  and  health  costs:  a 
retrospective  study.  Am  ] Roentgen  131:45-49,  1978. 

13.  Evens  RG,  Jost  RG:  The  clinical  efficacy  and  cost  analysis 

of  cranial  computed  tomography  and  the  radionuclide 
brain  scan.  Semin  Nucl  Med  7:129-136,  1977. 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


if 


DON’T  BUY  IT! 


Consider  the  alternative  first... and  take  a 
look  at  the  benefits  of  leasing.  As  a pro- 
fessional, you  need  the  professional  ap- 
proach to  those  benefits  and  you'll  find  it 
at  Stone  Leasing  Company.  We  offer  you: 

□ A hedge  against  inflation. 

□ Conservation  of  capital. 

□ Improvement  of  your  tax  position. 

Specializing  in  office  equipment,  medical 
equipment  and  automobiles  for  over  a 
decade. 


STONE  LEASING  COMPANY 

1215  West  Mound  Street 
P.O.  Box  23063 
Columbus,  Ohio  43223 
614/461-9080 

YOUR  ALTERNATIVE  TO  BUYING 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN* /300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN®/250  mg. 


Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide .75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6)  . . . .10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 

LIPO  NICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6)  . . . .10  mg 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

( BROWJ'gfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  P®R 


YOU  HAVE  A COMMITMENT 
TO  CONTAIN  COSTS. 

SO  DO  WE. 


As  a physician,  you  have  first-hand  knowledge  of  cost 
containment.  You  live  with  it  every  day.  So  do  we. 

And  we  share  a concern  that  the  high  quality  of  care  available  to 
the  public  not  be  jeopardized  by  rising  costs.  It  will  take  a concerted 
effort  on  the  part  of  insurers,  physicians  and  the  public  to  maintain 
high  quality  care  at  a reasonable  cost. 

At  OMI,  cost  containment  is  a commitment  to  action.  To  do  more 
than  pay  claims  efficiently.  To  be  concerned  that  the  services  we  pay 
for  are  appropriate,  necessary  and  economical. 

These  are  the  goals  of  the  OMI  Medical  Necessity  Program. 
Through  this  Ohio  State  Medical  Association-supported  program, 
certain  diagnostic  and  surgical  procedures,  identified  as  outmoded  or 
ineffective  by  medical  specialty  societies,  are  no  longer  paid  routinely. 

Claims  for  these  services  are  paid  only  when  accompanied  by 
documented  evidence  that  they  were  appropriate  and  medically 
necessary  under  the  circumstances. 

If  there  are  questions  about  a decision,  the  claim  will  be  referred  to 
the  relevant  specialty  society  for  review. 

For  more  information  about  the  Medical  Necessity  Program, 
contact  your  area  Professional  Relations  office  or  contact  OMI 
Provider  Affairs,  P.O.  Box  425,  Worthington,  OH  43085. 

Cost  Containment.  It’s  a commitment  we  share. 


HIGH  QUALITY, 
REASONABLE  COST... 

A SHARED  RESPONSIBILITY. 


Ohio  Medical  Indemnity,  Inc. 


Blue  Shield 


Cost  Effectiveness 


Effective  Use  of  the  Physician's  Services 

Alford  C.  Diller,  M.D. 


Cost-effective  use  of  a physician's  services  requires  an 
understanding  of  the  doctor-patient  relationship  and  the 
decision-making  role  of  the  physician.  The  patient's  un- 
derstanding of  his  health  problems  and  of  how  his  own 
physician  practices  can  increase  the  effectiveness  of 
the  physician.  Appropriate  use  of  ancillary  medical  per- 
sonnel under  physician  supervision  can  increase  produc- 
tivity of  the  physician.  Modern  diagnostic  and  therapeu- 
tic facilities  are  required  for  the  physician  to  practice 
his  art  most  effectively. 


A LMOST  BY  DEFINITION,  but  certainly  by  impli- 
cation,  to  use  a physician’s  services  in  the  most  cost 
effective  manner  requires  an  understanding  of  what  a 
physician  does  and  the  creation  of  the  environment  in 
which  it  can  be  done  most  effectively. 

What  is  singular  about  what  a physician  does?  A 
physician  is  one  party  of  the  doctor-patient  relationship. 
This  relationship  is  as  varied  as  the  personalities  of  the 
two  parties  involved;  but  one  unvarying  aspect  of  the 
service  provided  by  the  physician  to  the  patient  is  “deci- 
sion making.”  This  decision-making  role  of  the  physician 
in  the  doctor-patient  relationship  is  basic  to  how  a phy- 
sician performs  and,  therefore,  must  be  considered  in  any 
plan  for  an  environment  that  would  permit  the  cost- 
effective  use  of  the  physician. 

Why  do  I stress  “decision  making”  as  the  common 
denominator  in  what  a practicing  physician  does?  Phy- 
sicians are  prepared  by  education  to  make  decisions  and 
judgments  affecting  the  lives  of  their  patients.  Taking  a 
careful  history,  performing  a thorough  physician  examina- 
tion, the  selection  and  interpretation  of  laboratory  data 
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and  the  devising  of  an  appropriate  treatment  plan  repre- 
sent many,  many  decisions  performed  by  the  physician  in 
the  doctor-patient  encounter.  Medicine  is  an  art  and 
inexact  science  requiring  the  development  of  judgment 
and  decision  making  skills  of  its  successful  practitioners. 

Ancillary  Medical  Personnel 

Many  other  tasks  performed  by  physicians  can  be 
delegated  in  whole  or  in  part  to  ancillary  medical  person- 
nel working  with  and  under  the  supervision  of  the  physi- 
cian. These  persons  can  be  utilized  as  an  extension  of  the 
physician  to  increase  his  productivity,  but  they  must  be 
under  supervision  and  direction.  The  physician  must 
maintain  the  doctor-patient  relationship;  it  cannot  be 
transferred  or  delegated. 

There  are  those  who  would  substitute  lesser  trained 
medical  personnel  in  the  form  of  independent  nurse  prac- 
titioners, independent  physician  assistants,  and  other  inde- 
pendent practitioners  to  perform  the  role  of  the  physician 
heretofore  defined.  Such  a system  would  provide  second- 
rate  medical  care  to  our  citizens.  The  quality  of  medical 
care  would  suffer  as  the  providers  of  care  became  frag- 
mented into  competing,  huckstering,  purveyors  of  health 
services,  all  held  to  be  of  equal  competence  in  the  eyes  of 
the  consumer  because  they  are  licensed  to  practice  inde- 
pendently. 

I believe  the  most  cost-effective  method  of  health 
care  involves  the  traditional  Oslerian  physician  role  in  a 
one-on-one  doctor-patient  relationship.  Neither  lesser 
trained  personnel  acting  as  primary  physicians  nor  increas- 
ing batteries  of  technologic  testing  used  indiscriminately  is 
the  answer  to  good  patient  care  or  cost-effective  care.  The 
age  of  consumerism  with  demands  for  accountability  of 
cost  effectiveness  and  quality  can  restore  the  traditional 
role  of  the  physician  if  we  will  but  seize  the  opportunity. 

Blue  Cross  recently  decided  to: 

no  longer  provide  benefits  for  routine  diagnostic  tests 
performed  for  a patient  admitted  to  a hospital  for  medi- 
cal (not  surgical)  treatment  unless  the  tests  are  ordered  by 
a physician  specifically  for  that  patient. 

The  American  College  of  Physicians  Board  of  Re- 
gents recommends  that : 
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no  diagnostic  tests,  including  blood  hemoglobin,  urine 
analysis,  biochemical  blood  screens,  chest  x-ray,  and  elec- 
trocardiogram should  be  required  as  routine  procedures 
for  patients  admitted  to  a hospital. 

This  policy  is  based  on  the  following  grounds: 

Good  medical  practice  dictates  that  diagnostic  tests  should 
be  determined  by  the  nature  of  the  patient’s  problem  and 
should  be  ordered  individually  by  the  patient’s  physician. 
Thoughtful  attention  should  be  given  to  the  parsimonious 
use  of  the  diagnostic  laboratory.  The  fact  must  be  recog- 
nized that  diagnostic  testing  should  complement,  but  not 
replace,  a careful  history  taking  and  physical  examination. 
Injudicious  use  of  diagnostic  laboratory  tests  contributes 
greatly  to  the  cost  of  medical  care.  The  burden  of  proof 
for  the  medical  indication  for  a diagnostic  laboratory  test 
rests  on  the  physician  who  orders  it.  He  must  consider 
possible  diagnostic  benefit  (Will  this  test  change  the  course 
of  management?)  and  alternative,  less  costly,  but  equally 
effective  methods  of  deriving  the  same  information.* 

The  patient  is  saying:  “Give  me  a doctor,  my  own 
doctor,  who  will  listen  to  me,  examine  me,  use  the  tech- 
nology needed  to  find  out  what  is  wrong  with  me,  sit 
down  and  explain  to  me  in  language  I can  understand 
what  is  wrong  with  me,  and  involve  me  in  planning  a 
treatment  program.  I will  comply  in  this  kind  of  a pro- 
gram. I will  work  with  the  physician  to  educate  me  be- 
cause I believe  he  is  interested  in  my  health  and  I want  to 
do  everything  possible  to  restore,  maintain,  and  preserve 
it.” 

This  kind  of  doctor-patient  relationship  places  the 
physician  in  a role  of  decision  maker  in  the  management 
of  that  patient;  the  physician  selects  the  technology  and 
services  that  are  needed  by  that  patient  for  quality  care. 
He  doesn’t  have  to  practice  defensive  medicine.  He  doesn’t 
have  to  order  every  test  in  the  book  because  he  might 
overlook  some  obscure,  not  yet  evident,  malady.  He  uses 
his  senses  and  judgment  to  reassess  and  reevaluate  that 
patient  when  appropriate.  He  will  rely  on  the  strength  of 
his  ongoing,  communicating  relationship  with  that  patient 
to  keep  informed  if  the  patient  is  not  progressing  well. 

Environment  for  Cost-Effective 
Physicians'  Services 

The  following  components  must  exist  for  the  physi- 
cian to  most  effectively  practice  his  art:  (1)  patients,  (2) 
diagnostic  and  therapeutic  facilities,  (3)  personnel,  and 
(4)  resources  to  pay  for  services  rendered. 

A physician  cannot  practice  medicine  without  pa- 
tients, therefore,  he  will  locate  where  there  is  a need  for 
his  services. 

A physician  cannot  practice  medicine  effectively 
without  access  to  diagnostic  and  treatment  facilities,  and 
in  this  era  of  sophisticated  medical  technology,  it  is  unrea- 
sonable to  expect  him  to  do  so  without  access  to  adequate 
facilities  for  his  use  in  the  care  of  his  patients. 


*Morris  LC : Blue  Cross  and  Blue  Shield  Medical  Necessity 
Project,  Nov.  1978. 


A physician  requires  an  optimum  number  of  person- 
nel to  permit  maximum  productivity  in  patient  care  con- 
sistent with  his  style  of  practice. 

Patients  must  have  adequate  financial  resources  to 
defray  the  cost  of  the  medical  care  needed.  The  physician 
should  have  the  freedom  of  choice  to  provide  that  care 
in  whatever  setting  is  best  for  the  patient.  Cost  of  service 
should  be  weighed  against  benefit  derived  for  every  proce- 
dure. 


Modernization  of  Delivery  System 

Medicine  has  been  criticized  as  being  a cottage  indus- 
try, slow  to  adopt  the  tools  of  modern  industry  and  man- 
agement. I believe  this  criticism  was  a valid  one  in  the 
past,  however,  changes  are  taking  place  in  the  health  care 
industry  that  denote  acceptance  of  new  management 
technics.  There  is  a surge  in  the  formation  of  groups  of 
practitioners  with  the  expanded  use  of  business  managers, 
management  skills,  modern  communications  and  office 
equipment,  and  the  use  of  allied  health  care  personnel. 
The  theory  that  this  new  development  is  reducing  the  cost 
of  patient  care  is  questionable.  More  often  it  reflects 
increased  services  to  the  patient.  One  would  like  to  think 
that  this  increased  service  is  in  the  area  of  patient  educa- 
tion and  counseling,  but  it  is  evident  that  much  of  the 
increased  service  is  performed  by  clerical  personnel  doing 
the  paper  work  for  the  third-party  payers. 

Another  change  in  health  care  delivery  has  emerged 
from  technologic  changes  in  communication-transporta- 
tion and  the  development  of  the  paramedic.  It  is  the  role 
of  emergency  medical  squads  to  bring  the  sick  and  injured 
to  hospitals.  Many  of  these  squads  are  volunteers  who 
donate  many  hours  of  service.  Numerous  squads  are  made 
up  of  trained  firemen. 

By  bringing  the  patient  to  the  physician,  these  squads 
are  creating  increased  effective  use  of  the  physician.  He 
no  longer  makes  emergency  house  calls,  and  in  most 
instances,  this  is  to  the  benefit  of  the  patient. 


Hospital  Emergency  Room 
Full-Time  Staffing 

Many  hospital  emergency  rooms  now  are  staffed 
full-time  by  physicians.  This  is  a mixed  blessing.  Hospitals 
are  solving  the  difficult  professional  relations  problem  that 
existed  when  the  emergency  room  was  covered  by  on-call 
physicians.  Practicing  physicians  now  have  more  freedom 
from  night  and  weekend  calls.  They  can  conduct  a better 
controlled  office  schedule,  however,  the  cost  of  patient 
service  in  the  hospital  emergency  room  is  considerably 
more  than  in  the  physician’s  office.  Most  patient  visits  to 
the  emergency  room  are  not  true  emergency  visits.  Until 
there  are  sufficient  numbers  of  private  primary  care  phy- 
sicians available  for  every  patient  to  have  a personal 
physician,  emergency  rooms  will  continue  to  be  used  in 
this  manner. 
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Aids  to  Increased  Effectiveness 
of  Physicians 

I(  1 ) Use  of  problem-oriented  record.  Having  a completed, 
up-to-date  clinical  record  on  every  patient  will  permit 
the  attending  physician  rapid  access  to  the  necessary  data 
for  decision  making  during  the  doctor-patient  relation- 
jj  ship.  This  is  extremely  important  in  a multiple  physician 
office  when  you  are  seeing  another  physician’s  patient. 

|i  Continuity  of  clinical  information  is  the  keystone  of  a 
i physician’s  effectiveness. 

| (2)  Use  of  modern  dictation  equipment. 

j{  (3)  Use  of  paramedical  personnel. 

Early  in  their  training,  all  physicians  should  learn  to 
jj  delegate  tasks  and  supervise  paramedical  personnel  who 
are  members  of  the  health  care  team  — R.N.s,  dietitians, 
social  workers,  physician  assistants,  L.P.N.s,  aides,  tech- 
nicians of  all  kinds. 

A physician  should  delegate  to  a member  of  the 
health  care  team  every  appropriate  task  that  he  feels  can 
be  performed  well  by  that  member,  is  cost  effective,  and 
and  does  not  impair  the  doctor-patient  relationship  or  the 
performance  of  the  decision-making  role  of  the  physician. 

(4)  Organize  your  daily  encounter  form  to  document 
reason  for  the  visit  (diagnosis),  the  services  provided,  and 
the  charges  for  each  service.  This  should  satisfy  the  vast 
majority  of  third-party  carriers. 

j (5)  Develop  a patient  information  booklet  explaining 
the  philosophy  of  your  practice,  how  you  want  to  run  your 
office,  how  to  schedule  appointments,  who  to  call  after 
hours,  your  credit  policy,  and  other  bits  of  information 
that  will  make  patient  processing  more  efficient. 

The  better  the  patient  understands  how  your  office 
!;  is  operated,  the  less  time  you  or  an  aide  will  have  to  spend 
||  answering  trivia,  and  the  more  time  you  can  spend  in 
valuable  doctor-patient  relationship. 

(6)  Work  when  you  work  and  play  when  you  play. 

Develop  good  work  habits.  Get  to  work  on  time  and 
keep  on  schedule.  Enjoy  your  work  or  get  out  of  it.  Have 
pleasant  people  in  your  employ. 

Take  adequate  time  off  for  rest  and  recreation.  Ar- 
range for  coverage  if  yours  is  a solo  practice.  Make  cre- 
ative use  of  your  time  off.  Recreate  yourself. 

Schedule  continuing  medical  education  regularly. 
The  practice  of  a well-educated,  thinking  physician  should 
be  more  cost  effective. 

(7)  Know  your  limitations.  Refer  problem  patients  to 
j appropriate  consultants  who  can  provide  cost-effective 
care. 

(8)  Use  good  business  practices  in  your  practice.  Establish 
and  implement  a firm  credit  policy.  Large  accounts  re- 
ceivable only  add  to  the  cost  of  practicing. 

Aids  to  Patients  for  a More 
Cost-Effective  Physician 

( 1 )  Have  a primary  care  physician,  who  can  give  compre- 


hensive and  continuous  care  — one  who  can  act  as  the 
quarterback  for  the  diverse,  technically  sophisticated  ser- 
vices you  may  require. 

(2)  Learn  as  much  about  health  maintenance  as  you  can. 
If  you  develop  a chronic  illness,  learn  as  much  as  you  can 
about  it  so  you  can  work  with  your  doctor. 

(3)  Know  how  your  doctor’s  office  operates;  know  how 
to  use  it. 

(4)  Know  why  you  want  to  see  the  physician.  Keep 
follow-up  visits  as  scheduled. 

(5)  Schedule  appointments  in  the  office  during  regular 
hours.  After-hour  visits  in  the  emergency  room  are  con- 
siderably more  expensive,  partly  because  the  emergency 
room  physicians  do  not  “know”  you  and  must  obtain  more 
laboratory  and  x-ray  examinations  to  understand  your 
problem. 

(6)  Do  not  ask  for  extra  x-rays  or  laboratory  examinations 
which,  in  the  judgment  of  your  physician,  are  not  indi- 
cated at  this  time.  They  only  add  to  the  cost  of  medical 
care. 

(7)  Do  not  ask  to  be  hospitalized  for  tests  “because  in- 
surance will  cover  it.”  Frequently,  you  can  obtain  the 
same  care  as  an  outpatient.  Hospital  beds  are  an  unnec- 
essary expense  when  the  same  information  can  be  obtained 
without  occupying  a hospital  bed. 

Summary 

There  are  certain  tasks  that  only  a physician  can 
perform,  ie,  tasks  requiring  medical  judgment  in  decision 
making,  diagnosing,  arriving  at  a diagnosis,  or  arranging 
a treatment  plan. 

An  appropriate  environment  of  diagnostic  and  treat- 
ment facilities  must  be  present  for  the  physician  to  func- 
tion effectively. 

Properly  trained  and  supervised  ancillary  personnel 
should  be  used  to  the  maximum  possible  to  facilitate  cost- 
effective  use  of  the  physician’s  services. 

Patients  should  obtain  a primary  care  physician  and 
learn  how  to  use  his  services  when  needed. 

Patients  should  be  educated  to  the  best  possible 
understanding  of  their  own  health  conditions. 
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Beginning  in  197 3,  a curriculum  focusing  on  quality 
assurance  was  developed  and  presented  to  medical  stu- 
dents in  their  clerkship  year  during  their  ambulatory 
clinical  experience.  Over  time,  this  curriculum  continually 
evolved  toward  a linkage  between  students'  clinical  ex- 
periences and  where  considerations  of  both  quality  and 
cost  could  be  integrated  into  such  experiences.  Recent 
steps  include  an  altered  clinical-pathological  conference 
ICPCI  to  also  focus  on  costs  generated  by  patient  man- 
agement and  sensitize  students  to  efficiency  as  well  as 
effectiveness  in  diagnostic  decision  making.  Efforts  to 
alter  students'  clinical  behavior  without  sacrificing  care 
quality,  if  successful,  could  generate  substantial  savings 
in  health  care  costs. 


rT'HE  QUALITY  OF  MEDICAL  CARE  and  its  rising 
costs  have  become  issues  of  national  importance.  The 
United  States  has  experienced  skyrocketing  health  care 
costs  since  the  passage  of  the  Social  Security  Act  of  1965, 
which  established  Medicare  and  Medicaid.  Concern  for 
control  of  both  quality  and  cost  culminated  in  creation  of 
the  Professional  Standards  Review  Organization  (PSRO) 
Program  by  Congress  in  1972.  The  Joint  Commission  on 
Accreditation  of  Hospitals  has  also  introduced  peer  review 
as  a basic  requirement  for  accreditation. 

A program  was  developed  at  the  Medical  College  of 
Ohio  to  plan,  develop,  and  implement  a curriculum  for 
undergraduate  medical  education  through  which  future 
physicians  are  made  aware  of  their  role  in  containing  costs 
without  compromising  quality.  The  specific  objectives  of 
the  curriculum  were  to: 

1.  Involve  the  student  in  and  help  develop  the  edu- 
cational process  aimed  at  eliminating  discrepancies 
in  medical  care. 


2.  Familiarize  the  student  with  chart  audit  and  peer 
review,  established  components  of  health  care  evalu- 
ations. 

3.  Inform  the  student  about  current  medical  health 
care  cost-containment  issues,  proposals,  and  legisla- 
tion and  their  ramifications. 

Beginning  in  1973,  the  Medical  College  of  Ohio 
initiated  a planned  curriculum  to  modify  the  behavior  of 
medical  students  during  their  one-month  clinical  clerkship 
in  Ambulatory  Care  by  introducing  them  to  an  evaluation 
of  quality  of  medical  care.1*2  The  methodology  initially 
used  Ressner’s  concept  of  tracer  diseases:  “How  a phy- 
sician or  team  of  physicians  routinely  administer  care  for 
common  ailments  will  be  an  indicator  of  the  general 
quality  of  care  and  the  efficacy  of  the  system  delivering 
that  care.”3  The  students  used  minimum  care  plans  as  a 
means  of  evaluating  the  care  provided  for  selected  condi- 
tions such  as  hypertension  and  urinary  tract  infection.  In 
the  initial  seminars,  students  usually  showed  negative 
attitudes  toward  the  PSRO  legislation;  they  felt  that  it 
would  do  little  to  improve  the  quality  of  care.  However, 
after  completion  of  their  projects,  they  could  draw  several 
conclusions  which  led  to  changes  in  their  attitudes  and 
behavior,  particularly  in  the  area  of  record  keeping,  and 
accepting  the  peer  review  process  as  an  important  tool  in 
the  evaluation  of  care. 

Cost  of  Care  Performed  by  Physicians 

During  the  academic  year  1974-1975,  the  curriculum 
was  expanded  to  make  the  students  aware  of  the  cost  of 
personal  medical  care  delivered  by  physicians.  It  was 
approached  through  case  studies  in  which  students  esti- 
mated the  cost  of  treatment  of  hypertension  and  urinary 
tract  infection  for  hospitalized  patients.  The  exercise 
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exposed  the  students  to  the  charges  for  frequently  ordered 
diagnostic  tests  and  procedures,  as  well  as  for  hospital 
room  rates.  During  the  project,  the  students  found  that 
most  physicians,  faculty,  and  residents  were  not  aware  of 
the  charges  for  tests  and  procedures  they  generally  ordered 
for  their  patients.  A subsequent  survey  of  clinical  faculty, 
residents,  and  undergraduates  regarding  their  knowledge 

I of  these  costs  confirmed  the  perception.4-5 

As  a result  of  our  experience  and  the  emergence  of 
the  cost  of  medical  care  as  a recognized  national  priority, 
more  time  was  allotted  in  the  curriculum  to  address  the 
issues  of  cost. 

During  the  academic  year  beginning  in  1975,  the 
| students  were  exposed  to  the  concept  of  stages  of  disease, 
t defined  as:  “a  method  of  refining  traditional  diagnostic 
classifications  so  as  to  produce  predictive  clusters  useful 
for  valid  analysis.”6  The  concept  of  staging  was  synthesized 
||  with  that  of  minimum  care  plans.  The  students  developed 
I stages  for  a disease,  such  as  hypertension,  and  then  devel- 
oped a diagnostic  treatment,  and  follow-up  plan.  Criteria 
for  each  plan  were  established  as  a basis  for  evaluating  the 
: quality  of  care.  The  criteria  were  explicitly  enumerated 
and  weighed  according  to  the  model  elaborated  by  Payne.7 
Finally,  the  students  estimated  treatment  costs  for  each 
stage  of  the  selected  disease  condition  by  taking  into  con- 
sideration physician  fees,  charges  for  laboratory  tests,  and 
] drug  costs.  Subsequently,  each  student  audited  four  pa- 
tient charts  (two  inpatient  and  two  outpatient)  and 
| prepared  a written  report  of  their  experience.8  9 

To  determine  if  education  in  quality  assurance  and 
cost-effective  medical  care  affected  the  behavior  of  medi- 
| cal  students  in  their  diagnostic  work-ups  of  patients  during 
1 their  clinical  clerkships,  the  chart  audit  program  was 
| modified  beginning  in  July  1976.  During  their  ambulatory 
clerkship,  the  students  audited  charts  of  their  classmates 
i recorded  during  clerkships  in  pediatrics  and  internal  medi- 
jj!  cine.  Using  the  standard  history  and  physical  formats 
required  by  the  departments  of  pediatrics  and  medicine, 
|j  students  determined  the  adequacy  of  each  component  of 
|j  the  history  and  physical  record,  the  adequacy  of  the 
diagnostic  assessment,  and  the  pertinency  of  the  diagnostic 
work-up  on  the  first  day’s  orders.  At  that  stage  of  the 
, diagnostic  evaluation,  laboratory  tests  were  analyzed  for 
1 their  necessity;  and  whether  they  could  have  been  per- 
formed  prior  to  admission  or  at  a later  date.  The  auditors 
[ determined  that  an  average  of  $58  could  have  been  saved 
by  a critical  evaluation  of  diagnostic  testing  without  jeop- 
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ardizing  the  quality  of  the  care  given.  Charts  recorded  by 
students  prior  to  their  ambulatory  clerkship  compared 
with  those  completed  after  their  ambulatory  clerkship 
indicated  a significant  difference  in  the  number  of  admis- 
sion tests  ordered.  Students  with  prior  auditing  experience 
ordered  unnecessary  tests  less  frequently,  an  average  of 
$38  saving.10-11 

Cost  Evaluation  of  Clinical  Decisions 

The  curriculum  was  expanded  during  the  1977 
academic  year  to  introduce  cost  evaluation  in  clinical 
decisions  during  the  preclinical,  coordinated  curricula  of 
the  medical  school.  Clinical  correlation  conferences  were 
held  during  the  infectious  disease,  respiratory,  cardiovas- 
cular, renal,  and  gastrointestinal  curricula.  The  class  was 
presented  a case  history  and  laboratory  summary  with  the 
cost  of  each  laboratory  test  and  diagnostic  procedure 
clearly  displayed  on  the  flow  chart.  Student  volunteers 
presented  the  individual  components  for  analysis  of  the 
case  including  a discussion  of  the  clinical  decision  process, 
pathology  and  laboratory  findings,  epidemiology  of  the 
condition,  therapy  involved,  and  the  cost  effectiveness  of 
the  care  given.  Cost  of  health  care  was  presented  as  one 
component  of  the  consequences  of  clinical  decisions. 
Emphasis  was  on  the  need  for  physician  awareness  of 
alternatives  in  the  algorithm  for  diagnostic  evaluations  so 
as  to  maximize  quality  of  care  and  optimize  cost  of  care. 
The  clinical  correlation  conferences  were  well  received  by 
the  medical  school  classes.  Additional  clinical  correlation 
conferences  are  being  continued  in  selected  curricula 
currently. 

Due  to  organizational  changes  affecting  the  ambula- 
tory clerkship,  cost-effective  medical  care  is  presented  in 
two  segments  of  the  pediatric  clerkship.  During  the  first 
four-week  clerkship  period,  presented  in  the  first  six 
months  of  the  clinical  clerkship  year,  students  evaluate  the 
efficacy,  utility,  and  efficiency  of  hospital  support  services 
pertaining  to  their  pediatric  experiences.  They  prepare  a 
written  group  report  on  such  services  as  laboratory  facili- 
ties, hospital  risk  analysis,  CAT  scanning,  emergency 
rooms,  and  laboratory  services.  During  the  second  four- 
week  clerkship  period,  occurring  in  the  second  half  of  the 
clerkship  year,  students  review  the  Task  Force  Reports  of 
the  National  Commission  on  the  Cost  of  Medical  Care. 
They  present  a written  analysis  using  two  of  the  task  force 
reports’  recommendations  as  they  pertain  to  their  experi- 
ence with  patient  care,  and  participate  in  a discussion 
seminar  reviewing  the  cost  issues  presented  by  the  task 
force.  During  the  seminar,  the  students  participate  in  a 
role  play  with  each  student  representing  a member  of  the 
hospital  executive  council  trying  to  solve  a problem  per- 
taining to  expended  service,  expanded  technology,  or  cost 
containment  within  the  hospital.  The  seminars  have  been 
surprisingly  successful  and  well  received  by  the  medical 
students. 

We  find  that  medical  students  have  become  increas- 
ingly aware  of  and  concerned  with  cost-effective  medical 
care  during  the  last  few  years ; in  their  residency  program, 
our  graduates  continue  to  raise  the  issue  of  the  cost  of 
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unnecessary  or  research  testing.  Whether  it  is  a sign  of  the 
times  and  the  current  political  and  economic  climate,  the 
impact  of  our  cost-awareness  program,  or  a combination 
of  both,  is  difficult  to  predict.  However,  we  believe  that 
equitable  solutions  to  the  problems  of  the  cost  of  medical 
care  can  be  effected  only  by  the  continual  exposure  of 
medical  students,  residents,  and  practicing  physicians  to 
the  issues. 

Summary 

The  cost-awareness  program  at  the  undergraduate 
medical  school  level,  conducted  before  students  form  a 
definitive  conception  of  treatment  behavior,  may  contrib- 
ute to  more  effective  cost-conscious  behavior  in  later  prac- 
tice. Although  physicians  are  responsible  for  providing 
quality  medical  care  regardless  of  cost,  the  most  economi- 
cal and  efficient  diagnostic  methods  must  be  chosen  when 
there  are  alternatives.  A consensus  of  our  students  con- 
cluded that  physicians  are  responsible  for  maintaining 
high  standards  of  knowledge  in  clinical  judgment  to  avoid 
unnecessary  diagnostic  searches,  and  that  cost  awareness 
can  influence  physicians’  decisions  regarding  hospitaliza- 
tion and  diagnostic  testing. 
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Cost  Effectiveness 


Consumer's  Role 


in  Health-Care  Costs 


Rebecca  J.  Doll 


It's  3 AM.  Everyone's  asleep  except  Fred.  Those  nagging 
little  pains  are  back.  He  has  a touch  of  indigestion  and 
can't  seem  to  breathe  when  lying  down.  He's  had  these 
pains  before,  but  tonight  they  won't  go  away.  They  seem 
to  be  spreading  to  his  arms,  shoulders,  and  neck.  His 
chest  feels  tight,  as  if  someone  had  him  in  a bear  hug. 
Maybe  a little  warm  milk  will  help.  What's  that?  Sirens? 
Must  be  a fire  in  the  neighborhood.  . . . 

Heart  attack?  Fred?  He's  only  45  years  old. 


RED  WILL  SPEND  a little  over  two  weeks  in  the 
hospital  and  several  weeks  recuperating  at  home. 
Including  physicians’  fees,  his  medical  bill  for  those  15 
days  of  hospitalization  will  total  over  $10,000.  By  the  time 
his  recuperation  period  is  over,  Lred  will  have  paid 
several  thousand  more  in  “hidden”  costs — lost  wages, 
productivity,  employment  advancement,  and  follow-up 
care.* *  In  fact,  Lred  and  over  40  million  other  Americans 
like  him  who  suffer  from  cardiovascular  disease,  will  cost 
the  United  States  an  estimated  $35.1  billion  during  1979 
alone.1  Although  Lred’s  insurance  will  cover  most  of  the 
cost,  he  will  pay  a sizable  portion  of  the  bill.  If  health  costs 
continue  to  rise  at  current  rates,  Lred  and  others  like  him 
will  be  forced  to  pay  more  and  more  of  their  share  of  the 
bills  either  by  direct  payments  or  through  substantial 
increases  in  health  insurance  premiums. 

In  recent  years,  analyzing  the  upsurge  in  medical  care 
costs  has  become  a favorite  national  pastime.  Double-digit 
inflation,  advanced  technology,  rising  wages  for  hospital 
personnel,  cost  of  compliance  with  government  regula- 
tions, physicians’  fees,  and  health  insurance  reimburse- 
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*It  is  assumed  that  Fred  is  an  average  patient  in  an  average 
metropolitan  hospital. 


ment  methods  have  all  been  cited  as  significant  contrib- 
uting factors  to  the  rising  costs  of  health  care.  Although 
each  has  played  a major  role,  one  factor  seems  to  be 
missing.  Could  it  be  that  the  consumer  has  played  a sig- 
nificant role  in  driving  up  the  cost  of  health  care?  Could 
Fred  have  caused  — or  better  still  — could  he  have  pre- 
vented his  heart  attack?  Let’s  go  back  and  take  a closer 
look  at  Fred. 

Lifestyle 

Fred  is  a 45-year-old  white  man  who  is  employed  as 
a public  accountant.  He  usually  works  10  to  12  hours  per 
day  at  a desk  littered  with  empty  cigarette  packs  and  stale 
cups  of  coffee.  Lunch  is  a cheeseburger,  megavitamin,  and 
cola.  He  skips  the  lemon  dessert  because  his  doctor  says 
he  should  shed  about  30  pounds  from  his  5 ft  10  in, 
210-pound  frame.  After  work,  Fred  and  the  boys  stop  for 
a quick  martini  or  two;  then  he  heads  home  for  a sumptu- 
ous dinner.  After  dinner,  he  settles  before  the  television 
set  with  chips,  dip,  and  a few  beers.  Once  in  bed,  a 
nagging  cough  keeps  him  awake;  but  only  until  those 
tiny  white  pills  lull  him  to  sleep.  Up  at  7 AM,  Fred’s 
exercise  consists  of  a one-block  walk  to  the  bus  stop. 

Such  is  Fred’s  “lifestyle”  pattern — a lifestyle  many 
Americans  follow  and  one  that  adds  billions  of  dollars 
each  year  to  the  nation’s  health-care  bill.  Last  year’s  ex- 
penditures for  total  direct,  health-care  costs  topped  $140 
billion,  over  8.6%  of  the  gross  national  product  (GNP). 
However,  direct  costs  are  only  part  of  the  picture.  The 
total  direct  and  indirect  costs  of  illness,  including  lost 
wages  and  productivity,  permanent  disability,  and  early 
death,  are  estimated  to  be  over  twice  that  amount,  or 
nearly  $330  billion  in  1976  dollars.2 

It  is  virtually  impossible  to  pick  up  a newspaper  or 
turn  on  the  television  without  being  bombarded  by  reports 
citing  the  personal  health  dangers  associated  with  smok- 
ing, alcohol  and  drug  abuse,  obesity,  stress,  and  a seden- 
tary living.  But  very  few  people  stop  to  think  about  the 
enormous  economic  consequences  of  such  lifestyles  in 
terms  of  increasing  health-care  costs. 
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Smoking  and  Alcohol  Abuse 

For  example,  consider  the  economic  consequences  of 
two  of  the  most  expensive  “luxuries” — smoking  and 
alcohol  abuse.  Luce  and  Schweitzer  estimate  the  total 
direct  health-care  cost  of  smoking  to  be  approximately 
$8.2  billion,  or  roughly  7.8%  of  the  total  direct  health 
care  costs  in  the  United  States.3  In  1976,  the  total  eco- 
nomic cost  of  smoking-induced  disease  (among  them,  two 
of  the  nation’s  greatest  killers — cardiovascular  disease  and 
cancer)  was  $27.5  billion.  Heavy  smokers  alone  add  $5.2 
billion  annually  to  total  medical  care  spending  in  this 
country  and  have  a hospitalization  rate  1.5  times  that  of 
nonsmokers.4  In  addition,  smoking  contributes  to  30% 
of  all  neoplasms,  15%  of  all  circulatory  disease,  and  33% 
of  all  respiratory  disease.5  Further  breakdown  indicates 
that  smoking  contributes  to  90%  of  all  lung  cancer  cases, 
80%  of  all  emphysema  cases,  and  75%  of  all  chronic 
bronchitis.8  The  cost  to  society  for  these  diseases  is  difficult 
to  ascertain,  although  Cooper  and  Rice  estimate  that  in 
1972  “diseases  of  the  circulatory  system”  cost  the  nation 
$40  billion,  neoplasms  $17.4  billion,  and  respiratory  dis- 
eases $5.9  billion.2 

If  that’s  not  enough  to  make  you  stub  out  your  stogie, 
consider  for  a moment  the  cost  of  “tee  many  martoonies.” 
Alcohol  abuse  is  the  single  most  expensive  health  problem 
in  the  country  today,  costing  the  nation  over  $44.2  billion 
in  1976.  In  terms  of  medical  care  and  lost  earnings,  Luce 
and  Schweitzer  estimate  the  total  economic  cost  of  the 
illnesses  and  diseases  attributable  to  smoking  and  alcohol 
abuse  to  be  a staggering  $59.9  billion,  or  25%  of  the  total 
economic  cost  of  illness  to  the  entire  nation.3 


Drug  Abuse 

Inability  to  cope  with  emotional  problems  such  as 
stress,  tension,  anxiety,  and  depression  also  adds  to  the 
nation’s  total  health  care  bill.  The  National  Institute  of 
Mental  Health  estimates  that  depression  alone  costs  soci- 
ety $5  billion  annually. 

Say  the  words  “drug  abuse”  and  most  people  conjure 
up  the  image  of  a half-crazed  hippie-weirdo  who  rips  off 
the  purses  of  little  old  ladies  to  support  a heroin  habit. 
This  image  of  the  drug  abuser  is  no  more  accurate  than 
that  of  the  skid-row  alcoholic.  The  drug  abuser  may  be  a 
truck  driver  who  pops  pep  pills  to  stay  awake  or  the 
housewife  who  chews  tranquilizers  as  if  they  were  gum 
drops.  As  with  alcohol  abuse,  drug  abuse  ignores  all  social 
class  and  professional  differences.  Actual  abuse  of  drugs 
costs  society  over  $10  billion  annually,  with  about  $200 
million  being  spent  on  health-care  costs  alone.  Produc- 
tivity losses  account  for  about  $1.5  billion  of  the  total, 
with  property  losses  accounting  for  $6.3  billion.6 

Until  recently,  the  greatest  percentage  of  drug  ex- 
penditures was  for  drugs  which  relieved  pain.  According 
to  Blackwell,  emotional  disorders  now  account  for  the 
largest  expenditure  on  drug  use.  In  1976,  the  amount 
spent  on  psychotherapeutic  agents  was  $778  million,  ex- 
ceeding the  cost  of  drugs  used  to  treat  infections  ($672 
million)  or  pain  ($414  million).  Of  the  amount  spent  on 


psychotherapeutic  agents,  $419  million  (55%)  was  spent 
on  minor  tranquilizers  of  which  the  benzodiazepines  ac- 
counted for  almost  90%  or  $363  million  annually.7 

These  figures  should  come  as  no  surprise  when  one 
realizes  that  an  estimated  eight  million  Americans  suffer 
from  depression  severe  enough  to  require  medical  treat- 
ment, including  hospitalization,  and  that  several  million 
more  suffer  from  levels  of  tension  and  anxiety  so  great 
that  they  are  incapable  of  leading  normal  lives  without 
the  assistance  of  drugs. 

Diet 

The  health  hazards  associated  with  smoking  and 
alcohol  and  drug  abuse  are  well  known,  however,  only  in 
the  last  few  years,  has  an  impressive  amount  of  evidence 
appeared  which  indicates  that  poor  diet  can  lead  to 
serious  health  consequences.  While  one  may  argue  that 
“poor  diet”  historically  has  been  related  to  poor  health, 
poor  diet  as  a contemporary  term  has  come  to  mean  “too 
much  of  the  wrong  foods,”  rather  than  too  little  of  the 
right  foods.  It  has  been  estimated  that  “too  much  of  the 
wrong  foods”  adds  $30  billion  per  year  to  the  nation’s 
health  care  costs.8  Considerable  evidence  suggests  that 
cancer  of  the  bowel,  for  example,  may  be  strongly  related 
to  diet.  Kristein  estimates  that  the  total  (direct  and  indi- 
rect) cost  of  bowel  cancer  in  1975  was  $3.5  billion.4 

A study  by  the  U.S.  Department  of  Agriculture  sug- 
gests that  improved  nutrition  might  cut  the  nation’s  j 
health  bill  by  as  much  as  one  third.9 

“Overnutrition,”  it  seems,  is  becoming  one  of  the 
nation’s  more  serious  health  problems  with  over  80 
million  Americans  overweight,  and  20%  of  them  “clini- 
cally obese.”  The  “battle  of  the  bulge”  has  become  big 
business.  Americans  spent  over  $90  million  last  year  on 
quick-loss  diets  and  gadgets  that  promised  instant  results. 
Today,  one  sure-fire  way  to  write  a best-selling  book  is  to 
conjure  up  a new  diet,  preferably  one  that  calls  for  strict 
adherence  to  massive  amounts  of  one  food  and  total 
abstinence  from  nearly  all  others.  Rarely  are  results  of  | 
such  diets  successful  and  some  may  be  downright  danger- 
ous, resulting  in  serious  conditions  such  as  calcium  deple- 
tion, dehydration,  and  kidney  failure.8 

Consumer  Responsibility 

The  evidence  strongly  suggests  that  if  we  are  to 
reduce  the  rapid  rate  of  rising  health  care  costs,  the  con- 
sumer will  have  to  take  more  responsibility  for  his/her 
health.  This  means  not  only  developing  healthier  lifestyles, 
but  also  learning  when  and  when  not  to  use  medical 
services. 

This  may  not  be  an  easy  task.  The  philosophy  of 
today’s  “me-first”  society  has  shifted  from  one  of  “self- 
responsibility” to  one  of  “central  responsibility,”  which 
often  takes  the  form  of  government  regulations. 

Translated,  this  suggests  that  there  is  a tendency  for 
individuals  to  want  someone  else  to  handle  their  problems. 
This  attitude  follows  a line  of  thought  which  says:  “I  have 
a right  to  good  health  and  doctors  are  supposed  to  guar- 
antee me  that  right.  If  they  can’t,  then  government  should 
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come  in  and  regulate  it  to  insure  that  I do  get  good 
health.”  To  go  one  step  further,  if  the  consumer  should 
get  sick  and  become  a patient,  the  doctor  is  expected  to 
make  him/her  well.  If  doctors  can’t,  they  have  failed.  The 
suggestion  that  the  consumer/patient  has  some  responsi- 
bility to  alter  his/her  lifestyle  in  the  hope  of  avoiding 
illness  is  lacking  in  the  equation. 

Yet  the  fact  remains  that  by  reducing  smoking  and 
alcohol  and  drug  abuse,  and  by  improving  nutrition,  and 
by  increasing  exercise,  more  lives  in  the  age  ranges  of  40 
to  64  years  could  be  saved  than  if  we  were  to  rely  on  the 
best  medical  practice  available  today.5 

It  appears  that  the  time  has  come  to  dust  off  an  old, 
but  valuable  theory:  “An  ounce  of  prevention  is  worth  a 
pound  of  cure.”  Until  the  last  30  to  40  years,  people  had 
relatively  little  control  over  their  health  care.  Communi- 
cable disease,  poor  sanitation,  and  hygiene  resulted  in 
thousands  of  deaths.  Today,  with  the  virtual  eradication 
of  most  major  communicable  diseases  and  the  improve- 
ment in  sanitation  and  hygiene,  consumers  do  have  a 
measure  of  control.  Kristein  et  al  point  out  that  today 
most  major  chronic  illnesses  in  America  have  environment 
and  behavior  components  which  play  important  parts  in 
their  etiology.5  Further,  Kristein  suggests  that  of  the  total 
cost  of  illness  in  the  United  States  in  1975  ($245  billion, 
or  17%  of  the  GNP,  of  which  almost  $100  billion  was  in 
direct  personal  health  care  expenditures),  about  80%  of 
this  cost  fell  into  areas  where  significant  preventive  efforts 
are  possible : circulatory  diseases,  digestive  diseases,  acci- 
dents, neoplasms,  and  mental  illness.4 

Conclusion 

It  is  apparent  that  a major  key  to  slowing  the  rate  of 
rising  health-care  costs  lies  with  educating  the  health  con- 
sumer to  accept  more  personal  responsibility  for  his/her 
health.  However,  without  enthusiastic  support  and  guid- 
ance from  the  medical  profession — most  specificially  from 
the  primary  care  physician  who  provides  the  majority  of 


health  care  in  this  country  today — such  an  education  pro- 
gram cannot  succeed.  Physicians  must  be  willing  to  spend 
more  time  educating  their  patients  to  the  dangers  of 
smoking,  alcohol,  and  drug  abuse,  and  sedentary  lifestyles. 
They  must  encourage  their  patients  to  know  themselves,  to 
recognize  early  warning  signals  of  disease,  and  respond 
appropriately  when  signals  occur.  This  education  may  be 
accomplished  through  the  use  of  pamphlets  and  brochures 
written  in  simple,  easy-to-understand  language,  through 
audiovisual  materials,  and  by  taking  a few  extra  minutes 
to  make  certain  that  patients  understand  what  they  have 
read  or  seen. 

If  we  are  to  continue  to  receive  the  high  quality  of 
care  we  have  come  to  expect  and  enjoy,  consumers  must 
be  fully  aware  of  their  crucial  role  in  maintaining  their 
own  health  care  and,  in  turn,  that  of  society. 

References 

1 . American  Heart  Association : How  it  feels  to  have  a heart 

attack,  in  Heart  Facts,  1979,  1978  Fact  Sheet. 

2.  Total  cost  of  illness  in  1976  may  be  $330  billion.  Hosp  Pract 

11:156-157,  1976. 

3.  Luce  BR,  Schweitzer  SO:  Smoking  and  alcohol  abuse:  A 

comparison  of  their  economic  consequences,  N Engl  J Med 

298:569-571,  1978. 

4.  Kristein  MM : Economic  issues  in  prevention.  Prev  Med  6: 

252-265,  1977. 

5.  Kristein  MM,  Arnold  CB,  Wynder  EL:  Health  economics 

and  preventive  care.  Science  195:457-462,  1977. 

6.  National  Drug  Reporter:  Social  Disease?  5:1,  1975. 

7.  Blackwell  B:  Sociopharmacology  of  minor  tranquilizers,  pre- 

sented before  World  Congress  on  Mental  Health,  Van- 
couver, 1977. 

8.  Blue  Cross/Blue  Shield:  100  things  to  watch  out  for  ...  in 

your  quest  for  a long,  healthy  life.  Perspective  19-31,  1977. 

9.  Rose  EK:  Bringing  costs  under  control.  West  J Med  126: 

513-516,  1977.  ☆☆☆ 


May,  1979  / 


303 


COMPLETE  PROTECTION 

FOR  YOUR 


Cars 


Homes 


Other  Possessions 


Formed  by  physicians,  to  serve  physicians 

Physicians  Insurance  Company  of  Ohio 
6100  Channmgway  Boulevard 
Columbus,  Ohio  43227 


For  the  name  of  PICO'S  authorized  agency  in  your  area, 
telephone  toll  free  1-800-282-7515 


304  j The  Ohio  State  Medical  Journal 


Cost  Effectiveness 


Occupational  Medicine 

Dudley  F.  Briggs,  M.D. 

Patsy  N.  Strouse,  R.N. 


This  article  presents  an  overall  view  of  the  many  facets 
of  occupational  medicine  and  of  their  impact  on  health 
costs.  Being  the  largest  private  purchaser  of  health  care, 
the  business  sector  is  extremely  concerned  about  health 
care  and  its  costs.  In  addition  to  the  many  contributions 
to  cost  containment  made  by  occupational  physicians,  the 
private  physician  also  makes  a significant  contribution 
in  this  field.  Currently,  health  education  programs  and 
prepaid  group  practices  are  being  implemented  for  the 
purpose  of  containing  health  care  costs. 


/'"OCCUPATIONAL  MEDICINE  is  a subspecialty  of 
preventive  medicine,  and  its  broad  purpose  is  the 
promotion  and  maintenance  of  the  physical  and  mental 
health  of  persons  at  work. 

Government  Regulations 

The  enactment  of  the  Williams-Steiger  Occupational 
Safety  and  Health  Act  of  1970  (OSHA),  which  became 
effective  April  28,  1971,  has  generated  considerable  inter- 
est in  the  development  of  occupational  health  programs. 
This  Act  states  that  all  employers  shall  provide  a safe 
working  place  for  all  employees;  it  further  mandates  spe- 
cific medical  examination  protocol  for  hazardous  exposure 
to  physical  and  chemical  agents.  The  occupational  physi- 
cian is  concerned  with  the  following  aspects  of  OSHA: 
(A)  surveying  hazards  at  the  work -place;  (B)  teamwork 
with  occupational  health  nurses,  safety  engineers,  and 


Dr.  Briggs,  Columbus,  Medical  Director,  Western  Electric 
Company,  Columbus;  Staff  Member,  Mt.  Carmel  Hospi- 
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The  Ohio  State  University  College  of  Medicine. 

Ms.  Strouse,  Columbus,  Head  Nurse  and  Health  Education 
Coordinator,  Western  Electric  Company,  Columbus. 
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industrial  hygienists  to  control  hazards;  (C)  diagnosis  and 
treatment  of  occupational  diseases;  (D)  selective  screen- 
ing examinations  for  placement  of  workers  on  jobs  appro- 
priate to  their  health  status;  (E)  knowledge  of  exposure 
standards  for  physical  and  chemical  agents  hazardous  to 
the  worker;  (F)  medical  evaluation  of  impairment  of 
injured  workers  returning  to  employment;  (G)  commu- 
nity rehabilitation  resources  and  how  to  use  them;  and 
(H)  reporting  and  recording  systems  for  developing  acci- 
dent- and  disease-frequency  statistics  as  well  as  epidemi- 
ology studies.1 

Although  OSHA  and  other  government  regulations 
have  added  to  the  health  related  costs  of  business,  they 
have  in  turn  played  a major  role  in  stimulating  contain- 
ment of  overall  health  care  costs  through  preventive 
medicine. 

The  present  overriding  national  priority  regarding 
health  care  is  cost  containment  and  cost  effectiveness. 
These  concerns  reflect  the  increase  in  the  nation’s  health 
care  costs  over  the  past  decade  — from  $53.7  billion 
(6.5%  of  GNP)  in  1968  to  $183  billion  (8.8%  of  GNP) 
in  1978,  according  to  the  Department  of  Health,  Educa- 
tion, and  Welfare  (DHEW). 

Business  is  the  largest  private  purchaser  of  health  care 
in  the  United  States  ($34.5  billion  spent  on  premiums  for 
group  health  insurance  in  1977). 2 From  1968  to  1978, 
Western  Electric  Company’s  corporate  expenditure  for 
group  health  insurance  increased  over  six  fold,  from  $23 
to  $152  million.  Clearly,  industry  has  a major  concern  in 
American  health  care. 

Medical  Services  Provided 

Occupational  health  programs  deal  with  the  health  of 
employees  as  related  to  their  work.  The  services  provided 
generally  are  related  to  the  size  of  the  employee  body  since 
there  are  no  laws  or  regulations  covering  the  scope  of 
health  programs. 

A large  company  such  as  Western  Electric  usually 
will  provide : 

(1)  Preplacement  Physical  Examination. — In  addi- 
tion to  placing  workers  on  jobs  appropriate  to  their  health, 


May,  1979  / 305 


it  also  discerns  preexisting  conditions  for  which  the  em- 
ployer has  relief  of  liability  for  aggravation  under  the 
second-injury  clause  of  Workers’  Compensation  law,  and 
also  to  identify  conditions  of  public  health  concern. 

(2)  Examination  for  Specific  Occupations. — To  in- 
sure continued  health  in  those  recurrently  exposed  to 
occupational  health  hazards  (eg,  noise,  asbestos,  chro- 
mates) . 

(3)  Fitness  Examinations. — We  instruct  our  super- 
visors to  refer  employees  who  appear  to  have  a health 
problem  that  interferes  with  attendance  or  performance. 
This  may  lead  to  discovery  of  a slowly  progressive  disease 
or  an  undiagnosed  condition  for  which  medical  care  had 
not  been  sought. 

(4)  Preretirement  Examinations. — All  employees  are 
afforded  an  opportunity  for  a full-scale  evaluation  and 
assessment  of  their  health  three  to  six  months  prior  to 
planned  retirement  to  give  them  an  opportunity  to  discern, 
treat  and/or  correct  any  health  problems,  as  well  as 
provide  counseling  regarding  this  critical  life  change. 

(5)  Treatment  of  Injuries. — Considerable  savings 
result  from  the  treatment  of  job-related  injuries,  primarily 
by  avoiding  time  off  the  job  for  what  usually  are  minor 
injuries. 

Savings,  too,  result  from  the  assessment  of  off-job 
injuries.  While  most  injuries  are  minor,  the  possibility  of 
more  serious  injury  is  present  and  our  evaluation  and 
referral  to  appropriate  care  reduces  the  use  of  hospital 
emergency  room  services. 

(6)  Treatment  of  Illness. — Nonoccupational  illnesses 
account  for  the  majority  of  our  40,000  per  year  patient 
visits.  While  ruptured  cerebral  aneurysms,  myocardial  in- 
farcts, and  other  emergent  situations  may  arise  in  our 
employee  population  of  7,000  while  at  work,  the  bulk  of 
patient  visits  are  for  relief  of  nondisabling  conditions. 
Based  on  this  experience,  we  concur  with  the  belief  that 
perhaps  80%  of  medical  encounters  are  for  psychophysical 
complaints.  Our  staff  of  eight  nurses  and  three  physicians 
render  primary  health  care  to  those  patients  for  whom 
adequate  treatment  can  be  given  that  may  enable  them 
to  continue  the  day’s  work. 

Occupational  health  programs  must  justify  their 
existence  in  terms  of  results  and  achievements.  In  1978, 
the  American  Medical  Association  initiated  a corporate 
visitation  program,3  to  discern  the  feelings  of  corporate 
managers  about  the  health  care  they  were  paying  through 
third-party  insurers.  The  program  hoped  to  establish  a 
dialogue  between  organized  medicine  and  the  business 
community.  Business  and  union  leaders  have  a mutual 
concern  over  escalating  health  care  costs,  realizing  that 
more  costs  do  not  necessarily  equate  with  better  health. 
Union  leaders  bemoan  the  increased  health  insurance  ben- 
efit which  takes  so  much  of  the  money  in  collective  bar- 
gaining that  it  detracts  from  the  rest  of  the  package;  and 
leads  to  their  support  of  a national  health  insurance  bill 
a la  Kennedy.4  The  business  sector  is  aware  that  physicans’ 
personal  share  of  health  care  costs  less  than  20%,  while 


the  decisions  physicians  make  are  controlling  about  70% 
of  health  care  expenditures. 

Sickness-Absence  Payments 

In  our  company,  sickness-disability  benefits  are  paid 
to  employees  disabled  by  illness  or  injury.  Payments  are 
equal  to  full  or  half  pay  for  a period  of  time,  depending 
on  the  length  of  their  service.  We  believe  physicians  are 
unaware  of  the  costs  that  accrue  when  employee-patients 
make  a tardy  return  to  work  following  a disability.  It 
seems  the  length  of  most  convalescent  periods  is  based  on 
the  erroneous  assumption  that  employees  are  all  perform- 
ing heavy  exertional  work.  My  staff’s  communication  with 
the  treating  physician  helps  to  optimize  the  convalescent 
time  by  relating  the  task  to  be  performed  with  the  stage  of 
recovery.  A reduction  of  absenteeism  by  one  day/year/ 
employee  represents  an  annual  saving  of  $297,000  in  our 
plant.  If  private  physicians  are  aware  of  the  loss-of-work 
impact  on  the  total  economy,  perhaps  they  will  look  at 
their  role  in  this  responsibility  more  closely. 

A thorough  knowledge  of  the  work  environment  is 
the  responsibility  of  the  occupational  physician.  We  do 
not  want  an  employee  to  return  to  any  work  which  will 
endanger  his  recovery.  When  evaluating  employees  during 
sickness  disability,  we  contact  the  private  physician  to 
discuss  the  work  demands  and  the  patient’s  condition, 
thereby  allowing  the  private  physician  to  participate  in 
the  determination  of  a return-to-work  date  appropriate  to 
the  patient’s  condition. 

Measuring  Health  Promotion  Programs 

It  is  extremely  difficult  to  justify  a health  promotion 
program  in  purely  economic  terms.  While  such  benefits  as 
lower  insurance  costs,  reduced  absenteeism  and  fewer 
Workers’  Compensation  claims  may  follow  a health  pro- 
motion program,  they  often  can  be  attributed  to  a variety 
of  other  factors.  With  health  care  costs  estimated  to  be 
approaching  10%  of  the  GNP  by  1983,  industry  is  stress- 
ing prevention  as  a means  for  cutting  costs. 

Western  Electric  has  had  prevention  and  screening 
programs  as  a corporate  policy  for  a long  time.  Recently, 
each  Western  Electric  Location  designated  one  person  to 
act  as  the  health  education  coordinator  to  insure  that  pre- 
vention and  screening  programs  are  consistent  and  on- 
going. Programs  that  we  have  been  involved  in  at  the 
Columbus  Works  are:  (1)  hypertension  screening,  (2) 
breast  cancer  screening,  (3)  cardiovascular  screening, 
(4)  alcohol/chemical  abuse,  (5)  periodic  health  exami- 
nations, (6)  accident  prevention,  and  (7)  stress  manage- 
ment. 

Currently,  we  are  planning  to  include  in  our  educa- 
tion programs:  (1  physical  fitness,  (2)  smoking  cessation, 
(3)  nutrition  and  weight  control,  and  (4)  wiser  buying 
(consumerism)  of  health  care  services. 

Considering  the  current  problems  facing  Americans 
today;  (high  divorce  rates,  escalated  consumer  costs,  infla- 
tion, unemployment)  it  is  not  surprising  that  almost  all 
diseases  are  now  considered  to  be  stress-related.  While  it 
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is  known  that  smoking,  overeating,  and  drinking  are 
linked  specifically  with  high  health  care  costs,  these  habits 
usually  are  stress  related.  These  reasons  have  led  us  to 
choose  stress  management  as  the  main  thrust  of  our  health 
education  program.  Our  medical  staff  is  trained  in  coun- 
seling and  crisis  intervention  and  offers  assistance  to 
workers  in  dealing  with  personal  problems.  Currently,  we 
are  making  presentations  on  the  subject  of  stress,  with 
emphasis  on  recognition  and  management  of  stress,  avail- 
able to  all  employees. 

We  realize  that  the  measures  of  effectiveness  of  health 
promotion  programs  should  be  outcome-oriented,  how- 
ever, some  of  the  benefits  are  intangible  and  relate  to  sub- 
jective, quality-of-life  values  rather  than  longevity.  Ac- 
cording to  Weinstein  and  Stason,  “the  tradeoffs  between 
present  and  future  health  benefits  and  costs  must  be  con- 
sidered . . . particularly  for  screening  or  preventive  pro- 
grams for  which  the  costs  are  immediate  but  the  health 
benefits  are  in  the  future  . . . for  a given  health-benefit 
goal,  the  objective  is  to  minimize  the  cost  of  achieving  it.”5 

Looking  Ahead 

Because  of  the  success  of  prepaid  group  practices, 
now  popularly  referred  to  as  Health  Maintenance  Orga- 
nizations (HMOs),  in  reducing  hospitalization  and  their 
costs,  private  industry  has  approached  the  burgeoning 
costs  of  health  care  delivery  by  creating  prepaid  plans 
(Kaiser-Permanente,  Winston-Salem  Health  Care  Plan, 
Gillette  Company  in  Boston,  Employers  Insurance  of 
Wausau).  Egdahl  proposed  a hybrid  prepaid  plan,  indus- 
try-sponsored, which  would  capitalize  on  “the  untapped 
potential  of  in-house  clinics  for  providing  primary  care, 
along  with  expanding  responsibility  for  monitoring  occu- 
pational health,”  and  the  unique  opportunities  afforded 
for  preventive  care  with  large  populations.6’7  The  success 
of  such  plans  depends  on  the  participation  of  physicians  as 
partners  in  the  fiscal  aspects  of  health  care  delivery. 


Conclusion 

In  occupational  medicine,  cost  effectiveness  is  diffi- 
cult to  measure  in  exact  dollars.  Industry  believes  that 
occupational  health  programs  are  cost  effective  in  mea- 
surable as  well  as  intangible,  quality-of-life  ways.  Preven- 
tion of  adverse  health  effects  from  work,  by  monitoring 
workers  and  their  environment  is  our  objective.  The 
expense  of  absenteeism  is  experienced  by  all  consumers 
and  the  occupational  physician,  working  directly  with  the 
private  physician,  can  have  an  impact  on  reducing  this 
cost.  Almost  every  product  consumed  in  America  today 
has  health  care  costs  added  to  the  price.  HMO  may  pro- 
vide an  answer  to  reducing  costs  in  the  future.  In  the 
meantime,  every  effort  to  keep  the  worker  healthy  and 
productive  leads  us  to  conclude  that  good  health  is  good 
business. 
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Cost  Effectiveness 


School  health  Programs 

M.  Robert  Huston,  M.D. 


Holmes  County,  Ohio  has  a developing  school  health  pro- 
gram for  its  two  consolidated  school  systems.  This  small 
rural  county  also  is  developing  its  county  health  depart- 
ment. The  current  school  programs  use  the  administration 
of  the  health  department  and  many  of  its  health  pro- 
grams, thereby  sharing  costs  and  maximally  utilizing  pub- 
lic funds  for  health  services. 


CHOOL  HEALTH  CARE  PROGRAMS  were  vir- 
tually nonexistent  on  an  organized  basis  in  Holmes 
County  prior  to  1970;  therefore,  the  Holmes  County  pro- 
grams are  still  at  a very  early  stage  of  development.  In  a 
sense,  the  school  programs  are  in  the  unique  position  of 
being  developed  in  a tightly  observed  cost  environment. 
The  Holmes  County  Health  Department  supervises  and 
administers  the  school  health  programs  with  consultation 
and  close  cooperation  with  the  Holmes  County  Medical 
Society. 

To  understand  the  developing  nature  of  Holmes 
County  school  health  programs,  one  must  “know  the 
territory.”  Holmes  County  is  predominantly  rural  in  char- 
acter with  a population  approaching  25,000.  It  is  basically 
conservative  and  still  relatively  isolated  from  urban  mores. 
Further,  nearly  one  third  of  the  population  is  Amish,  a 
religious  sect  extremely  conservative  in  its  approach  to 
public  school  education  and  somewhat  resistant  to  modern 
public  health  measures.  The  county  has  been,  and  still 
qualifies  as,  “Appalachia.”  While  the  county  population 
has  increased  by  3,000  or  4,000  people,  the  school  popula- 
tion has  remained  fairly  stable.  Within  the  last  20  years, 
the  schools  changed  from  nine  county  schools  and  one 
exempted  village  school  to  two  consolidated  county  school 
systems,  one  AA  and  one  A classification  by  size. 


Dr.  Huston,  Millersburg,  former  Chief  of  Staff,  Joel  Pom- 
erene  Memorial  Hospital,  is  a member  of  the  West  Holmes 
Local  School  District  Board  of  Education. 
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Of  further  interest  is  the  fact  that  the  County  Health 
Department  has  undergone  similar  changes  over  the  past 
25  years.  In  the  1950s,  Holmes  County  supported  a part- 
time  Health  Commissioner,  an  office  secretary  and  the 
County  TB  nurse.  The  County  Health  Department  was 
little  more  than  a vital  statistic  center  with  some  supervi- 
sion of  sanitation  and  potential  epidemic  health  programs. 
Now,  with  government  mandated  programs  and  other 
than  local  funding  for  additional  support,  the  County 
Health  Department  has  been  able  to  grow  to  include  the 
commonly  accepted  public  health  programs  of  school 
health,  child  development,  nutritional  support,  sanitation, 
venereal  disease,  and  family  planning.  By  necessity,  school 
and  health  programs  have  developed  simultaneously  and 
have  been  mutually  beneficial. 

Currently,  the  school  programs  are  principally  nurse 
and  school  administered  as  there  are  no  official  school 
physicians  in  either  school  system.  The  programs  devel- 
oped over  the  past  ten  years  encompass  the  following 
areas: 

Health  Screening 

(A)  Hearing. — Screening  is  routine  in  grades  1,  2, 
4,  6,  and  8 with  additional  teacher  and  parental  referrals. 
If  appropriate,  the  child  is  then  referred  for  further 
examination  to  the  family  physician  and/or  specialty  phy- 
sician of  the  family's  choice  or  to  the  County  Speech  and 
Hearing  Clinic  or  POD  Clinic.  The  latter  two  are  admin- 
istered by  the  county  health  department. 

(B)  Vision.-^  Screening  is  routine  in  grades  1,  3,  5, 
and  7.  Abnormalities  are  then  called  to  the  attention  of 
the  parents  by  letters  suggesting  further  professional  evalu- 
ation by  appropriate  ophthalmologists. 

(C)  Scoliosis. — This  is  the  newest  program,  and 
currently  screening  is  accomplished  on  all  seventh-  and 
eighth-grade  children.  Referrals  of  suspicious  cases  go 
directly  to  the  family  physician. 

Medical  Examination. — In  this  category,  the  school 
nurses  are  valuable  assistants  in  two  areas.  They  assist  with 
the  preschool  physical  examinations  at  the  Child  Develop- 
ment Clinic  of  the  Health  Department,  and  organize  and 
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assist  with  the  athletic  and  other  school-required  physical 
examinations  of  the  junior  and  senior  high  schools.  (Of 
special  note  here  is  the  fact  that  local  physicians  tradi- 
tionally have  performed  these  examinations  free  of  charge 
as  a public  service.)  With  the  school  consolidations  — and 
now  the  blossoming  girls  interscholastic  programs  — the 
various  programs  have  mushroomed  in  number  and  size 
whereby  nearly  50%  or  more  of  the  junior  and  senior 
students  receive  a rather  complete  physical  examination 
each  school  year. 

Health  Records. — The  nurses  assist  with  kindergarten 
registration  and  monitor  immunization  and  health  records 
of  all  students. 

Communicable  Disease  Control. — Screening  and  follow- 
up is  done  for  communicable  diseases,  especially  pedicu- 
losis, scabies,  and  pyoderma.  Scabies  has  been  a particu- 
larly acute  and  publicly  sensitive  health  problem  during 
the  past  two  years. 

Health  Education. — Classes  are  taught  by  the  nurses  on 
any  health  or  medically  related  problem  at  the  teacher’s 
request.  These  have  been  particularly  integrated  with 
County  Health  Department  programs  and  have  included 
menstruation,  human  sexuality  and  contraception,  vene- 
real disease,  feminine  hygiene,  blood  and  circulation, 
blood  pressure  and  the  heart,  and  first-aid.  Plans  are  now 
being  formulated  to  at  least  introduce  CPR  into  the 
schools.  In-service  programs  have  been  used  for  teachers 
and  parent-teacher  meetings. 

Less  well-defined  programs  either  have  been  initiated 
or  are  at  the  organizational  level.  These  include: 

Health  Counseling. — This  is  accomplished  by  home 
visits,  letter,  or  phone.  Principally,  the  nurse  serves  as  a 
liaison  between  the  school,  the  parents,  and  community 
resources. 

Dental. — Dental  screening  is  being  explored  by  the 
Health  Department.  At  present,  the  nurses  are  setting  up 
a self-administered  fluoride  application  program. 

Interviews  with  the  school  nurses  indicate  the  follow- 
ing additional  concerns: 


Health  of  School  Personnel. — At  present  only  tuberculin 
skin  tests  are  made  available  to  the  teachers. 

Definition  of  School  Health  Policies. — As  yet  no  uniform, 
clearly  stated  policy  is  presented  throughout  the  school 
systems. 

Goals. — At  the  present  stage  of  development,  communi- 
cation is  needed  between  school  personnel  and  the  school 
nurse.  Information  desired  by  the  medical  personnel  cen- 
ters around  the  physical  problems  and  medications  of  indi- 
vidual students  and  current  special  illnesses  and  hospitali- 
zations that  would  require  special  consideration  on  the 
return  to  school.  In  addition,  the  school  personnel  need 
to  be  more  familiar  with  the  health  records  and  special 
health  problems  of  the  students. 

The  Holmes  County  School  Health  programs  had  a 
budget  of  nearly  $22,000  for  the  calendar  year  1978.  Con- 
tracts with  the  schools  were  for  $2.60  per  student,  about 
62%  of  the  budget.  The  remainder  was  subsidized  by  the 
Health  Department  from  its  general  funds.  The  contract 
for  1979  calls  for  $3.25  per  student  with  a proportionately 
increased  budget.  Expenses  related  directly  to  the  school 
health  nurses  are  $16,500,  the  health  department  admin- 
istratively supplying  25%  of  the  budget. 

As  pointed  out  earlier,  Holmes  County  is  fortunate  to 
have  the  school  programs  and  health  department  develop- 
ing simultaneously.  Of  course,  there  are  intangibles  hard 
to  earmark  as  they  directly  relate  to  school  health.  We 
still  have  a great  deal  of  volunteer  work,  by  many  people, 
using  the  resources  of  the  emergency  system,  family  phy- 
sicians, the  health  department,  and  other  related  health 
care  providers.  Much  has  been  accomplished,  but  much  is 
yet  to  be  done.  However,  with  the  continued  cooperation 
of  the  schools,  the  health  department,  and  the  local 
medical  and  dental  societies,  an  outstanding  school  health 
program  will  continue  to  develop  with  the  maximum  of 
efficient  use  of  public  funds. 

Acknowledgment:  Maurice  Mullet,  M.D.,  Holmes  County  Com- 
missioner, and  Carole  Burkey,  R.N.,  and  Judy  Mohr,  R.N., 
school  nurses,  assisted  in  the  preparation  of  this  report. 
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Cost  Effectiveness 


Cost  Effectiveness  in  Ohio  Hospitals 

Richard  D.  Telkamp 


Radiator  valves  and  industrial  engineers  and  closed- 
circuit  television  all  have  their  places  in  hospital  cost 
containment,  but  real  cost  effectiveness  comes  from 
basic  good  management  and  a daily  desire  to  "do  it 
better." 


r"PHERE  IS  NO  MAGIC  ELIXIR  that  brings  cost 
effectiveness  to  a hospital.  There  is  no  assurance  that 
today’s  cost-effective  hospital  will  be  cost  effective  tomor- 
row, and  it  is  fairly  certain  that  no  one  hospital  is  100% 
cost  effective  in  all  possible  ways. 

In  the  belief  that  hospitals  would  benefit  from  an 
exchange  of  ideas  and  practices  that  have  been  found  to 
be  cost  effective,  the  Ohio  Hospital  Association  (OHA) 
has  compiled  a collection  of  thumbnail  sketches  of  cost- 
effective  management  practices.  These  ideas  were  re- 
ported as  being  in  use  in  a number  of  Ohio  hospitals  and 
are  published  and  distributed  in  looseleaf  form  so  that 
each  hospital  may  have  access  to  them.  It  is  hoped  that, 
where  appropriate,  hospitals  will  adopt  the  ideas  in  the 
interests  of  furthering  their  own  cost-containment  efforts. 
It  is  from  this  collection  that  much  of  the  material  in  this 
article  is  drawn. 

Budgeting  and  Control 

Perhaps  the  most  pervasive  approach  to  hospital  cost 
effectiveness  is  a strong  budgeting  and  control  system.  The 
budgeting  process,  with  the  control  element  of  monthly 
performance  reports,  provides  an  excellent  vehicle  for 
increasing  the  cost  awareness  of  the  entire  institution.  A 
successful  budgeting  process  involves  physicians,  the  board 
of  trustees,  executive  officers,  the  budget  director,  and  all 
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department  heads.  To  facilitate  communication,  one  hos- 
pital holds  budget  seminars,  which  are  conducted  by  the 
budget  director.  And  the  department  heads,  in  groups  of 
four  or  five,  help  formulate  plans  for  budgeting  the 
coming  year.  On  a strict  schedule,  the  needs  of  each 
department  — number  of  personnel,  salaries,  and  supplies 
- are  prepared  by  each  department  head,  approved  by 
the  responsible  executives,  and  forwarded  to  the  budget 
director  for  consolidation  into  a master  budget  which 
receives  final  corrections,  adjustments,  and  approval  from 
the  board  of  trustees.  Variance  reports  are  submitted 
monthly  to  each  department  head  for  review  and  neces- 
sary action. 

A significant  element  in  the  hospital  budget  is  man- 
power. Determining  appropriate  levels  of  staffing  is  fre- 
quently controversial,  sometimes  taking  more  the  charac- 
teristics of  a fine  art  than  those  of  a management  science. 
Some  people  feel  that  the  use  of  industrial  engineering 
applications  lends  a degree  of  objectivity  to  the  manpower 
budgeting  process.  By  analyzing  the  workload  and  the 
measure  of  service  required,  engineers  are  able  to  project 
the  staffing  requirements  in  a given  area,  including  the 
mix  of  employees  by  skill  level.  Having  made  that  deter- 
mination, hospital  management  is  confronted  with  the 
practicalities  of  increasing  or  decreasing  the  work  force  to 
match  the  daily  changes  in  the  workload. 

It  is  sometimes  possible  to  better  match  the  force  and 
the  load  through  use  of  core  personnel  with  available 
“call-in”  part-time  or  per  diem  personnel.  This  prevents 
unnecessary  manning  for  peak  periods.  However,  this 
approach  may  be  difficult  in  some  labor  markets.  Hospi- 
tals have  found  from  careful  study  that  slack  periods  can 
be  predicted  and  costs  constrained  by  encouraging  em- 
ployees to  take  vacations  or  unpaid  time  off  when  hospital 
occupancy  is  reduced.  Conversely,  hospitals  find  it  cost 
effective  to  tightly  control  overtime.  It  is  customary  to 
require  prior  permission  by  the  supervising  authority  be- 
fore overtime  is  allowed  for  any  purpose  except  emergency 
measures.  Where  possible,  compensatory  time  in  the  same 
period  helps  to  minimize  overtime  premium  and  holds 
down  costs.  Perhaps  the  most  appropriate  time  to  con- 
sider changes  in  personnel  levels  is  before  the  person  is 
hired  or  the  position  is  added  to  the  budget.  Position 
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control  programs  call  for  the  full  justification  of  any  new 
position  based  on  demonstrated  needs. 

Sometimes  personnel  can  be  used  more  efficiently  if 
the  forethought  in  facility  planning  is  adequate.  One  hos- 
pital reported  that  in  an  expansion  program  a double  set 
of  doors  was  installed  so  that  obstetric  beds  could  be 
used  as  medical/surgical  beds  if  the  need  arose.  These 
“swing”  beds  are  accessible  to  either  nursing  station. 


Construction  and  Plant  Operation 

Another  example  of  cost-effective  construction  plan- 
ning was  submitted  by  a hospital  which  said  “our  building 
program  includes  the  installation  of  a kathebar  unit, 
which  is  a heat  reclamation  system.  Fresh  air  is  preheated 
with  used,  warm,  inside  air.  A new  substation  brings  elec- 
tricity into  the  entire  hospital  at  a wholesale  rate.  The 
building  program  uses  the  latest  in  energy-saving  construc- 
tion design  including  minimum  windows  and  better  insu- 
lation.” 

Energy  conservation  has  had  great  emphasis  in  hos- 
pitals. Unfortunately,  conservation  isn’t  always  free,  and 
a simple  cost/benefit  analysis  is  complicated  somewhat  by 
the  equally  serious  question  of  conserving  America’s  re- 
sources. Hospitals  have  found  the  following  measures  to  be 
cost  efficient  and/or  conservationally  justifiable: 

1.  Putting  individual  heat  controls  on  each  radiator, 
eliminating  a zone  system. 

2.  Using  computers  to  monitor  electrical  systems  and 
turn  off  designated  equipment  for  specified  periods  of 
time. 

3.  Installing  new  windows  that  reduce  glare  and 
make  it  easier  to  heat  and  cool  the  hospital.  (The  pro- 
jected savings  will  pay  for  the  windows  within  three 
years. ) 

Other  cost-effective  changes  in  the  physical  plant  are 
not  as  visible  as  replacing  windows.  Use  of  long-life  light 
bulbs  saved  the  electrician’s  time  and  resulted  in  the  elimi- 
nation of  $7,000  in  maintenance  contracts  on  the  nurses’ 
call  system  and  on  refrigeration  and  ice  machines. 

A number  of  hospitals  have  reported  cost  efficiencies 
stemming  from  doing  most  of  their  own  maintenance  work 
without  having  to  call  in  additional  servicemen.  In  addi- 
tion to  being  cost  effective,  sending  maintenance  men  to 
schools  on  air  conditioning,  refrigeration,  electrical  wiring, 
and  plumbing,  plus  programs  that  are  sponsored  by  equip- 
ment suppliers  may  also  provide  job  enrichment  with  im- 
measurable savings  over  the  term  of  the  employee’s  tenure 
with  the  hospital. 

Concern  about  the  well-being  of  those  in  the  hospital 
— patients,  employees,  visitors,  and  others  — also  has 
created  opportunities  for  cost  effectiveness.  In  one  case, 
closed-circuit  television  facilitated  the  elimination  of  three 
security  positions.  Managing  the  risks  related  to  the  hos- 
pital security  and  safety  is  an  emerging  specialty  in  hospi- 
tals, and  an  increasing  number  of  hospitals  are  finding 
that  the  savings  in  reduced  incidents,  insurance  premiums, 


and  claims  more  than  justify  the  cost  of  devoting  full-time 
staff  to  the  risk-management  function. 


Conclusion 

These  are  but  a few  of  more  than  250  cost-effective 
management  practices  and  ideas  found  in  the  OHA’s 
manual.  Each  of  them  contains  a reminder  that  the  es- 
sence of  hospital  cost  effectiveness  may  be  summarized  in 
Thomas  Alva  Edison’s  dictum:  “there’s  a better  way  to 
do  it,  find  it.”  Hospital  cost  containment  committees  have 
been  organized  to  find  that  “better  way.”  Typically,  these 
committees  face  the  challenge  of  discussing  cost  studies, 
doing  departmental  analysis,  studying  cost  behavior,  look- 
ing at  controllable  and  uncontrollable  costs  within  the 
hospital,  and  communicating  technics  which  allow  for 
better  cost  control. 

While  cost  containment  committees  have  ample  am- 
munition to  win  the  battle  for  cost  effectiveness,  they  have 
not  fully  brought  to  bear  the  most  effective  weapon  in  the 
arsenal  — the  physician.  Ultimately,  all  conversation 
about  hospital  cost  effectiveness  must  evolve  to  the  phy- 
sician. Physicians  should  be  encouraged  to  seek  a more 
active  role  and  make  their  voices  heard  in  future  cost- 
containment  activities  undertaken  by  hospitals. 
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insurance  policy.  Why  talk  with  a Pico  Life  representative? 
Well,  unless  you’re  extremely  well  insured,  you  will 
be  purchasing  additional  life  insurance.  You’ll  need  more 
coverage  to  offset  the  effect  of  inflation  on  plans  for 
your  family’s  financial  security,  should  something 
happen  to  you.  You’ll  need  more  coverage  to  increase  the  level 
of  guaranteed  income  during  your  slow  down  year's.  We  have 
comprehensive,  low  cost  plans  to  meet  these  objectives. 
There’s  another  reason  we’d  like  to  talk  with  you.  As 
part  of  a physician  controlled  insurance  organization, 
we  have  a special  interest  in  your  future.  We’cl  like  you 
to  have  an  interest  in  ours.  No  stock  purchase  is  necessary. 

All  you  do  is  purchase  the  life  insurance  you  need. 

When  we  call  for  an  appointment,  let’s  talk. 


Pico  Life  Insurance  Company 

6100  Channingway  Boulevard 
Columbus,  Ohio  43227 
Telephone  (614)  864-0280 


A Subsidiary  of  Physicians  insurance  Company  of  Ohio  (PICO) 


Cost  Effectiveness 

Midwest  Foundation  for 
Medical  Care,  Cincinnati 

Stephen  P.  Hogg,  M.D. 


In  1971,  the  Cincinnati  Academy  of  Medicine  incorporated 
the  Midwest  Foundation  for  Medical  Care.  The  Foundation 
was  a physician  response  to  questions  concerning  the  cost 
and  quality  of  health  care.  It  is  estimated  that  in  19 78 
the  Midwest  Foundation  accounted  for  a net  savings  of 
two  million  health  care  dollars  in  the  Greater  Cincinnati 
area.  The  organisation  of  the  Foundation  and  its  current 
activities  are  summarised  herein. 


ONTROL  RISING  COSTS.  Increase  access.  Moni- 
tor quality.  Improve  benefit  specifications.  These 
serious  challenges  were  first  voiced  by  government,  labor, 
business,  consumer  groups,  and  others  in  the  late  1960s 
and  early  1 970s.  Some  felt  that  the  answer  lay  in  the 
closed-panel  Health  Maintenance  Organization  (HMO). 
When  the  Greater  Cincinnati  AFL-CIO  Central  Labor 
Council  requested  a meeting  with  representatives  of  the 
Academy  of  Medicine  of  Cincinnati,  one  was  arranged 
promptly  with  the  Executive  Committee  of  the  Council 
of  the  Academy.  They  were  informed  that  the  Central 
Labor  Council  had  received  a federal  grant  to  study  the 
feasibility  for  development  of  a closed-panel,  prepaid 
group  medical  practice  in  the  Cincinnati  area. 

The  Academy  representatives  maintained  dialogue 
during  the  feasibility  study.  However,  the  encounter  trig- 
gered increased  physician  interest  in  this  health  delivery 
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dren’s, Christ,  and  Deaconess  Hospitals;  Member  Cour- 
tesy Staff,  Good  Samaritan  Hospital;  and  Associate  Clini- 
cal Professor  of  Otolaryngology,  University  of  Cincinnati 
College  of  Medicine. 
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model  and,  more  importantly,  in  the  possibility  that  alter- 
native models  might  be  developed  to  deliver  cost-effective 
health  care  while  retaining  freedom  of  choice  of  physician 
and  fee-for-service  medicine. 

Recognizing  the  validity  of  these  challenges,  con- 
cerned physicians  in  Southwest  Ohio  began  to  examine 
ways  in  which  organized  medicine  could  be  more  respon- 
sive to  issues  regarding  both  quantitative  as  well  as  quali- 
tative factors  in  the  delivery  of  medical  care.  They  learned 
that  physicians  on  the  West  Coast,  through  their  county 
medical  societies,  had  developed  nonprofit  corporations 
called  foundations  for  medical  care.  The  thrust  of  these 
physician-controlled  organizations  was  to  improve  the 
benefit  specifications  of  group  health  insurance  contracts 
by  ensuring  appropriate  use  and  quality  of  services  while 
maintaining  freedom  of  choice  of  physician  and  fee-for- 
service. 

After  considerable  research  and  development,  the 
Cincinnati  Academy  of  Medicine  incorporated  the  Mid- 
west Foundation  for  Medical  Care  in  1971. 

History  and  Development 

Those  who  created  the  Foundation  acknowledged 
that  while  physicians  should  assume  primary  responsibility 
for  achievement  of  goals,  all  major  elements  of  the  health- 
care system  should  be  involved  actively  for  the  greatest 
success.  This  concept  required  intensive  physician  edu- 
cation and  long  negotiating  sessions  with  hospitals  and 
other  providers,  group  health  insurance  carriers,  and 
major  employers.  As  a result  of  these  meetings,  partici- 
pating agreements  were  obtained  with  87%  of  the  physi- 
cians and  all  of  the  hospitals  in  the  area.  Without  govern- 
ment intervention  or  control,  this  community-coordinated 
system  could  operate  within  the  existing  delivery  and 
financing  structure.  The  Foundation  could  address  issues 
while  protecting  the  best  interests  of  all  parties  concerned. 

The  first  objective  of  the  Midwest  Foundation  was  to 
identify  ways  in  which  health-insurance  contracts  could  be 
redesigned.  This  redesign  was  aimed  at  covering  health 
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services  in  a manner  more  closely  approximating  how 
medicine  is  practiced,  without  proportionately  increasing 
health  insurance  premiums.  A study  of  inpatient  hospital 
utilization  indicated  significant  over-utilization  primarily 
due  to  benefit  specifications  of  group  health  insurance 
contracts.  It  quickly  became  apparent  that  if  hospital 
utilization  could  be  reduced,  monies  would  be  available  to 
pay  for  more  services  in  the  much-less-expensive  outpa- 
tient setting  and  in  the  physician’s  office  without  jeopar- 
dizing quality  of  care. 

Nondelegated  Concurrent  Utilization  Review 

After  study,  the  Board  of  Trustees  of  the  Foundation 
authorized  the  development  of  an  inpatient,  concurrent 
utilization  review  program.  This  program  was  supported 
fully  by  the  Academy  of  Medicine,  and  it  became  opera- 
tional in  1974.  It  was  recognized  that  although  this  pro- 
gram would  be  controlled  and  conducted  by  physicians, 
assistance  would  be  needed  to  identify  and  facilitate 
physician  review7  of  individual  admissions.  Thus,  “nurse 
coordinators”  were  hired  and  trained,  and  medical  review 
criteria  were  written  and  approved. 

The  next  step  was  to  identify  insurers  who  were 
interested  in  and  who  would  support  this  new  program 
which  offered  ( 1 ) complete  free  choice  of  physician  and 
hospital,  (2)  traditional  reimbursement  for  health  ser- 
vices, and  (3)  a review  program  ultimately  designed  to 
assist  in  the  development  of  fully  comprehensive  coverage 
for  virtually  all  health  care  needs.  Early  in  1974,  the  first 
employer  group  to  come  under  “Foundation  review”  was 
a client  of  the  Union  Central  Life  Insurance  Company, 
and  Blue  Cross  of  Southwest  Ohio  soon  followed  with 
major  support.  The  Midwest  Foundation  quickly  became 
a viable  entity  producing  measurable  impact  in  its  first 
year  of  operation. 

Within  a short  time,  the  Health  Insurance  Associa- 
tion of  America  (HIAA),  the  parent  coordinating  body 
of  the  private  insurance  industry,  endorsed  the  Founda- 
tion’s review  program  and  recommended  support  and 
participation  by  its  member  companies.  By  agreeing  to 
participate  in  the  Foundation’s  program,  insurance  car- 
riers agreed  to  market  group  health  insurance  contracts 
that  achieved  at  least  certain  minimal  standards  and  to 
encourage  more  coverage  of  services  in  the  physician’s 
office.  The  insurers  also  agreed  to  accept  the  process  of 
the  Midwest  Foundation  Concurrent  Hospital  Utilization 
Review  Program  as  the  final  determination  for  appropri- 
ate level  of  care. 

The  physician-participating  agreement  states  that  the 
doctor  agrees  to  accept  the  determination  of  his  peers  for 
appropriate  level  of  care  for  hospital  utilization,  and 
he/she  further  agrees  to  accept  usual,  customary,  and 
reasonable  fees  as  full  payment  for  his  services. 

The  hospital  agreements  permit  the  Foundation/ 
physician-employed  nurse  coordinators  to  coordinate  and 
conduct  the  process  in  each  hospital  on  all  patients  cov- 
ered by  Midwest-Foundation-sponsored  contracts.  Since 
the  utilization  review  process  is  concurrent,  hospitals  are 
assured  full  reimbursement  without  retroactive  denial. 


Insurer  support  is  generated  by  the  fact  that  utiliza- 
tion is  monitored  by  a concurrent  review  process  and  hos- 
pital reimbursement  is  controlled  by  physician  decisions. 
Also,  the  insurer’s  ability  to  offer  Midwest  Foundation 
endorsement  of  group  health  insurance  contracts  permits 
its  client-employers  to  provide  additional  benefits  to  em- 
ployees without  a proportionate  increase  in  cost  for  these 
benefits.  This  actually  has  occurred  in  many  of  the  con- 
tracts which  have  been  under  Foundation  sponsorship  for 
several  years.  These  groups  are  experience-rated  and  their 
good  utilization  experience  has  resulted  in  no  premium 
increase,  despite  the  inflation  in  hospital  costs. 

Data  and  Statistics 

During  each  of  its  five  years  of  operational  history, 
the  Foundation  has  grown  and  expanded.  Currently,  14 
nurse  coordinators  are  employed  in  key  roles  in  the  non- 
delegated review  process.  Very  significant  cost  contain- 
ment and  contract  improvements  have  been  achieved 
because  88%  of  the  physicians  in  active  private  practice  in 
the  Greater  Cincinnati  area  and  all  acute-care  hospitals  in 
Hamilton  and  Clermont  Counties  (15)  now  participate 
in  the  Foundation’s  programs. 

As  of  April  1,  1979,  nineteen  insurers  representing 
3,370  employers  covering  404,438  people  are  participating 
in  the  Midwest  Foundation  review  program.  During  1978 
(the  last  full  year  for  which  data  is  available),  the  Foun- 
dation performed  review  of  28,627  admissions.  These 
reviews  resulted  in  an  average  length  of  stay  of  approxi- 
mately one  day  less  (6.3  days)  than  the  Cincinnati  com- 
munity average  of  all  patients  under  65  years  of  age  (7.3 
days) . On  an  average,  the  total  hospital  bill  for  the  admis- 
sions reviewed  was  $100  less  than  the  cost  of  the  average 
admission  not  under  Foundation  review.  If  this  savings  in 
days  and  dollars  is  applied  to  the  28,627  admissions  re- 
viewed, a total  gross  savings  of  $2,862,700  was  realized. 
When  the  cost  of  operating  the  program  ($16.50  per 
review  times  28,627  = $472,342)  is  subtracted,  there  is  a 
potential  net  savings  of  $2,390,355  ($2,862,700  minus 
$472,345). 

The  estimated  immediate  direct  savings  in  1978  due 
to  the  Foundation  program  is  indicated  in  The  Table.  It 
is  difficult  to  measure  or  to  estimate  the  total  value  of  the 
program  in  terms  of  long-range,  indirect  savings.  Obvi- 
ously, however,  more  efficient  use  of  existing  hospital  beds 
allows  those  beds  to  serve  more  people,  provides  oppor- 
tunity for  elimination  or  alternate  use  of  excess  beds,  and 
greatly  reduces  the  need  for  possible  construction  for  new 
beds.  Also,  it  is  very  difficult  to  identify  the  value  of  the 
“spill  over”  effect  which  certainly  occurs  when  an  effec- 
tive review  program  encompasses  approximately  50%  of 
the  admissions  in  a geographic  area. 

Elective  Surgery  Consultation  Program 

Recently,  the  Foundation  has  expanded  its  efforts 
relating  to  cost  and  quality  of  care.  In  November,  1976, 
Midwest  Foundation  agreed  to  serve  as  the  “referral 
center”  for  a Blue  Shield  pilot  program  designed  to  offer 
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full  coverage  for  subscribers/patients  who  voluntarily  wish 
to  obtain  a second  professional  opinion  relative  to  elective 
surgery.  Approximately  250  physicians  representing  all 
specialties  have  signed  agreements  to  serve  as  participating 
consultants.  This  program  now  is  available  to  all  insurers 
and  employers  who  agree  to  Foundation  stipulations 
including  requirements  that  the  benefit  must  be  offered 
on  a purely  voluntary  basis  and  that  Midwest  Foundation 
must  review  and  approve  all  data  before  release. 

This  pilot  program  offers  the  following  benefits  to 
organized  medicine  in  Southwest  Ohio: 

( 1 ) Allows  an  opportunity  to  study  both  the  cost 
and  quality  impact  of  full  coverage  for  “second 
opinions.” 

(2)  Provides  a structured  system  facilitating  patient 
access  to  consulting  opinions. 

(3)  Provides  the  mechanism  to  collect  data  on  this 
subject  which  can  be  compared  to  studies  not 
under  physician  jurisdiction. 

Perhaps  the  most  important  aspect  of  physician  in- 
volvement in  such  a program  is  the  enhancement  of 
informed  consent.  The  availability  to  the  patient  of  a 
covered  second  opinion  before  elective  surgery  on  an 
organized,  no  direct-cost  basis  and  at  his/her  option  likely 
will  improve  general  communications  between  physicians 
and  patients  concerning  the  indications  for  elective  sur- 
gery and  other  methods  of  handling  the  health-care 
problem. 

Improved  communications  benefit  both  physicians 
and  patients.  The  lack  of  understanding  and  unrealistic 
expectations  which  often  give  rise  to  unfounded  malprac- 
tice suits  should  be  diminished  by  the  increased  education 
of  the  patient  and  an  understanding  of  alternate  treatment 
methods.  This  will  facilitate  a greater  depth  of  meaning 
to  “informed  consent”  before  elective  surgery. 

Currently,  two  insurers  and  three  self-insured  em- 
ployers are  participating,  representing  approximately 
100,000  individuals. 

Impartial  Medical  Opinion  Program 

The  most  recent  program  developed  by  Midwest 
Foundation  became  operational  on  March  1,  1979.  The 
Impartial  Medical  Opinion  Program  was  created  in  re- 
sponse to  insurer  and  employer  expressions  of  concern 
regarding  potential  abuse  of  employee  disability  income 
benefits.  Through  this  program,  insurers/employers  are 
offering  the  availability  of  independent  medical  examina- 
tions within  two  days  of  notification  to  Midwest  Foun- 
dation. 

At  this  writing,  36  physicians  are  participating.  As  of 
March  23,  1979,  one  case  has  been  referred,  resulting  in 
a return  to  work  nine  days  earlier  than  originally  planned. 
Experience  of  other  such  programs  of  longer  standing  has 
shown  that  approximately  50%  of  the  employees  sched- 
uled for  such  examinations  fail  to  report  for  the  appoint- 
ment, choosing  instead  to  return  to  work. 


Statistical  Summary — 12-Month  Period — 1978 

1.  Participating  insurers — 19 

2.  Participating  employers — 3,370 

3.  Total  people  covered  — 404,438 

4.  Admissions  reviewed  — 28,627 

5.  Average  length  of  stay  — Midwest  Foundation 
admissions  — 6.3  days 

6.  Community  average  length  of  stay — patients 
under  65  years  of  age  (includes  admissions  re- 
viewed by  Midwest  Foundation)  — 7.3  days 

7.  Days  saved  per  admission — 1 

8.  Total  days  saved  — 28,627 

9.  Dollars  saved  per  admission  reviewed  — $100 

10.  Gross  dollars  saved  — $2,862,700 

11.  Cost  of  reviews  — $472,345 

12.  Total  net  savings  — $2,390,355 


Research  and  Development 

The  Midwest  Foundation  continues  to  act  as  the 
Academy  of  Medicine’s  research  and  development  organi- 
zation seeking  solutions  for  medical/socioeconomic  issues. 
Some  of  the  programs  have  been  implemented  and  con- 
tinue to  be  operated  by  the  Foundation,  while  others  have 
been  researched,  developed,  and  spun  off  as  independent 
corporations. 

The  Ohio  Area  One  PSRO,  Medco  Peer  Review, 
Inc.,  and  ChoiceCare®,  a physician-sponsored,  open-panel, 
prepaid  health  care  plan,  are  two  physician-developed 
corporations  designed  to  function  in  the  public  interest. 
These  two  corporations  were  developed  by  Midwest 
Foundation  and  incorporated  as  independent  organiza- 
tions. 

The  policies  of  the  Midwest  Foundation  and  other 
corporations  are  determined  by  their  respective  boards  of 
trustees.  The  physician  input  is  provided  by  board  mem- 
bers from  each  regional  county  medical  society  and  each 
specialty  society  except,  in  the  case  of  the  Professional 
Standards  Review  Organizations,  wherein  the  method  of 
election  of  the  physician  board  is  established  by  federal 
law  and  regulation. 


Summary 

Measures  of  accomplishment  and  local  impact  of  the 
Midwest  Foundation  can  be  judged  by  several  criteria: 

A What  has  it  done  for  the  physician’s  professional 
image? 

A What  has  it  done  for  professional  relationships 
with  other  health  care  providers,  such  as  hospitals, 
nursing  homes,  pharmacies,  and  insurers? 
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* What  has  it  done  for  the  public? 

Midwest  Foundation  has  provided  the  medical  pro- 
fession in  Southwest  Ohio  the  vehicle  for  responsible 
action  in  medical  management.  Without  the  Foundation, 
we  would  not  be  able  to  demonstrate  our  high-profile 
leadership  role  in  the  management  of  health-care  costs 
and  quality  assurance. 

None  of  our  local  accomplishments  could  have  oc- 
curred without  the  cooperation  of  the  providers  and 
insurers.  Providing  a mechanism  for  mutual  cooperation 
and  negotiation  has  produced  very  concrete  results. 

The  public,  of  course,  has  received  the  greatest  bene- 
fit from  our  efforts.  Aside  from  the  benefits  of  cost  con- 
tainment and  quality  assurance,  the  Foundation  program 
has  shown  that  physicians  can  act  responsibly  and  effec- 
tively without  government  funds,  regulations,  or  inter- 
ference. Through  achieving  one  of  its  primary  goals  — 
continuing  freedom  of  choice  of  physician  — the  Founda- 
tion is  providing  the  most  effective  mechanism  for  con- 
sumer input  into  the  health  care  system. 


Our  70th  Year 

K.  A.  Menendian 
has  been  known  for 
the  finest  quality  and  best  values  in 

ORIENTAL  RUGS. 

We  carry  a complete  selection  of  rugs  from  mats 
to  mansion  sizes.  Over  1500  rugs  in  stock  from 
Iran.  India.  China.  Pakistan.  Turkey,  etc. 

See  over  4,000  samples  in  our  newly  re- 
modeled carpet  showroom  from  Karastan  and 
other  fine  mills. 

We  specialize  in  Oriental  rug  cleaning  and 
repairing. 

KAMenendian 

1090  West  Fifth  Avenue 

294-3345 


1MMKE  CIRCLE 
LEASING  INC 


Endorsed  Leasing  Company 
Of  The  Ohio  State  Medical  Association 

Order  now  for  early  delivery  on  all  1979  models 

We  lease  all  foreign  and  domestic  makes  and  models 
including  Mercedes,  Jaguar,  Porsche,  etc. 

Many  people  think  of  leasing  as  just  automobiles. 

We  do  that  too,  but,  in  addition,  we  want  to  lease  you  any  professional  equipment. 


Immke  Circle  Leasing,  Inc. 

32  South  Fifth  Street 
Columbus,  Ohio  43215 

Telephone  614-228-1701  or  Toll  Free  1-800-282-0256 
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A reminder 

ZYLOPRIM 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drug  and  strict  attention  should  be  given  to  the 
indications  for  its  use.  Pending  further  investiga 
tion,  its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim"  (allopurinol)  is  intended  for: 

1.  treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout; 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation; 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels. 

CONTRAINDICATIONS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION.  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens-Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed.  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy, 
particularly  in  patients  with  pre-existing  liver  disease. 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis. 

In  patients  receiving  Purinethol®  (mercapto- 
purine)  or  Imuran®  (azathioprine),  the  concomitant 
administration  of  300-600  mg  of  Zyloprim  per  day 
will  require  a reduction  in  dose  to  approximately 
one  third  to  one-fourth  of  the  usual  dose  of  mercap- 
topurine  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinefnol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  of  Childbearing  Age 
Zyloprim®  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus. 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained 
It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1 ) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performer)  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIONS: 

Dermatologic:  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivityreactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastrointestinal  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular:  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death. 
Hematopoietic  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim® 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic:  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim. 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic:  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  Zyloprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy.  "Toxic" 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent;  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  followed 
by  Gutman  and  Yu  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy : Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting. 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported 
HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  100  and  1000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500.  Unit  dose  packs  for  each 
strength  also  available. 

Complete  information  available  from  your  local  B.  W. 
Co  Representative  or  from  Professional  Services  Depart- 
ment PML. 


U.S.  Patent  No.  3,624,205  (Use  Patent) 


& 

Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Cost  Effectiveness 


The  Pros  and  Cons  of  Independent 
Practice  Associations  (IPAs) 

Richard  T.  Burke 


The  Independent  Practice  Association  IIPAI  has  de- 
veloped due  to  cost  consciousness  in  provision  of  health 
care.  Currently,  several  IPAs  are  in  various  development 
states  in  Ohio.  It  is  important  that  physicians  be  aware 
of  and  understand  this  form  of  alternative  health  care 
delivery. 


THE  INDEPENDENT  PRACTICE  Association 
(IPA)/HMO  (Health  Maintenance  Organization) 
is  a relatively  new  concept  and  one  with  no  particularly 
specific  meaning.  To  the  extent  that  the  concept  was  at 
all  well-known  or  publicized,  the  term  IPA  had  its  origin 
in  the  1973  federal  HMO-enabling  legislation  (P.L.  93- 
22)  which  (among  other  things)  defined  two  types  of 
federally  qualifiable  HMOs,  one  of  which  was  the  indi- 
vidual practice  association  (IPA).  The  federal  law  has  its 
own  particular  requirements  for  such  a plan  — IPA, 
group  practice,  or  whatever  type  of  model  — to  qualify 
within  its  definition.  Since  there  are  still  more  “unquali- 
fied” than  qualified  HMOs,  the  term  IPA  is  now  broadly 
construed  by  many  in  the  health  care  field  to  include  all 
such  prepaid  plans  that  do  not  directly  employ  physicians. 

I prefer  to  think  of  an  HMO  as  an  IPA  if  the  par- 
ticipating physicians  continue  to  serve  the  majority  of 
their  patients  on  a fee-for-service  basis  and  contract  in 
some  form  with  an  HMO  or  IPA  entity  for  the  remainder 
on  a basis  which  involves  their  being  at  risk  for  the  care 
rendered.  (“Risk”  in  this  context  means  that  the  doctor 


Mr.  Burke,  Minneapolis,  Minnesota,  is  President  of  Charter 
Medical  Development  Corporation,  a Minnesota-based 
organization  specializing  in  the  development  and  manage- 
ment of  IPAs  and  HMOs.  His  firm  has  served  as  a con- 
sultant for  both  the  Cincinnati  and  Columbus  IPA  in 
their  planning,  development,  and  subsequent  management 
of  these  plans. 

Submitted  February  27,  1979. 


will  suffer  financially  to  some  extent  if  the  premium  col- 
lected by  the  HMO  is  inadequate  to  meet  expenses.)  In 
some  IPAs,  the  physicians  are  fully  “at  risk”  for  both 
medical  and  hospital  services;  in  others,  they  are  at  risk 
for  only  portions  of  each;  and  in  others,  physicians  are  not 
affected  financially  by  what  happens  with  hospital  utili- 
zation and  costs. 

Similarly  in  some  IPAs,  physicians  are  paid  under  a 
“discounted”  fee-for-service  system,  with  a portion  of  their 
fees  withheld  as  a “contingency  reserve,”  repayable  if  the 
IPA  does  well  financially.  In  others,  the  doctors  are  paid 
a fixed,  per  capita  amount  of  money  for  each  HMO/ IPA 
enrollee  and  thus  are  only  affected  financially  by  the 
utilization  experience  of  their  own  patients. 

In  some  IPAs,  the  HMO  member  must  “sign  up” 
with  a designated  “primary  care”  physician  (variously 
defined)  ; in  some  instances  with  a particular  group  of 
doctors;  in  others  the  patient  has  unlimited  choice  of 
physicians  from  among  those  under  contract  with  the  IPA. 

In  any  of  its  various  forms,  however,  an  IPA  is  not 
an  “open  panel”  HMO  — at  least  not  so  far  as  the  suc- 
cessful examples  of  such  plans  are  concerned.  The  IPA  is 
as  much  a “closed  panel”  operation  as  its  group  practice 
and  staff  model  counterparts.  To  effectively  control  costs 
and  utilization,  IPA  members,  with  few  exceptions,  must 
be  limited  to  seeking  care  from  “participating”  (member) 
providers  under  contract  with  the  plan  — except  in  cer- 
tain tightly  defined  emergency  situations  when  it  is  medi- 
cally impossible  or  inappropriate  for  an  individual  to  seek 
care  through  a participating  provider  and/or  when  the 
required  services  are  not  available  through  a participating 
physician,  hospital,  or  pharmacy. 

The  Increasing  Popularity  of  IPAs 

A number  of  factors  contribute  to  the  fact  that  a 
rapidly  growing  number  of  the  new  HMOs  (those  feder- 
ally supported  and  those  which  are  not)  are  IPAs. 

Cost. — Compared  to  those  HMO  models  that  hire  their 
own  physicians  and/or  build  costly  new  medical  facilities, 
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the  IPA  represents  a very  inexpensive  way  to  provide 
health  care  on  a prepaid  basis.  A number  of  recent  IPAs, 
including  the  new  plan  in  Cincinnati  and  a new  IPA 
under  development  in  Columbus,  are  adaptations  of  other 
successful  IPAs  elsewhere  in  the  country.  The  two  new 
Ohio  IPAs  embody  major  elements  of  the  successful  Min- 
neapolis IPA,  the  Physicians  Health  Plan.  The  normal 
costly  investment  in  administrative  systems,  contracts,  and 
marketing  material  has  been  reduced  tremendously  by 
adapting  what  has  been  developed  and  operated  success- 
fully elsewhere. 

Successful  Prototypes. — For  many  years,  there  was  no 
satisfactory  evidence  that  the  IPA-HMO  could  be  oper- 
ated successfully,  both  in  competition  with  other  types  of 
HMOs,  with  commercial  insurance,  or  Blue  Cross-Blue 
Shield  plans.  This  is  no  longer  the  case.  There  are  now 
numerous  examples  from  which  new  IPA  sponsor  groups 
can  learn  how  to  avoid  pitfalls  and  mistakes  and  more 
reasonably  assure  the  IPA’s  success. 

Competitive  Pressures  From  Other  HMOs. — In  many 
communities,  the  primary  motivation  for  IPA  develop- 
ment has  been  the  competitive  pressures  emanating  from 
other  such  plans.  To  potential  consumers,  HMOs  are  in 
fact  a very  attractive  product  which,  when  offered  at  com- 
petitive prices,  will  be  selected  by  many  people  over  more 
traditional  forms  of  health  insurance.  Many  HMO  par- 
ticipants join  despite  the  need  to  relinquish  longstanding 
relationships  with  a personal  physician.  Compared  to 
commercial  health  insurance  and  Blue  Cross-Blue  Shield 
plans,  HMOs  typically  offer  increased  benefits,  fewer  ad- 
ministrative hassles  with  claim  forms,  a less-complicated 
product  in  general.  A substantial  number  of  the  people 
who  enroll  in  HMOs  thus  represent  a direct  patient  loss  to 
fee-for-service  practitioners.  As  this  patient  erosion  grows, 
the  drawbacks  to  joining  an  IPA  often  appear  less  impor- 
tant. 

Impact  of  IPA  Membership  on  the  Physician 

In  all  honesty,  I must  admit  that  there  may  be  com- 
pelling reasons  for  and  against  physicians  joining  an  IPA. 
On  the  negative  side,  IPA  membership  will  not  be  “busi- 
ness as  usual”  for  the  average  physician.  Some  will  have  to 
modify  their  style  of  practice  as  well  as  some  internal 
administrative  procedures.  In  most  cases,  joining  an  IPA 
will  involve  an  element  of  financial  risk  that  physicians 
practicing  in  a fee-for-service  setting  do  not  have. 

However,  if  the  plan  is  properly  managed,  and  utili- 
zation/costs are  tightly  monitored  and  controlled,  IPA 
membership  need  not  be  a financial  liability  for  the  phy- 
sician. The  potential  financial  risks  are  limited  because 
IPA  patients  will  typically  constitute  only  a small  per- 
centage of  any  individual  doctor’s  practice.  Also  most 
doctors  will  find  their  association  with  the  IPA  very 
favorably  accepted  by  their  patients.  To  the  extent  that 
the  very  extensive  utilization  review  activities  of  the  IPA 
are  successful  in  identifying  problem  areas  and  problem 
physicians,  the  overall  quality  of  care  received  by  IPA 
members  can  be  enhanced. 


The  principal  impact  of  the  IPA  on  its  participating 
doctors  is  likely  to  lie  in  the  area  of  their  referral  relation- 
ships. As  indicated  previously,  the  term  “open  panel”  is  a 
misnomer  as  it  is  so  often  applied  to  IPAs.  IPA  members 
are  required  with  few  exceptions  to  seek  their  medical 
care  through  member  physicians,  hospitals,  and  pharma- 
cies. Since  it  is  not  likely  that  all  physicians  in  a given 
area  will  participate  in  the  IPA,  existing  referral  relation- 
ships will  be  disrupted,  in  some  cases  permanently.  There 
also  is  a strong  likelihood  that  changes  in  referral  patterns 
required  for  the  IPA  will  carry  over  for  fee-for-service 
patients  as  well. 

Another  change  for  IPA  physicians  will  involve  the 
need  to  specifically  identify  their  IPA  patients,  both  for 
billing  purposes  and  to  comply  with  hospital  and  other 
utilization  control  requirements  of  the  HMO. 

For  the  average  physician,  membership  in  an  IPA 
can  either  be  a very  positive  or  a very  negative  experience. 
The  focus  of  the  IPA  will  be  toward  cost  control,  particu- 
larly with  regard  to  services  provided  in  the  hospital. 
Membership  in  an  IPA  may  thus  involve  very  profound 
changes  in  how  and  where  many  physicians  practice.  From 
the  standpoint  of  the  consuming  public,  however,  this  is 
not  an  unwelcome  change  and  the  quality  of  care  need  not 
be  compromised  in  any  manner. 

The  key  concept  is  cost  consciousness.  Critical  to  the 
success  of  the  IPA,  to  its  member  physicians  and  con- 
sumers, is  making  everyone  aware  of  the  cost  of  the  care 
provided:  evaluating  in  advance  if  a particular  hospital 
confinement  is  necessary,  if  certain  procedures  can  be 
performed  appropriately  on  an  outpatient  basis  at  a lesser 
cost,  whether  certain  laboratory  x-ray  procedures  are 
actually  necessary,  whether  an  admission  can  be  delayed 
to  more  closely  coincide  with  when  surgical  procedures 
are  to  be  performed,  whether  a procedure  might  be  per- 
formed in  a different  hospital  where  costs  are  likely  to 
be  less. 

The  word  “cost”  will  recur  again  and  again  — be- 
cause cost  consciousness  is  what  this  new  type  of  health 
care  delivery  system  is  all  about.  Though  it  may  sound 
crass,  it  is  increasingly  becoming  a fact  of  life  for  all  of  us. 

The  Cincinnati  and  Columbus  IPAs 

Probably  the  most  striking  feature  of  these  two  new 
IPAs  is  their  sponsorship.  Both  were  instituted  by  the 
Academy  of  Medicine  in  their  areas;  both  are  physician 
controlled;  neither  has  sought  federal  qualification  and/or 
funding  support.  Each  has  made  independent  arrange- 
ments for  investment  capital  to  finance  their  IPAs.  Prior 
to  beginning  operations,  each  plan  elected  to  impose  a 
mandatory  system  of  hospital  admission  controls  and 
physician  fee  limitations.  Sponsoring  physicians  in  both 
Cincinnati  and  Columbus  are  primarily  “at  risk”  for  the 
future  financial  experience  of  their  IPAs  — good  or  bad; 
both  have  made  IPA  membership  available  to  the  medical 
community  at  large,  rather  than  limiting  membership  to 
certain  groups  of  physicians  or  specialties. 

The  experience  of  these  two  new  IPAs  should  have 
a major  impact  on  how  and  whether  similar  plans  develop 
in  Ohio  over  the  next  few  years. 
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Cost  Effectiveness 


Use  of  Health  Insurance 

Carole  H.  Gerber 
Denise  L.  Shively 


In  recent  years,  there  has  been  increased  pressure  from 
all  sides  to  reduce  health  care  costs.  Individual  con- 
sumers, employers,  hospitals,  physicians,  health  planning 
and  government  agencies,  and  insurance  companies  must 
work  together  to  achieve  this  goal. 

Alternative  programs  initiated  by  Blue  Cross  Plans  are 
designed  to  maximize  cost-effectiveness  of  health  in- 
surance by  patients,  physicians,  and  hospitals.  These  pro- 
grams include:  preadmission  testing,  postdischarge  test- 
ing, coordinated  home  health  care,  hemophiliac  self- 
treatment,  and  outpatient  surgery.  These  programs  offer 
considerable  potential  for  saving  health  care  dollars. 
The  types  of  programs  described  are  available  in  Blue 
Cross  Plans  throughout  the  state  as  well  as  through  some 
commercial  health  insurers. 


/^\VER  THE  PAST  30  YEARS,  the  average  cost  of  a 

day  in  the  hospital  has  risen  1,200  percent,  according 
to  a recent  Consumer  Price  Index.  At  the  same  time, 
health  insurance  costs  also  have  increased  dramatically. 

Physicians  have  always  been  encouraged  by  the 
public  to  do  what  is  best  for  their  patients  regardless  of 
the  cost.  A “more  the  better”  philosophy  often  dominates 
the  demand  for  high  quality  care  because  advancing 
medical  technology  has  made  a wider  variety  of  services 
available.  This  demand  for  increased  services  has  con- 
tributed to  escalating  costs. 

The  health  insurance  industry  recognizes  that  con- 
sumers understandably  place  demands  on  the  physician 
and  the  health  care  community  to  provide  the  best  services 
available.  And,  on  an  individual  basis,  the  industry  realizes 
that  cost  containment  usually  is  perceived  as  an  abstract 
issue. 


Ms.  Gerber  and  Ms.  Shively,  Columbus,  communications 
specialists,  Blue  Cross  of  Central  Ohio. 
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In  recent  years,  however,  pressure  has  been  increas- 
ing from  all  sides  to  reduce  health  care  costs.  But,  for  cost 
effectiveness  to  work,  it  must  be  a cooperative  effort 
among  many  parties.  Blue  Cross  Plans  have  consistently 
maintained  that  individual  consumers  as  well  as  em- 
ployers, hospitals,  physicians,  health  planning  and  govern- 
ment agencies,  and  insurance  companies  must  share  this 
responsibility. 

Alternative  programs  initiated  by  Blue  Cross  Plans 
are  designed  to  maximize  cost-effectiveness  of  health  in- 
surance by  patients,  physicians,  and  hospitals.  Some  of 
these  programs  include:  preadmission  testing,  postdis- 
charge testing,  coordinated  home  health  care,  hemophiliac 
self-treatment,  and  outpatient  surgery.  While  efficient  use 
of  these  programs  by  the  medical  community  has  resulted 
in  considerable  saving  of  health  care  dollars,  a great  deal 
remains  to  be  done. 

The  operation  of  these  programs  in  one  Blue  Cross 
Plan  area  of  Ohio  demonstrates  the  potential  they  hold 
for  a more  cost-effective  use  of  health  insurance  dollars. 
The  types  of  programs  described  are  available  in  Blue 
Cross  Plans  throughout  the  state,  as  well  as  through  some 
commercial  health  insurers. 

Preadmission  and  Postdischarge  Testing 

Preadmission  testing  (PAT)  substitutes  outpatient 
services  for  identical  in-hospital  tests  which  often  consti- 
tute the  early  part  of  some  hospital  stays.  It  has  been  fairly 
well-utilized  by  physicians  as  a method  of  holding  down 
health-care  costs. 

Statistics  available  through  Blue  Cross  of  Central 
Ohio  (BCCO)  for  the  period  January  to  November  1978 
show  that  PAT  was  used  3,582  times  in  BCCO’s  29- 
county  area  with  resultant  savings  of  more  than  a quarter 
of  a million  dollars. 

Preadmission  testing  saves  the  physician  time  because 
test  results  are  on  the  patient’s  chart  at  the  time  of  admis- 
sion, eliminating  lost  time  in  locating  test  results  or  delay- 
ing treatment  because  of  incomplete  testing.  As  a result 
of  PAT,  the  physician  gains  more  time  flexibility  because 
treatments  can  be  scheduled  more  accurately. 
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PAT  reduces  the  cost  of  hospitalization  by  eliminat- 
ing room  and  board  charges.  In  addition  to  cutting  hos- 
pital costs,  use  of  preadmission  testing  benefits  the  patient, 
the  hospital,  and  the  community. 

PAT  may  reveal  a condition  that  must  be  treated 
before  the  patient’s  admission  to  the  hospital.  Because 
testing  has  been  done  in  advance,  the  physician  gains 
additional  lead  time  to  reschedule  the  actual  hospital 
treatment.  And  coming  in  for  tests  ahead  of  time  gives  the 
patient  an  opportunity  to  become  familiar  with  the  hospi- 
tal facility  before  admittance. 

By  shortening  the  time  that  the  patient  must  spend 
away  from  family  and/or  job,  preadmission  testing  often 
lessens  the  trauma  and  attendant  inconvenience  associated 
with  hospitalization. 

The  intent  of  PAT  is  a shorter  patient  stay  in  the 
hospital.  Guidelines  for  the  use  of  PAT  assure  that  the 
method  is  used  effectively.  They  provide  that  the  attend- 
ing physician  has  already  determined  that  the  patient 
requires  inpatient  care;  that  the  physician  schedule  hos- 
pital admission  to  follow  PAT;  and  that  the  tests  ordered 
through  the  preadmission  test  program  be  medically  valid 
and  relevant  to  the  admission. 

Like  preadmission  testing,  postdischarge  testing 
(PDT)  substitutes  identical  outpatient  tests  or  treatments 
for  in-hospital  procedures.  Under  the  postdischarge  testing 
and  treatment  program,  a patient  waiting  in  the  hospital 
only  for  follow-up  tests  or  treatments  may  be  discharged 
under  physician’s  orders.  Arrangements  for  PDT  are  made 
before  the  patient  leaves  the  hospital.  Guidelines  call  for 
tests  or  treatments  prescribed  by  the  physician  to  be  con- 
ducted within  ten  days  following  discharge. 

In  addition  to  making  more  efficient  use  of  hospital 
beds  and  reducing  demands  on  personnel,  postdischarge 
testing  saves  health  care  dollars.  Between  January  and 
November  1978,  savings  of  over  $24,000  were  realized 

I as  a result  of  323  cases  of  postdischarge  testing  in  Blue 
Cross  of  Central  Ohio’s  29-county  area. 

Coordinated  Home  Health  Care 

The  Coordinated  Home  Health  Care  Program  was 
designed  to  provide  an  alternative  to  continued  inpatient 
care.  Under  the  program,  the  physician  determines 
whether  patients  are  medically  eligible  to  recover  at  home 
and  then  works  with  the  hospital’s  discharge  planner  to 
arrange  for  the  care  through  a home  health  agency. 

The  goal  of  the  program  is  to  reduce  hospital  days  by 
substituting  hospital-level  services  in  a home  environment. 
The  effectiveness  is  measured  by  the  total  number  of  days 
that  attending  physicians  estimate  were  saved  through 
participation  in  the  home  care  program. 

The  program  has  demonstrated  significant  potential 
as  a cost-containment  tool  even  though  it  has  not  been 
heavily  used  in  the  central  Ohio  area.  Based  on  limited 
number  of  home  health  cases  evaluated  between  1975  and 
1978,  average  savings  were  approximately  $1,300  per  case. 
Coordinated  home  health  care  offers  many  advan- 


tages to  patients  and  community.  These  include  the  pro- 
motion of  psychologic  and  physical  well-being  by  placing 
the  patient  in  familiar  home  surroundings,  the  improved 
use  of  community  health  care  personnel  and  services,  and 
the  increased  availability  of  hospital  beds. 

Although  the  accessibility  of  home  health  care  ser- 
vices is  limited  to  areas  in  which  the  program  has  been 
coordinated  between  hospital  and  home  health  agency 
personnel,  its  widespread  use  is  dependent  upon  physician 
acceptance  of  the  concept. 

Hemophiliac  Self-Treatment  Program 

The  Hemophiliac  Self-Treatment  Program  is  an- 
other example  of  programs  being  explored  and  developed 
to  seek  out  every  opportunity  for  physician  involvement  to 
make  the  use  of  health  insurance  more  cost  effective.  In 
this  specialized  form  of  home  health  care,  patients  with 
hemophilia  learn  self-infusion  techniques  and  are  supplied 
with  anti-hemophilia  factor  (AHF)  for  the  home.  They 
are  then  able  to  start  prompt  treatment  at  the  onset  of  a 
bleeding  episode  at  home,  rather  than  seeking  treatment 
at  a hospital  emergency  room.  As  a result  of  prompt  treat- 
ment, the  probability  of  complications  leading  to  hospital 
admissions  is  lessened. 

Hospitals  in  each  of  the  Blue  Cross  Plan  areas  have 
been  approved  as  hemophilia  centers  by  the  Ohio  Depart- 
ment of  Health.  Hemophiliacs  receiving  treatment  under 
this  program  are  required  to  maintain  logs  of  any  bleeding 
episodes  and  must  present  these  logs  to  the  center  each 
time  additional  AHF  is  requested.  These  records  are 
reviewed  by  a physician  at  the  center  who  estimates  the 
number  ok  emergency  room  visits  and/or  hospital  inpa- 
tient days  saved  as  a result  of  the  prompt  injections  of 
AHF. 

Although  it  is  difficult  to  measure  the  cost-effective- 
ness of  this  program,  Blue  Cross  of  Central  Ohio  has 
collected  data  with  the  cooperation  from  the  patients  who 
are  receiving  treatment  and  the  treatment  centers.  Twelve 
hemophiliacs  in  the  BCCO  Plan  area  received  treatment 
under  the  program  from  July  1,  1977  to  June  30,  1978. 
According  to  physician  estimates,  258  emergency  room 
visits  and  393  inpatient  days  were  prevented  as  a result  of 
the  home  treatment.  The  cost-avoidance  savings  totaled 
approximately  $45,000. 

Outpatient  Surgery 

Increasing  numbers  of  insurance  companies  are 
including  outpatient  surgery  as  a basic  benefit.  Blue  Cross 
of  Central  Ohio,  for  example,  has  provided  coverage  for 
outpatient  surgical  procedures  since  1966.  This  coverage 
usually  parallels  that  provided  on  an  inpatient  basis.  It 
provides  the  physician  and  patient  an  incentive  to  use  this 
cost-effective  alternative  to  inpatient  hospitalization. 

In  recent  years,  the  pattern  of  medical  practice  has 
been  changing  with  respect  to  outpatient  surgery.  Today, 
an  increasing  number  of  surgical  procedures  that  would 
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have  required  at  least  a one-day  stay  in  the  hospital  a few 
years  ago  are  being  performed  on  an  outpatient  basis. 
According  to  Blue  Cross  patient  claims  studies,  these  pro- 
cedures typically  include  dilitation  and  curettage,  cysto- 
scopy, laparoscopy,  and  myringotomy  with  Teflon™  tube 
insertion. 

From  statistics  gathered  for  a one-year  period  ending 
in  June  1978,  approximately  7,250  BCCO  subscribers 
received  outpatient  surgical  treatment.  An  evaluation  of 
these  surgical  procedures  estimated  that  one-half  of  these 
cases  could  conceivably  have  resulted  in  inpatient  admis- 
sions and  an  additional  $268,000  in  total  costs. 

Although  surgical  procedures  are  covered  on  an 
inpatient  basis  by  hospital  insurance,  physicians  should 
consider  outpatient  surgery  as  a cost-effective  alternative. 
Blue  Cross  studies  demonstrate  that  health  care  dollars  are 
saved  and,  as  an  obvious  extension  that  inpatient  days  are 
avoided,  hospital  personnel  and  beds  may  be  freed  to  care 
for  the  demands  of  more  seriously  ill  or  injured  patients. 
An  additional  advantage  is  that  outpatient  care  often 
allows  the  patient  to  fit  the  elective  surgical  procedures 
into  his  schedule  more  conveniently.  This  results  in  a 
minimum  amount  of  time  spent  away  from  the  family, 
home  or  job. 


Joint  Profile  System 

A tool  that  helps  the  medical  staffs  in  several  areas 
throughout  the  state  to  improve  cost-effective  use  of 
health  insurance  is  the  Blue  Cross  Plans’  Joint  Profile 
System  (JPS).  A computerized  system  designed  for  the 
review  of  health  care  processes,  JPS  was  developed  by  the 
Blue  Cross  and  Blue  Shield  Association  and  provides 
statistical  information  to  measure  the  economical  use  of 
health  care  services  and  alternative  programs.  The  data 
is  compiled  through  information  on  paid  claims  received 
by  the  Plans. 

Information  and  comparative  data  are  forwarded  to 
hospitals  within  the  Plan  area  when  a study  has  been 
completed.  In  one  analysis  of  elective  surgical  procedures 
comparing  total  lengths  of  stay  and  preoperative  lengths 
of  stay,  hospital  administrators  and  medical  staffs  in  the 
BCCO  Plan  area  were  convinced  that  the  use  of  pre- 
admission testing  would  be  beneficial.  As  a result,  addi- 
tional PAT  programs  were  initiated  in  hospitals. 

Another  study  completed  by  BCCO’s  JPS  system 
compared  lengths  of  stay  and  charges  by  diagnosis  and 
was  intended  for  use  by  hospital  administrators  and  medi- 
cal staffs  in  their  utilization-review  and  cost-awareness 
efforts.  After  receiving  the  results  of  the  study,  several 
hospitals  agreed  to  conduct  studies  of  charges  and/or 
utilization  patterns  in  areas  such  as  electrocardiograms, 
laboratory,  radiology,  supply,  physical  therapy,  and  length 
of  stay. 

Findings  recently  were  released  on  the  BCCO  Week- 
end/Weekday Admission  Study  which  was  designed  to 
demonstrate  any  differences  between  lengths  of  stay  and 
preoperative  lengths  of  stay  when  comparing  weekend  and 


weekday  admissions.  As  a result  of  these  studies,  hospitals 
and  medical  staffs  have  been  able  to  take  a closer  look  at 
their  efforts  to  work  with  cost-effective  alternative  pro- 
grams. 

Possible  future  studies  are  being  considered  for  which 
Blue  Cross  Plans  are  seeking  medical  staff  interest.  They 
include  psychiatric  unit  studies  to  compare  lengths  of 
stay  and  charges  in  various  institutions,  and  additional 
inquiries  to  encourage  further  use  of  alternative  programs 
such  as  preadmission  and  postdischarge  testing,  home 
health  care,  and  outpatient  services. 


Cost-Effective  Testing 

After  consultation  with  health  care  providers,  the 
Blue  Cross  and  Blue  Shield  Association  recommended  in 
early  February  that  their  plans  no  longer  pay  for  routine 
admission  batteries  of  tests  unless  each  test  was  specifi- 
cally ordered  by  the  physician. 

In  announcing  the  program,  which  discourages  auto- 
matic payment  of  26  procedures  such  as  blood  hemo- 
globin, urine  analysis,  biochemical  blood  screens,  chest 
x-rays,  and  electrocardiograms,  Walter  J.  McNerney, 
Blue  Cross  and  Blue  Shield  Association  president,  stated 
that  considerable  savings  could  result  from  the  new  policy. 
He  observed  that  if  the  program  cuts  out  even  10%  of 
current  routine  tests  on  medical  admissions,  savings  would 
be  in  the  magnitude  of  $150  to  $200  million  annually. 

The  recommended  policy  is  not  intended  to  eliminate 
all  payments  for  such  tests  but  to  encourage  reevaluation 
of  the  costs  of  procedures  routinely  performed.  Physician 
and  hospital  support  is  crucial  to  the  success  of  this  pro- 
gram. If  standing  orders  are  to  be  changed  to  diagnostic 
testing  that  is  tailored  to  individual  patients,  the  coopera- 
tion of  physicians  and  hospital  administrators  is  essential. 
To  implement  the  program,  Blue  Cross  of  Central  Ohio 
will  survey  member  hospitals  to  see  how  batteries  of  tests 
are  handled.  BCCO  health  care  specialists  will  then  meet 
with  physicians  and  hospital  administrations  to  discuss 
ways  in  which  its  recommendations  can  be  implemented. 

The  recommended  policy  is  the  extension  of  the 
Medical  Necessity  Program  initiated  by  Blue  Cross  and 
Blue  Shield  Plans  in  1977.  That  recommendation  to  phase 
out  payments  for  42  surgical  and  diagnostic  procedures 
was  made  after  consultation  with  The  American  College 
of  Physicians,  The  American  College  of  Surgeons,  The 
American  College  of  Radiology,  and  other  specialty  soci- 
eties. The  goal  of  that  program  is  to  discourage  the  use  of 
outmoded  or  ineffective  diagnostic  or  surgical  procedures. 

Health  Education 

Over  70  years  ago,  Thomas  Edison  made  a sweeping 
prediction  about  medical  care.  “The  doctor  of  the  future,” 
Edison  said,  “will  give  no  medicine  but  will  interest  his 
patients  in  the  care  of  the  human  frame  in  diet,  and  in  the 
cause  and  prevention  of  disease.” 
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Obviously,  Edison’s  prediction  has  not  come  true.  But 
an  increasing  concern  with  prevention  has  resulted  in  an 
awakened  interest  in  wellness,  as  opposed  to  illness,  and 
a concern  for  healthy  living. 

Health  insurance  companies  support  the  efforts  of 
physicians  and  other  health  care  professionals  in  stressing 
the  prevention  of  disease  and  illness  through  positive  life- 
styles. Health  insurers  believe  that  the  encouragement  of 
a higher  level  of  fitness  and  avoidance  of  damaging  health 
habits  have  the  long-range  potential  to  cut  the  rate  of 
escalating  health  care  costs.  Health  insurance  companies 
such  as  Blue  Cross  Plans  offer  health  education  programs 
aimed  at  keeping  people  well. 

Nutrition  education,  physical  fitness,  methods  of  deal- 
ing with  stress,  and  proper  eating  habits  are  only  a few  of 
the  preventive  measures  addressed  by  Blue  Cross  Plans 
through  the  print,  radio,  and  television  media. 

Educating  the  public  about  good  health  and  the 
lowered  health  care  costs  that  result  must  be  a joint  effort. 
The  health  insurance  industry  must  develop  benefit  pack- 
ages which  provide  for  alternative  programs  and  innova- 
tive types  of  health  care  coverages.  Physicians  must  make 
the  decision  to  use  these  programs,  and  hospitals  must 
provide  facilities,  personnel,  and  methods  to  implement 
cost-effective  alternative  procedures.  The  physician,  the 
hospital,  or  the  health  insurance  company  cannot  accom- 
plish this  task  alone. 


THERE  J£ 
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Health  Planning 

David  W.  Pennington 


The  enactment  of  the  Hill-Burton  Act  in  1946  opened  the 
gate  for  government  participation  in  health  care.  This 
participation  widened  with  the  passage  of  PL  93-641,  the 
National  Health  Planning  and  Resources  Development  Act. 
Although  statistics  on  the  cost  effectiveness  of  govern- 
ment intervention  in  medical  care  are  not  firm,  it  is  im- 
portant that  physicians  be  aware  of  the  government  pro- 
grams and  that  they  provide  input  to  these  programs, 
especially  during  the  decision-making  phase. 


* I 'HE  ROLE  OF  GOVERNMENT  in  restructuring  the 
organization  and  delivery  of  health  care  began  with 
the  enactment  of  the  Hospital  Survey  and  Construction 
Act  of  1946,  commonly  known  as  Hill-Burton.  The  pre- 
amble of  that  Act  has  been  described  as  one  of  the  most 
advanced  statements  of  public  policy  regarding  develop- 
ment of  regionalized  medical  care.  Renewed  many  times 
during  the  succeeding  years,  the  Hill-Burton  legislation 
stimulated  and  financed  thousands  of  new  hospital  beds, 
particularly  in  rural  areas. 

This  program  not  only  provided  funds  for  the  con- 
struction of  new,  badly  needed  hospitals,  but  also  required 
that  the  states  receiving  those  funds  use  them  in  accord- 
ance with  a planning  process.  The  states  were  surveyed 
regarding  need  for  new  facilities;  and  based  on  these  sur- 
veys, plans  were  developed  to  use  available  funds. 

Little  change  occurred  in  the  federal  effort  until 
1964  when  the  Hill-Burton  Act  was  modified  by  the 
addition  of  legislative  authority  for  the  funding  of  re- 
gional (areawide)  voluntary  health  facilities  agencies 
(commonly  known  as  “318”  agencies).  In  many  major 
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metropolitan  areas,  this  authority  rapidly  led  to  the  fund- 
ing of  nonprofit,  private  corporations  governed  by  boards 
of  community  leaders  and  health  care  providers.  The 
purpose  of  these  corporations  was  to  plan  the  development 
of  needed  hospitals  and  other  facilities  in  the  community. 

In  1965  and  1966,  the  89th  Congress  enacted  a 
veritable  explosion  of  health-related  legislation.  The  most 
important  measures  were  Medicare  and  Medicaid,  which 
provided  the  first  extensive  federal  participation  in  the 
health  care  arena.  Similarly  and  of  comparable  impor- 
tance to  Medicare  and  Medicaid,  was  the  enactment  of 
the  Heart  Disease,  Cancer  and  Stroke  Amendments  of 
1965  (PL  89-239)  and  the  Comprehensive  Health  Plan- 
ning and  Public  Health  Services  Amendments  of  1966 
(PL  89-641 ) . In  turn,  these  two  Acts  created  the  Regional 
Medical  Program  (RMP)  and  the  Comprehensive  Health 
Planning  Program  (CHP) , which  subsidized  the  operation 
of  health  planning  agencies  in  every  state.  The  functions 
of  those  agencies  were  only  vaguely  defined,  but  the 
primary  policy  intent  was  to  systemize  health  care  delivery. 
CHP  was  slowly  phased  out  in  favor  of  new  planning 
legislation. 

P.L.  93-641 

The  National  Health  Planning  and  Resources  Devel- 
opment Act  (P.L.  93-641)  was  signed  into  law  by  Presi- 
dent Ford  on  January  4,  1975.  The  Act  aimed  at  facili- 
tating the  development  of  recommendations  for  national 
health  planning  policy,  and  augmenting  areawide  and 
state  planning  for  health  services,  manpower,  and  facil- 
ities. It  also  authorized  federal  financial  assistance  for  the 
development  of  resources  to  further  that  policy. 

Under  P.L.  93-641,  the  states  enter  into  agreements 
with  the  Secretary  of  Health,  Education,  and  Welfare  for 
the  designation  of  a State  Health  Planning  and  Develop- 
ment Agency  (SHPDA).  In  Ohio,  the  Ohio  Department 
of  Health  is  the  designated  SHPDA.  The  SHPDA  is 
advised  by  the  State  Health  Coordinating  Council 
(SHCC).  A majority  of  the  members  of  the  SHCC  must 
be  consumers,  and  at  least  60%  of  the  members  are 
appointed  by  the  governor  from  the  state’s  regional  Health 
Systems  Agencies  (HSAs).  The  SHCC  is  responsible  for 
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annual  review  and  coordination  of  the  Health  System 
Plan  (HSP)  and  Annual  Implementation  Plan  (AIP)  of 
the  state  health  system  agencies.  Other  responsibilities  of 
the  SHCC  include  the  preparation  of  a State  Health  Plan 
(SHP),  taking  into  account  the  preliminary  plan  devel- 
oped by  the  state  agency.  The  SHCC  also  reviews  the 
budgets  and  applications  for  assistance  submitted  by  the 
individual  HSAs. 

One  of  the  more  important  sections  of  P.L.  93-641 
provides  the  creation  of  a network  of  over  200  health 
systems  agencies  throughout  the  United  States.  Presently, 
Ohio  has  ten  designated  HSAs.  These  agencies  are  respon- 
sible for  preparing  and  implementing  plans  designed  to 
improve  the  health  of  their  respective  residents.  HSAs 
also  are  charged  to  increase  the  accessibility  and  accept- 
ability of  health  services. 

HSAs  are  required  to  gather  and  to  analyze  “suit- 
able” data,  to  establish  health  systems  plans  and  annual 
implementation  plans,  to  provide  technical  and/or  limited 
financial  assistance  to  persons  implementing  provisions  of 
the  plan,  and  to  coordinate  activities  with  Professional 
Standards  Review  Organizations  (PSRO)  and  other  ap- 
propriate planning  and  regulatory  entities.  Perhaps  their 
most  important  authority  is  reviewing  and  approving  or 
disapproving  all  applications  for  Certificate  of  Need 
(CON)  or  federal  funds. 

The  membership  of  the  board  of  directors  or  execu- 
tive committee  of  the  HSA  is  composed  of  a majority  (but 
not  more  than  60%)  of  residents  of  that  health  service 
area  who  qualify  as  “consumers”  of  health  care.  These 
individuals  must  be  representative  of  the  social,  economic, 
linguistic,  and  racial  population  of  the  area.  The  remain- 
der of  the  members  are  providers  of  health  care  residing 
in  the  health  service  area  (ie,  physicians,  dentists,  nurses). 
Usually,  only  one  third  of  these  persons  are  direct  pro- 
viders of  health  care. 

Cost  Effectiveness 

Presently,  data  supporting  the  cost  effectiveness  of 
regional  HSAs  is  nonconclusive.  The  most  widely  publi- 
cized empirical  study  of  the  certificate-of-need  process 
examined  state  programs  in  operation  from  1968  to  1972. 
Undertaken  by  Salkever  and  Bice,1  this  study  corroborated 
other  tentative  evidence  that  certificate-of-need  and 
Section  1122  programs  were  effective  in  curtailing  hos- 
pital bed  expansion.2’3 

However,  additional  analyses  by  Salkever  and  Bice 
indicated  that  certificate  of  need  was  not  an  effective 
instrument  for  containing  total  hospital  costs.  The  study 
showed  that  the  certificate-of-need  program  induced  a 
shift  in  the  composition  of  hospital  investment  away  from 
new  beds  and  into  other  types  of  facilities  and  equipment, 
with  the  composition  of  annual  expenditure  increases 
affected  but  not  the  rate  of  increase  in  hospital  costs.4 
Other  research  on  states  with  early  CON  programs 
showed  no  consistently  significant  effect  of  CON  on  over- 
all hospital  investment.  CON  and  its  effects  on  costs  is 
an  issue  that  has  not  yet  been  satisfactorily  resolved. 


Conclusion 

The  authority  and  ramifications  of  P.L.  93-641 
extend  into  every  private  physician’s  office  and  every 
health-care  facility  in  the  United  States.  Health  planning 
has  evolved  from  the  voluntary  nature  of  CHP  into  the 
highly  regulated,  fulltime,  paid  staff  of  an  HSA  whose 
primary  function  is  to  implement  P.L.  93-641.  For  the 
profession  to  have  meaningful  input  into  those  planning 
decisions  directly  involving  the  practice  of  medicine  and 
the  delivery  of  health  care,  physicians  must  assume  a 
positive  role  in  the  HSA  programs. 

It  is  the  opinion  of  experienced  observers  including 
ex-Congressman  Paul  Rogers,  author  of  P.L.  93-641,  that 
physicians  are  obligated  to  their  profession  and  to  their 
communities  to  lend  authoritative,  positive,  decision- 
making input  to  the  HSAs.  These  individuals  also  profess 
the  equally  strong  opinion  that  the  best  way  medicine  can 
carry  out  this  responsibility  is  through  physician  member- 
ship — preferably  on  the  local  level  representing  county 
medical  societies  — on  boards  of  directors  and  committees 
of  HSAs.  If  the  medical  profession  does  not  contribute 
positive  medical  leadership,  a vacuum  in  the  decision- 
making process  will  be  created.  Standing  in  the  wings  are 
many  nonmedical  groups  and  individuals  who  are  eager 
to  fill  such  a vacuum. 

Health-care  consumers  have  looked  and  continue  to 
look  to  the  medical  profession  for  positive  guidance  in 
health  matters.  They  value  that  leadership,  and  the  HSAs 
sorely  need  that  leadership  if  they  are  to  function  produc- 
tively and  efficiently. 
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Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap .”  To  make  this  case , the  most  extreme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few' 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HC1  capsules 
which  met  official  mono- 
graph requirements  were 


the  facts  and  ramifications . 

MYTH:  There  are  no  dif- 
ferences in  qualit y and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogv,  quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


not  bioequivalent  to  a 
reference  product.  As  you 
know,  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracy  cline  and  ery- 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


JYIYTH:  Industry  favors 
only  “expensive”  brand 
names  and  denigrates  all 
generics. 

FACT:  FMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 
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MYTH:  Generic  options  al- 
most always  exist. 

FACT:  About  55  percent 
of  prescription  drug  ex- 
penditure is  for  single- 
source drugs.  This 
means,  of  course,  that  for 
only  45  percent  of  such 
expenditure,  is  a generic 
prescribing  option  avail- 
able. 


MYTH:  Generic 
prescriptions  are  filled  with 
inexpensive  generics,  th  us 
saving  consumers  large 
sums  of  money. 

FACT:  Market  data  show 
that  you  invariably 
prescribe — and  pharma- 
cists dispense — both 
brand  and  generically 
labeled  products  from 
known  and  trusted 
sources,  in  the  best  inter- 
est of  patients.  In  most 
cases  the  patient  receives 
a proven  brand  product. 
Savings  from  voluntary 
or  mandated  generic 
prescribing  are  grossly 
exaggerated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very'  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
w as  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery',  reduce  office 
visits  and  keep  patients 
on  the  job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money. 

FACT:  Government 
schemes  always  cost  the 
taxpay  er  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly',  any' 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception. Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  w holesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  w orse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise, vour  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  myths  about  price 
and  equivalency  have  been 
shattered,  one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always,  vour  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 


DMk 

Pharmaceutical  Manufacturers  Association 
1155  fifteenth  Street,  N.W. 

Washington , D.C.  20005 
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ociation  Proceedings  of  the  Council 


A regular  meeting  of  the  Council  of  the  Ohio  State 
Medical  Association  was  held  Saturday,  March  17,  and 
Sunday,  March  18,  1979  at  the  OSMA  Headquarters’ 
Office,  600  South  High  Street,  Columbus,  Ohio. 

Those  present  Saturday  were:  All  members  of  the 
Council  (with  the  exception  of  J.  Hutchison  Williams, 
M.D.)  ; Oscar  W.  Clarke,  M.D.,  Gallipolis,  Vice-Chair- 
man of  the  Ohio  Delegation  to  the  AMA;  George  N. 
Bates,  M.D.,  Toledo;  Jerry  L.  Hammon,  M.D.,  West 
Milton;  Robert  N.  Smith,  M.D.,  Toledo,  all  AMA  Dele- 
gates; Richard  L.  Fulton,  M.D.,  Columbus,  AMA  Alter- 
nate-Delegate; James  E.  Pohlman,  Esq.,  Columbus, 
OSMA  Legal  Counsel;  Terrance  M.  Miller,  Esq.,  Colum- 
bus, OSMA  Legal  Counsel,  and  all  members  of  the 
OSMA  staff,  with  the  exception  of  Robert  D.  Clinger. 

Those  present  Sunday  were:  Doctors  John  J. 

Gaughan,  William  M.  Wells,  Robert  G.  Thomas,  Stewart 
B.  Dunsker,  W.  J.  Lewis,  C.  Douglass  Ford,  Theodore  J. 
Castele,  C.  Edward  Pichette,  H.  Judson  Reamy,  Richard 
E.  Hartle,  A.  Burton  Payne,  S.  Baird  Pfahl,  Jr.,  William 
Dorner,  Jr.,  and  George  N.  Bates;  Hart  F.  Page,  Herbert 
E.  Gillen,  D.  Brent  Mulgrew,  Robert  E.  Holcomb,  Gail 
E.  Dodson,  Richard  A.  Ayish,  Carol  W.  Mullinax,  and 
David  W.  Pennington. 

MINUTES 

The  minutes  of  the  meeting  of  the  Council,  February 
3 and  4,  1979  were  approved. 

RESOLUTIONS 

The  Council  reviewed  Resolutions  18  and  19,  being 
submitted  by  it,  to  the  1979  OSMA  House  of  Delegates 
and  reaffirmed  approval  for  introduction. 

DISTINGUISHED  SERVICE  AWARD 

The  Council,  on  recommendation  of  the  Carroll 
County  Medical  Society,  voted  to  select  Carl  A.  Lincke, 
M.D.,  Carrollton,  a past  president  of  OSMA  and  past 
vice-president  of  the  American  Medical  Associaton,  as 
the  recipient  of  the  1979  Distinguished  Service  Award. 

PATIENT  COMPLAINTS 

The  President  was  authorized  to  communicate  with 
the  county  medical  societies  reaffirming  their  responsi- 
bility to  deal  with  patient  complaints  in  the  county  where 
they  occur. 


DEPARTMENT  OF  CONTINUING 
MEDICAL  EDUCATION 

Committee  on  Scientific  Work 

Mrs.  Dodson  discussed  the  minutes  of  the  February 
24,  1979  meeting  of  the  Committee  on  Scientific  Work. 

Plans  for  four  regional  programs  on  “The  Manage- 
ment of  the  Acutely  111  Patient,”  to  be  held  during  the 
fall  of  1979,  received  the  approval  of  the  Council. 

Committee  on  Disaster  Medical  Care 

Mr.  Torrens  presented  the  minutes  of  the  March  3, 
1979  meeting  of  the  Committee  on  Emergency  and  Dis- 
aster Medical  Care,  and  they  were  accepted  for  infor- 
mation. 

DEPARTMENT  OF  GOVERNMENT 
MEDICAL  CARE 

Committee  on  Cost  Effectiveness 

The  minutes  of  the  March  16,  1979  meeting  of  the 
Committee  on  Cost  Effectiveness  were  discussed  by  Dr. 
Pfahl.  The  Council  reaffirmed  the  priority  of  the  work 
of  this  committee,  including  the  allocation  of  staff  re- 
sources and  time. 

PSRO 

A letter  dated  March  5,  1979  from  President  Gau- 
ghan to  the  presidents  of  county  medical  societies,  regard- 
ing Proposed  Regulations  on  Confidentiality  and  Disclo- 
sure of  PSRO  Information,  was  ratified  and  approved  by 
the  Council. 

DEPARTMENT  OF  ORGANIZATION  SERVICES 

Report  of  Ohio’s  AMA  Delegation 

The  minutes  of  the  March  16,  1979  meeting  of  Ohio’s 
AMA  Delegation  were  presented  by  Dr.  Clarke. 

The  Council  approved  the  delegates’  selection  of  Dr. 
Clarke  as  chairman  of  the  delegation  and  Dr.  Smith  as 
vice-chairman.  The  currently  serving  OSMA  president 
serves  as  co-chairman. 

The  Council  commended  past-chairman  P.  John 
Robechek,  M.D.,  Cleveland,  for  his  dedicated  service  as 
leader  of  the  delegation  for  many  years.  Dr.  Robechek 
asked  that  he  be  excused  from  renomination  to  the  posi- 
tion at  the  March  16  meeting  of  the  delegates. 
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Physicians  Insurance  Company  of  Ohio 

Dr.  Bates  reported  to  the  Council  on  the  special 
meeting  of  PICO  shareholders,  held  March  16,  1979,  in 
Columbus. 

JUA  Statistics 

JUA  statistics  presented  by  Mr.  Campbell  were 
accepted  for  information. 

DEPARTMENT  OF  HEALTH  EDUCATION 

Joint  Advisory  Committee  on  Sports  Medicine 

Mr.  Mulgrew  presented  the  minutes  of  the  February 
3 and  4,  1979  meeting  of  the  Joint  Advisory  Committee 
on  Sports  Medicine  for  the  information  of  the  Council. 

Committee  on  Health  Manpower 

Mr.  Mulgrew  reviewed  the  March  1,  1979  minutes 
of  the  Committee  on  Health  Manpower. 

Hearings  on  health  manpower  issues  before  the  Ohio 
State  Medical  Board  March  14,  1979  were  discussed. 

The  report  of  the  committee  was  approved. 

DEPARTMENT  OF  FEDERAL  LEGISLATION 
AND  PUBLIC  POLICY 

Mr.  Edgar  reported  that,  among  other  health  legisla- 
tion introduced  in  the  96th  Congress,  bills  were  offered 
regarding  health  care  cost  controls,  Medicare-Medicaid 
amendments,  health  planning,  and  numerous  bills  having 
to  do  with  the  federal  regulatory  agencies. 

DEPARTMENT  OF  STATE  LEGISLATION 

A proposed  “legislative  contact  plan”  of  the  OSMA 
Auxiliary  received  approval. 

A position  of  opposition  was  voted  with  regard  to 
H.B.  16,  the  physicians’  assistant  bill. 

With  regard  to  H.B.  80  (transfer  of  employee  medi- 
cal records)  the  Council  expressed  opposition  to  having 
these  records  transferred  to  the  personal  physician  only; 
and  expressed  the  belief  that  the  patient  has  a right  to 
this  information. 

COMMUNICATIONS  DEPARTMENT 

Ms.  Mullinax  reported  on  the  speakers’  training  semi- 
nar conducted  by  the  Communications  Department  on 
March  14,  1979.  The  evaluation  by  the  participants  was 
overwhelmingly  in  the  category  of  “excellent.”  The  Coun- 
cil expressed  thanks  and  appreciation  to  the  department. 

A new  television  series  to  be  aired  in  Cleveland  on 
Monday  nights,  featuring  Dr.  Castele  and  sponsored  by 
OSMA,  was  approved  by  the  Council. 

The  Council  authorized  the  preparation  and  con- 
struction of  an  exhibit  on  “lifestyle  and  health”  to  be 


presented  to  the  public  by  the  Communications  Depart- 
ment. 

Ms.  Mullinax  reported  that  the  OSMA  survey  on 
members’  opinion  would  be  in  the  mail  the  week  of 
March  19. 

COUNCILOR  REPORTS 

The  Councilors  reported  on  the  activities  in  their 
districts. 

HEALTH  PLANNING 

Mr.  Pennington  discussed  proposed  federal  legislation 
which  has  been  brought  forward  to  assist  hospitals  with 
debt  retirement  problems  due  to  bed  closings. 

He  reported  on  HSA  developments  and  announced 
that  he  will  serve  on  an  AMA  committee  concerned  with 
health  planning  in  HEW  Region  V. 

COUNCIL  MEETING  DATES 

Future  Council  dates  were  announced  as  follows: 
July  7-8,  1979,  September  8-9,  1979,  December  15-16, 

1979,  January  26-27,  1980,  March  1-2,  1980,  April  19-20, 

1980.  ' 
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Letter 


To  the  Editor: 

Six  million  Ohio  residents  live  in  communities,  ex- 
clusive of  metropolitan  suburbs,  of  less  than  25,000  per- 
sons. Although  this  group  constitutes  over  50%  of  the 
state’s  population,  only  14%  of  the  certified  general 
surgeons  in  Ohio  currently  practice  in  these  areas.  The 
surgeons  serving  our  rural  majority  have  received  their 
residency  training  almost  exclusively  from  community 
hospital  residency  programs.  In  the  past  20  years,  The 
Ohio  State  University,  Case  Western  Reserve  University, 
and  the  University  of  Cincinnati  School  of  Medicine  sur- 
gical residency  programs  have  supplied  a combined  total 
of  only  five  surgeons  for  rural  Ohio.  Capitation  grants 
to  medical  schools  were  originated  to  meet  a federally 
perceived  social  need  which  none  of  these  schools  has  met 
in  the  past,  nor  is  likely  to  meet  in  the  future.  Capitation 
grants  have  been  deleted  in  the  last  two  federal  budgets, 
but  in  1978  were  restored  after  extensive  lobbying  by  the 
Association  of  American  Medical  Colleges.  In  light  of 
past  performance,  the  grants  should  not  be  restored  for 
1979. 

Surgical  residency  training  programs  in  community 
hospitals  are  being  totally  eliminated  by  the  actions  of 
the  Association  of  American  Medical  Colleges  whose 
members  constitute  the  entire  body  of  the  Liaison  Com- 
mittee for  Graduate  Medical  Education  (excluding  the 
single  delegated  member  of  the  Department  of  Health, 
Education,  and  Welfare)  and  the  Residency  Review 
Committee.  The  Federal  Trade  Commission  currently 
has  accused  the  American  Medical  Association,  the 
Liaison  Committee  for  Graduate  Medical  Education  and 
the  representatives  of  the  Residency  Review  Committees 
of  restraint  of  trade  and  of  conflict  of  interest  in  rela- 
tionship to  their  complete  domination  by  the  Association 
of  American  Medical  Colleges. 

With  the  advent  of  Medicare  in  1965,  the  economic 
advantages  of  medical  school  residency  training  became 
apparent  so  that  either  by  coincidence  or  intent  the  Asso- 
ciation of  American  Medical  Colleges  began  to  garner  to 
its  own  financial  reward  all  residency  programs  in  the 
country  under  the  guise  of  providing  a superior  educa- 
tional program.  The  authority  for  this  step  was  stated  by 
the  Association  of  American  Medical  Colleges  as  a re- 
sponse to  the  Millis  Report.  This  was  a very  strange 
response  which  must  have  assumed  that  one  had  failed 
to  read  the  report  which  stated  on  page  79  that  univer- 
sities should  NOT,  either  now  or  in  the  forseeable  fu- 
ture, attempt  to  provide  all  graduate  medical  education 
for  they  had  neither  the  capability  nor  the  ability  to  do  so. 

Nonetheless,  this  is  exactly  what  was  done  by  the 
AAMC  gradually  and  surreptitiously  subsequent  to  its 


to  the  Editor 


published  position  paper  in  1973.  During  the  three  years 
since  this  paper,  the  deletion  rate  of  surgical  residencies  was 
increased  by  12  times  the  rate  of  the  previous  two  decades. 
All  deletions  were  in  community  hospitals.  In  1964,  there 
were  493  surgical  training  programs  in  community  hos- 
pitals; in  1977,  there  were  only  42,  and  at  the  comple- 
tion of  the  current  review  process,  there  probably  will  be 
none  remaining  after  1980. 

These  restrictive  actions  taken  by  the  AAMC  through 
its  totally  controlled  LCGME  and  RRC  are,  in  effect, 
auasi-legal  actions  which  directly  affect  the  practice  of 
medicine  throughout  the  United  States.  This  is  being  done 
in  spite  of  the  fact  that  no  legal  authority  exists  for  such 
action  and  that  the  decision-making  bodies  have  no 
representation  and  no  input  from  the  community  physi- 
cians who  constitute  93%  of  the  practitioners  of  medicine 
in  the  nation. 

Restraint  of  trade  is  demonstrated  by  the  fact  that 
availability  of  surgical  residency  positions  was  reduced  by 
28%  between  1974  and  1977.  The  positions  deleted  from 
che  community  hospital  programs  cannot  be  absorbed  by 
the  universities  whose  present  case  load  per  resident  is  so 
low  that  one  can  seriously  question  whether  sufficient 
experience  is  being  provided  to  their  present  residents  to 
insure  adequate  technical  training.  Dilution  of  the  already 
scant  operative  experience  in  university  surgical  residen- 
cies by  the  addition  of  displaced  community  hospital  resi- 
dents is  obviously  impossible.  Reimbursement  formulae  for 
hospital  residents  are  based  upon  patient  census.  Ohio 
State  University  employs  30  surgical  residents.  Its  pub- 
lished average  census  would  permit  the  payment  for  only 
eight.  The  University  of  Cincinnati  has  49  when  it  should 
have  only  28,  and  Case  Western  Reserve  has  39  and  is 
entitled  to  21.  Who  pays  the  salaries  of  these  redundant 
residents,  and  why  are  they  employed? 

Community  hospitals  in  the  State  of  Ohio  are  being 
seriously  impaired  by  the  actions  of  the  AAMC.  A recent 
poll  of  all  community  hospitals  in  Ohio  done  by  myself 
convincingly  documents  this  fact.  Twenty-one  hospitals 
in  Ohio  with  a bed  capacity  of  1750  have  no  certified 
surgeon  in  attendance.  Urban  surgeons  in  the  state  have 
a ratio  of  1:6,444  population;  rural  ratio  is  1:50,784. 
This  is  socially  inacceptable  and  can  be  corrected  only 
if  the  university  control  of  education  is  reduced  to  its 
legitimate  proportion  in  the  medical  community. 

Universities  and  a few  large  urban  hospitals  presently 
are  advocates  of  regionalization  of  medical  care  in  major 
medical  centers.  Such  care  is  prohibitively  expensive,  com- 
pletely ignores  the  social  and  family  needs  of  semi-rural 
residents,  has  failed  in  other  countries  that  have  tried  it, 
and  is  advocated  primarily  by  those  institutions  which 
would  reap  the  economy’s  benefits  if  such  were  imposed. 
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A serious  maldistribution  of  surgeons  exists  in  the 
State  of  Ohio.  The  medical  support  for  the  underserved 
areas  has  come  in  the  past  almost  entirely  from  the  com- 
munity hospitals  and  the  community  hospital  training 
programs.  These  have  provided  medical  service  of  good 
quality,  but  insufficient  quantity.  If  the  medical  schools 
continue  to  dominate  the  pattern  of  medical  care,  this 
quality  will,  through  attrition,  virtually  disappear.  Or- 
ganized medicine,  through  the  existing  state  and  national 
societies,  has  failed  to  withstand  the  domination  imposed 
by  academic  institutions  so  that  it  is  possible  that  both 
judicial  and  congressional  actions  will  be  required  to 
restore  a sensible  and  proportional  balance  to  the  decision- 
making processes. 


The  time  for  such  action  is  now. 

Robert  T.  Murphy,  M.D.,  Director, 
Department  of  Surgery 
Huron  Road  Hospital 
Cleveland,  Ohio  44112 


Editor’s  Note:  The  author  of  the  above  letter  is  expressing  his 
personal  opinions  which  The  Ohio  State  Medical  journal  wel- 
comes. Comments  by  others  on  this  subject  are  welcomed.  Patient- 
care  facilities  (hospitals)  have  patient-care  goals  while  univer- 
sities have  education  goals  at  all  levels.  The  attainment  of  these 
respective  goals  should  not  be  confused  with  the  attainment  of 
“service”  goals  in  either  institution. — R.L.M. 


Obituaries 


RUSSELL  ARNOLD,  M.D.,  Avon  Lake,  Loma 
Linda  University  School  of  Medicine,  Los  Angeles,  1929; 
age  76;  died  February  24;  member  OSMA  and  AMA. 

FREDERICK  CLEMENT,  M.D.,  Naples,  Florida, 
University  of  Toronto  Faculty  of  Medicine,  Toronto,  On- 
tario, Canada,  1915;  age  86;  died  March  5;  member 
OSMA  and  AMA. 

LLOYD  C.  COUCHMAN,  M.D.,  Cuyahoga  Falls, 
The  Ohio  State  University  College  of  Medicine,  1931 ; age 
74;  died  February  6;  member  OSMA  and  AMA. 

EDWARD  ALFRED  GALL,  M.D.,  Cincinnati,  Tu- 
lane  University  School  of  Medicine,  New  Orleans,  1931; 
age  72;  died  January  31 ; member  OSMA  and  AMA. 

PAUL  C.  GAUCHAT,  M.D.,  Warren,  The  Ohio 
State  University  College  of  Medicine,  1916;  age  85;  died 
March  6;  member  OSMA  and  AMA. 

FRANCIS  W.  GOSNELL,  M.D.,  Columbus,  The 
Ohio  State  University  College  of  Medicine,  1926;  age  80; 
died  February  24;  member  OSMA  and  AMA. 

PETER  J.  KMIECK,  M.D.,  Cleveland,  Western  Re- 
serve University  School  of  Medicine,  Cleveland,  1919; 
age  85;  died  March  9;  member  OSMA  and  AMA. 

ROBERT  E.  MARTIN,  M.D.,  Portsmouth,  The 
Ohio  State  University  College  of  Medicine,  1960;  age  45; 
died  February  19;  member  OSMA  and  AMA. 


HARRY  T.  McFARLAND,  M.D.,  Cincinnati,  St. 
Louis  University  School  of  Medicine,  1929;  age  75;  died 
February  23;  member  OSMA  and  AMA. 

ANGEL  S.  MONTANEZ,  M.D.,  Cleveland,  Facul- 
tad  de  Medicine  de  la  Universidad  Nacional  Autonoma 
de  Mexico,  Mexico,  1956;  age  54;  died  February  26. 

WILLIAM  L.  MURPHY,  M.D.,  Cardington,  The 
Ohio  State  University  College  of  Medicine,  1936;  age  72; 
died  February  15;  member  OSMA  and  AMA. 

LEONARD  PRIMANIS,  M.D.,  Columbus,  Latvijas 
Universitate  Medicinas  Fakultate,  Riga  (Extinct)  Latvia, 
1936;  age  73;  died  February  16;  member  OSMA  and 
AMA. 


NEWTON  SPENCER,  M.D.,  Toledo,  The  Ohio 
State  University  College  of  Medicine,  1927;  age  80;  died 
March  1 ; member  OSMA  and  AMA. 

RODNEY  M.  THOMPSON,  M.D.,  Troy,  Univer- 
sity of  Nebraska  College  of  Medicine,  Omaha,  1956;  age 
49;  died  February  12;  member  OSMA  and  AMA. 

JEROME  I.  WERTHEIMER,  M.D.,  Painesville, 
The  Ohio  State  University  College  of  Medicine,  1932; 
age  70;  died  February  11 ; member  OSMA  and  AMA. 
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Clinical  and  Scientific 


Emergency  Medicine: 
The  Newest  Specialty 

William  H.  Gates,  M.D.,  Chairman 
OSMA  Committee  on  Emergency 
and  Disaster  Medical  Care 


TT  IS  MOST  EXCITING  that  although  this  issue  on 
emergency  medicine  had  its  planning  stage  over  a year 
ago,  its  publication  follows  closely  the  recognition  of  emer- 
gency medicine  as  a medical  specialty.  A resolution 
adopted  by  the  American  Board  of  Medical  Specialties  at 
their  March  15,  1979  meeting  authorizes  the  American 
Board  of  Emergency  Medicine  to  begin  formation  and 
planning  for  the  administration  of  a certifying  examina- 
tion. Thus,  emergency  medicine  joins  nuclear  medicine, 
allergy  and  immunology,  and  family  practice  as  the 
newest  medical  specialties. 

This  recognition  of  emergency  medicine  also  occurs 
a little  over  ten  years  since  the  founding  of  the  American 
College  of  Emergency  Physicians. 

We  in  Ohio  have  much  to  be  proud  of  in  the  develop- 
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Thomas  S.  Berger,  M.D.,  Cincinnati 

James  B.  Daley,  M.D.,  Fairview  Park 

Frank  Foss,  M.D.,  Toledo 

William  L.  Hall,  M.D.,  Columbus 

Dwight  S.  Spreng,  Jr.,  M.D.,  Cleveland 

Robert  M.  Zollinger,  Jr.,  M.D.,  Cleveland 

David  C.  Torrens,  Columbus,  Secretary  of  Committee 


ment  of  the  specialty,  including  the  first  residency  pro- 
gram in  the  field.  Two  statewide  committees  exist  to 
foster  emergency  medical  care.  One  of  these  is  the  Emer- 
gency Medical  Services  Advisory  Council  (OEMSAC)  of 
the  State  of  Ohio,  and  the  other  is  the  OSMA  Committee 
on  Emergency  and  Disaster  Medical  Care.  Also,  the  Ohio 
Chapter  of  the  American  College  of  Emergency  Physi- 
cians and  the  OSMA  Section  on  Emergency  Medicine 
cooperate  to  present  continuing  education  programs  such 
as  those  offered  during  the  OSMA  Annual  Meeting. 

In  June  1978,  the  Ohio  Legislature  enacted  several 
changes  in  the  Ohio  Code  to  improve  delivery  of  emer- 
gency medical  services.  The  Emergency  Medical  Services 
Advisory  Council  supported  these  changes;  and  the 
OSMA  was  able  to  give  direct  testimony  in  coordination 
with  OEMSAC,  providing  valuable  medical  guidance  to 
the  Legislature.  The  Legislature  enacted  the  following: 

House  Bill  1092  — Provides  for  accreditation  and 
certification  for  advanced  Emergency  Medical  Tech- 
nician-Ambulance’s to  establish  and  to  maintain 
specified  intravenous  lifelines. 

Senate  Bill  347  — Provides  immunity  from  civil 
liability  to  licensed  doctors  of  medicine  and  doctors 
of  osteopathy  and  registered  nurses  (designated  by  a 
physician  who  is  based  in  a hospital)  who  are  advis- 
ing or  assisting  in  emergency  care  or  treatment  by 
means  of  any  communication  or  telemetry  system. 

In  July  1978,  the  American  Medical  Association  and 
the  American  Hospital  Association  (AHA)  jointly  spon- 
sored a National  Invitational  Conference  for  Categoriza- 
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tion  of  Hospital  Emergency  Capabilities.  Hospital  admin- 
istrators and  physicians,  all  of  whom  were  emergency 
medical  service  providers,  reviewed  the  basic  tenets  of 
categorization  at  length.  Testimony  on  important  new 
concepts  along  with  reevaluation  of  previously  established 
recommendations  concerning  categorization  were  sum- 
marized. These  summaries,  which  constitute  new  recom- 
mendations for  categorization  of  emergency  capabilities, 
were  sent  to  the  AMA  and  AHA  for  evaluation  and 
ratification. 

Many  changes  in  categorization  are  being  suggested 
by  Health,  Education  and  Welfare,  Health  System  Agen- 
cies and  others.  The  OSMA,  in  conjunction  with  the 
Ohio  Hospital  Association,  has  sponsored  exploratory 
planning  to  establish  a Joint  Task  Force  to  address  the 
problems  of  categorization  in  Ohio. 


At  the  present  time,  much  needs  to  be  done  to 
stabilize  the  status  of  emergency  medical  services  on  a 
statewide  basis  in  Ohio.  Most  types  of  providers  of  emer- 
gency medical  services  in  Ohio  are  represented  on  the 
Emergency  Medical  Services  Advisory  Council.  Immedi- 
ate improvement  of  the  emergency  medicine  system  in 
Ohio  could  be  attained  by  establishing  one  agency  respon- 
sible for  emergency  medical  services  planning  and  super- 
vision. OEMSAC  would  be  formally  attached  to  this 
agency. 

Local  physical  involvement  and  support  is  critical  to 
provide  the  medical  leadership  necessary  for  improved 
prehospital  emergency  care.  The  physician  is  the  best 
patient  advocate,  and  is  the  key  to  stabilizing  the  swirl  of 
concepts  that  become  tomorrow’s  requirements  for  pre- 
hospital emergency  care. 
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can  be  maintained  on  regular  Anusol®  Suppositories  or 
Ointment 

Contraindications:  Anusol-HC®  Suppositories  and 
Anusol-HC®  Cream  are  contraindicated  in  those  patients 
with  a history  of  hypersensitivity  to  any  ot  the  components 
of  the  preparation 

Warnings:  The  safe  use  of  topical  steroids  during 
pregnancy  has  not  been  fully  established  Therefore, 
during  pregnancy,  they  should  not  be  used  unnecessarily 
on  extensive  areas,  in  large  amounts,  or  tor  prolonged 
periods  ot  time 

Precautions:  Symptomatic  relief  should  not  delay 
definitive  diagnoses  or  treatment  If  irritation  develops, 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  should 
be  discontinued  and  appropriate  therapy  instituted 
In  the  presence  ot  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted  If  a 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection 
has  been  adequately  controlled 
Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 
Anusol-HC  is  not  for  ophthalmic  use 
Dosoge  and  Administration:  Anusol-HC 
Suppositories— Adults:  Remove  foil  wrapper  and  insert 
suppository  into  the  anus  One  suppository  in  the  morning 


and  one  at  bedtime,  for  3 to  6 days  or  until  inflammation 
subsides.  Then  maintain  patient  comfort  with  regular 
Anusol  Suppositories. 

Anusol-HC  Cream— Adults:  After  gentle  bathing  and 
drying  of  the  anal  area,  remove  tube  cap  and  apply  to  the 
exterior  surface  and  gently  rub  in.  For  internal  use,  attach 
the  plastic  applicator  and  insert  into  the  anus  by  applying 
gentle  continuous  pressure  Then  squeeze  the  tube  to 
deliver  medication  Cream  should  be  applied  3 or  4 times 
a day  for  3 to  6 days  until  inflammation  subsides  Then 
maintain  patient  comtortwith  regular  Anusol  Ointment. 

NOTE  It  staining  from  either  of  the  above  products 
occurs,  the  stain  may  be  removed  from  fabric  by  hand  or 
machine  washing  with  household  detergent. 

How  Supplied:  Anusol-HC  Suppositories— boxes  of  12 
(N  0047-0089-1 2)  and  24  (N  0047-0089-24);  in  silver 
foil  strips  with  Anusol-HC  W/C  printed  in  black 

Anusol-HC  Cream— one-ounce  tube  (N  0047-0090-01). 
with  plastic  applicator,  detachable  label 
Store  between  1 5°-30°  C (59°-86°  F) 

Full  information  is  available  on  request 
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Acute  Central  Nervous 
System  Emergencies 

Thomas  S.  Berger,  M.D. 


The  need  for  the  development  of  regional  centers  for 
the  care  of  critical  neurologic  patients  is  discussed. 
Literature  references  are  cited  to  justify  the  efficacy 
of  such  a system. 


TOURING  THE  LAST  TEN  YEARS,  there  has  been  a 
-*“■ 'national  commitment  to  improve  emergency  medical 
care.  In  1966,  the  Emergency  Highway  Safety  Act  was 
passed  directing  states  to  develop  so-called  Emergency 
Medical  Services  (EMS)  systems;  and  in  1973,  the  Emer- 
gency Medical  Services  Systems  Act  (P.L.  93-154)  was 
passed  by  Congress  providing  the  mechanisms  and  funds 
for  communities  to  develop  regional  EMS  delivery  sys- 
tems. As  of  this  time,  only  a small  number  of  these  re- 
gional systems  have  developed  into  functional  units. 

The  brain  and  spinal  cord  is  frequently  involved  in 
trauma  situations  either  as  the  primary  injury  or  part 
of  a multisystems  injury.  But  in  addition,  there  are 
numerous  other  central  nervous  system  (CNS)  emer- 
gencies not  related  to  trauma.  Critically  ill  persons  with 


Dr.  Berger,  Cincinnati,  Assistant  Director  of  Neurosurgical 
Training  Program,  and  Staff  Member,  Good  Samaritan 
Hospital;  and  Instructor  in  Surgery  (Neurosurgery),  Uni- 
versity of  Cincinnati  College  of  Medicine. 

Submitted  January  24,  1979. 


CNS  problems  require  care  (medical  and  surgical)  that 
can  best  be  delivered  in  certain  highly  sophisticated  hos- 
pitals. It  is  not  practical  or  economical  to  attempt  to 
establish  such  a level  of  care  in  all  hospitals  in  the  same 
region. 

Development  of  a System  of  Critical  Neurologic-Care 

The  development  of  a regional  care  delivery  system 
must  be  established  through  an  organized  and  coopera- 
tive effort.  Emergency  Medical  Technician-Paramedics 
(EMT-P)  must  be  trained  to  recognize  CNS  and  other 
life-threatening  emergencies  and  to  aggressively  treat 
these  emergencies  in  the  field  so  that  so-called  secondary 
insults  to  the  brain  and  spinal  cord  do  not  occur.  Becker, 
et  al1  have  shown  that  prevention  of  these  insults  (hy- 
poxia, hypotension,  and  increased  intracranial  pressure) 
give  a severely  injured  patient  a better  chance  for  re- 
covery. Paramedics  can  institute  emergency  measures  by 
establishing  an  airway,  hyperventilating  the  patient  (by 
mask  or  inserted  endotracheal  tube),  controlling  bleed- 
ing, and  administering  intravenous  (IV)  fluids  to  raise 
the  blood  pressure. 

The  second  phase  of  the  system  requires  the  de- 
velopment of  a proper  communication  center.  A central 
regional  communication  center  is  necessary  to  dispatch 
the  paramedics  so  that  they  can  obtain  physician  advice 
related  to  the  in-field  treatment  of  the  patient.  Also,  by 
this  system,  the  patient  can  be  guided  to  a regional  hos- 
pial  that  can  properly  care  for  a critical  brain  or  spinal 
cord  problem.  With  this  type  of  system,  the  patient  can 
bypass  certain  triage  and  stablization  emergency  rooms 
and  proceed  immediately  to  a center  that  can  evaluate 
and  treat  a critical  brain  or  spinal  cord  problem. 

An  attempt  is  being  made  to  categorize  hospitals  and 
their  emergency  departments.  The  means  of  categoriza- 
tion have  been  suggested  as  horizontal,  vertical,  and  cir- 
cular. A hospital  evaluated  on  the  horizontal  system 
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would  be  required  to  establish  a certain  level  of  care  for 
all  types  of  problems.  A vertical  system  has  also  been 
suggested  to  recognize  those  hospitals  that  have  estab- 
lished competence  in  the  treatment  of  a specific  problem 
such  as  burns,  pediatrics,  trauma,  psychiatry,  and  acute 
cardiac.  It  is  important  that  a patient  with  a critical 
neurologic  problem  reach  a medical  facility  properly 
equipped  to  handle  the  situation  as  rapidly  and  com- 
petently as  possible.  This  can  be  accomplished  by  a cir- 
cular system  in  which  the  hospitals  in  each  region  are 
categorized  so  that  patients  can  receive  optimal  care  for 
their  specific  problem. 

The  care  of  these  critical  neurologic  emergencies  re- 
quires that  highly  trained  personnel  and  highly  sophisti- 
cated equipment  are  available  around  the  clock.  It  is  not 
practical  (or  possible)  to  set  up  such  a level  of  neurologic 
care  in  a large  number  of  hospitals.  Even  if  it  were  pos- 
sible to  train  adequate  personnel  and  to  finance  the 
equipment,  the  patient  numbers  would  become  so  diluted 
that  the  “team”  could  not  maintain  a proper  level  of 
expertise. 

Justification  of  a Regional  System 
of  Neurologic  Care 

Cumulative  opinion  has  developed  from  various 
sources  in  the  last  few  years  to  support  the  value  of 
early  aggressive  treatment  of  severe,  acute  head  injuries 
at  properly  staffed  and  equipped  regional  centei's.  Becker, 
et  al1  have  shown  that  early,  aggressive  resuscitation  and 
evaluation  of  head  injuries  with  rapid  follow-up  of  sur- 
gical or  medical  treatment  has  improved  the  quality  and 
quantity  of  survival.  This  evaluation  includes  such  sophis- 
ticated equipment  as  computerized  axial  tomography 
(CAT)  scanning  and  cerebral  angiography.  A well- 
equipped  operating  room  and  trained  staff  must  be  avail- 
able at  all  times. 

Postoperatively,  the  patient  (or  the  medically  treated 
patient)  must  be  observed  in  a well-equipped  and  staffed 
intensive  care  area  (ideally  limited  to  neurologic  or  mul- 
tiple trauma  patients).  Such  management  must  include 
careful  monitoring  of  intracranial  pressure  by  some  de- 
vice. This  requires  the  ability  to  place  a catheter  in  the 
lateral  ventricle  or  have  available  one  of  several  devices 
designed  to  measure  the  pressure  in  the  subdural  or 
epidural  spaces. 

Marshall,  et  al2  have  recently  reported  a series  of 
100  head  injuries  treated  at  the  neurosurgical  intensive 
care  facility  of  the  Regional  Trauma  Center  at  the  Uni- 
versity Hospital  in  San  Diego.  It  was  their  belief  that 
“two  factors:  (1)  early  diagnosis  and  therapeutic  inter- 
vention; and  (2)  aggressive  neurologic  intensive  care, 


which  includes  intracranial  pressure  measurement  (ICP) 
and,  at  times  the  use  of  barbiturates  to  control  high  ICP 
were  mainly  responsible  for  their  better  outcomes,”  as 
compared  to  previous  accepted  norms.  The  early  diag- 
nosis and  therapeutic  intervention  was  accomplished  by 
a well-organized  regional  system  starting  from  the  scene 
of  the  accident  through  the  arrival  at  the  trauma  center. 

Greenburg,  et  al3  have  shown  that  the  use  of  com- 
prehensive, neurophysiologic  evaluation  of  patients  with 
multimodality-evoked  potentials  are  of  prognostic  value 
and  more  effective  than  the  clinical  neurologic  evaluation 
in  patients  with  severe  head  injuries.  Although  this  equip- 
ment may  not  be  required  at  this  time  for  optimum  care 
of  the  patient,  it  appears  to  be  another  step  in  the  direc- 
tion of  an  electronic  equipment  system  requiring  exper- 
tise beyond  the  capabilities  of  many  physicians. 

Regional  centers  caring  for  large  numbers  of  specific 
problems  allow  the  accumulation  of  data  so  that  the 
efficacy  of  various  modes  of  treatment  can  be  determined. 
The  treatment  of  brain  and  spinal  cord  emergencies  is 
a rapidly  changing  field.  The  ongoing  evaluation  of  pres- 
ent methods  as  well  as  new  methods  in  a controlled 
clinical  setting  are  needed. 

Summary 

It  is  imperative  that  a system  of  regional  neurologic 
care  centers  be  developed  to  manage  those  critically  ill 
patients  that  require  the  sophisticated  care  that  has 
been  discussed.  A regional  critical  care  unit  for  the 
neurologic  patient  is  best  located  in  conjunction  with  a 
multiple  trauma  unit  since  a brain  or  spinal  cord  injury 
is  frequently  associated  with  multiple  injuries.  This  sys- 
tem should  be  started  at  a local  level  by  those  people 
most  familiar  with  the  needs  of  that  region.  This  effort 
can  be  successful  if  the  people  involved  can  cooperate  in 
the  develpment  of  a system  void  of  personal  and  poltitical 
motives. 
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MANAGEMENT  OF  THE  ACUTELY  ILL  PATIENT 

a regional  cme  program  in  four  locations  presented  by  the  OSMA 

Six  Hours  Category  I Credit 

one-day  program  $60  including  lunch 

This  program  is  designed  for  physicians  involved  in  primary  care  of  the  acutely  ill  patient.  Critical  care  situations 
present  some  of  the  greatest  challenges  as  well  as  professional  satisfaction  in  medical  practice.  Integration  of  past  expe- 
rience, authoritative  knowledge,  and  expeditious  action  is  required.  Often,  physicians  request  current  data  and  clinical 
experience  from  acknowledged  experts  in  subjects  such  as  diabetic  crises,  comatose  patients,  respiratory  problems,  major 
trauma,  and  serious  infection. 

Participating  physicians  who  care  for  such  acute  problems  will  return  to  their  practices  with  the  most  current  infor- 
mation and  procedures,  and  will  feel  more  confident  of  their  skills  in  handling  these  critical  situations. 

program 

PM  — Comprehensive  Approach  to  Management  of 
Acute  Respiratory  Failure 

Pathophysiology,  Predisposing  Factors,  and  Phases  of 
Acute  Respiratory  Distress  Syndrome 

Diagnosis  of  ARDS  and  Indication  for  Support 
Physical  Diagnosis 

Use  and  Interpretation  of  Blood  Gases 

Break  Coffee/Cola 

Current  Concepts  in  Treatment  of  Acute  Respiratory 
Distress  Syndrome 

Techniques  for  Utilization  of  Ventilator  Assistance  — 
PEEP,  CPAP 

Panel  Discussion  and  Question  and  Answer 
Adjournment 

Noon  Luncheon 


AM  — Management  of  the  Acutely  111  Patient 

Registration  Coffee/Tea 

Welcome  and  Introductions 

Emergency  Evaluation  of  Major  Trauma 
Basic  Principles 
T riage 

Implementation 

Resuscitation  From  Coma  Due  to  Head  Injury 
Break 

Emergency  Management  of  Diabetic  Comas 
Ketoacidosis 
Hyperosmolar 
Hypoglycemia 

Panel  Discussion  and  Question  and  Answer 


YES,  register  me  for  the  program  “Management  of  the  Acutely  111  Patient”  as  indicated: 


□ September  8,  1979  — Dayton 
Convention  Center  and 
Stouffer’s  Dayton  Plaza 

[~1  September  9,  1979  — - Perrysburg 

Holiday  Inn,  1-75  and  US  20 


□ September  15,  1979  — Akron 

Hilton  Inn,  Exit  1-71  at  Rt.  18 
(5-8  miles  East  on  Rt.  18) 

□ September  16,  1979  - — Athens 

Ohio  University  Inn 


NAME 

ADDRESS CITY _ZIP  CODE. 


Enclose  a check  in  the  amount  of  $60  made  payable  to  Ohio  State  Medical  Association 

Mail  to:  0$MA  Department  of  Continuing  Medical  Education 
600  South  High  Street,  Columbus,  Ohio  43215 
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TABLETS,  1 mg 


Each  1 mg  Hydergine  tablet  contains  dihydroergocornine  mesylate  0.333  mg, 
dihydroergocristine  mesylate  0,333  mg,  and  dihydroergocryptine  (dihydro-alpha- 
ergocryptine  and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1}  mesylate 
0.333  mg,  representing  a total  of  1 mg. 


an  improvement  that’s 
easy  to  swallow 

• no  waiting  for  tablets  to  dissolve  under  the  tongue 

• easier  dose  administration  for  increased  patient 
compliance— less  need  for  supervision 

• human  bioavailability  demonstrated 


for  many 
elderly  patients 
with  selected 
symptoms 
such  as... 


•confusion 

•mood-depression 

•dizziness 


Contraindications:  Hypersensitivity  to  the  drug. 

Precautions:  Because  the  target  symptoms  are  of  unknown  etiology, 
careful  diagnosis  should  be  attempted  before  prescribing  Hydergine 
tablets  and  sublingual  tablets 

Adverse  Reactions:  Serious  side  effects  have  not  been  found.  Some 
sublingual  irritation,  transient  nausea,  and  gastric  disturbances  have  been 
reported.  Hydergine  tablets  and  sublingual  tablets  do  not  possess  the 
vasoconstrictor  properties  of  natural  ergot  alkaloids. 

Dosage  and  Administration:  1 mg  three  times  daily.  Alleviation  of  symp- 
toms is  usually  gradual  and  results  may  not  be  observed  for  3-4  weeks. 
How  Supplied:  Hydergine  tablets  [for  oral  use)  1 mg,  packages  of  100 
and  500  Hydergine  sublingual  tablets  1 mg,  containing  dihydro- 
ergocornine mesylate  0.333  mg,  dihydroergocristine  mesylate  0.333  mg, 
and  dihydroergocryptine  (dihydro-alpha-ergocryptine  and  dihydro-beta- 
ergocryptine  in  the  proportion  of  2:1)  mesylate  0 333  mg.  representing  a 
total  of  1 mg:  packages  of  100,  500,  and  1000  Hydergine  sublingual 
tablets  0.5  mg,  containing  dihydroergocornine  mesylate  0.167  mg, 
dihydroergocristine  mesylate  0 167  mg,  and  dihydroergocryptine 
(dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine  in  the 
proportion  of  2:1)  mesylate  0.167  mg,  representing  a total  of  0.5  mg; 
packages  of  100  and  1000 

Before  prescribing , see  package  insert  for  full  product  information. 


SPECIFY  "ORAL" 
HYDERGINE  TABLETS.  I mg 

(1  tab.  t.i.d.) 

SANDOZ  PHARMACEUTICALS.  EAST  HANOVER.  N.J.  07936 


SANDOZ 
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Emergency  Department 
Management  of  Rape 

Judith  S.  Daniels,  M.D. 


This  article  presents  the  protocol  for  treatment  of  rape 
victims  which  has  been  in  use  at  the  University  of  Cin- 
cinnati Medical  Center  since  July  1976.  The  essential 
components  of  the  procedure,  mandated  by  Ohio  law,  are 
outlined.  They  include  patient  advocacy,  medical  man- 
agement, and  establishing  a method  of  handling  the  col- 
lected material  in  a fashion  acceptable  to  the  court  for 
prosecution  purposes.  Al so,  the  issues  of  venereal  disease 
prophylaxis  and  postcoital  contraception  are  dealt  with 
in  a detailed  manner. 


WITH  PASSAGE  OF  Amended  Senate  Bill  144, 
now  Section  2907.29  of  the  Ohio  Revised  Code, 
all  hospitals  with  organized  emergency  medical  services 
are  required  to  provide  a physician  full-time  for  the 
examination  of  persons  reported  as  victims  of  sexual 
offenses  to  any  law  enforcement  agency.  This  statute  also 
provides  that  the  physician,  with  consent  of  the  patient 
and  request  of  a police  officer,  must  collect  physical  evi- 
dence and  must  inform  each  alleged  victim  of  services 
available  for  venereal  disease,  pregnancy,  and  medical 
and  psychiatric  problems. 

The  protocol  presented  here  was  a joint  effort  of 
the  Cincinnati  Police  Department,  Institute  of  Forensic 
Pathology  of  Hamilton  County,  Hamilton  County  Pros- 
ecutors Office,  Department  of  Social  Work  of  Cincin- 
nati General  Hospital,  and  Cincinnati  Rape  Crisis  Cen- 
ter, and  was  coordinated  by  the  author.  While  each 
hospital  in  Ohio  must  develop  a protocol  to  organize  the 
efforts  of  the  local  police  and  the  prosecutor’s  office,  as 
well  as  the  laboratory  facilities,  certain  components  re- 
main constant.  The  following  information  is  presented  as 
a suggested  base  for  emergency  department  management 
of  rape. 


Dr.  Daniels,  Cincinnati,  Instructor  in  Emergency  Medicine, 
University  of  Cincinnati  Medical  Center. 

Submitted  November  2,  1978. 


Procedure  for  Treatment 

Each  patient  who  reports  a sexual  offense  should 
have  an  advocate  during  the  hospital  procedure.  At  the 
University  of  Cincinnati  Medical  Center,  this  is  a func- 
tion of  the  emergency  social  service  team  although  it  may 
be  accomplished  by  emergency  department  nurses,  rape 
crisis  center  personnel,  or  a chaplain. 

The  examining  physician  has  a three-part  respon- 
sibility to  these  patients:  ( 1 ) to  assess  and  to  treat  any 
physical  injuries;  (2)  to  gather  all  available  evidence  for 
possible  court  proceedings;  and  (3)  to  provide  medical 
advice  concerning  pregnancy  and/or  prevention  of  vene- 
real disease  as  well  as  emotional  support. 

Finally,  each  hospital  is  responsible  for  the  documen- 
tation of  the  custody  and  handling  of  all  collected  ma- 
terial in  order  to  assure  successful  prosecution. 

When  a rape  victim  (with  or  without  accompanying 
police  officer)  arrives  in  the  emergency  department,  she 
should  be  introduced  immediately  to  the  medical  social 
worker  on  duty,  who  coordinates  services  to  the  victim 
while  in  the  emergency  department.  The  social  services 
team  assumes  responsibility  for  registration  of  the  patient, 
and  explains  the  legal  aspects  of  the  situation  and  the 
nature  of  the  medical  examination.  Since  rape  is  a 
felony,  patients  signing  in  with  this  as  a chief  complaint 
must  be  told  that  the  hospital  has  to  report  this  offense 
to  the  police.  If  the  patient  does  not  wish  to  prosecute 
but  desires  treatment  for  trauma  or  venereal  disease/ 
pregnancy  prevention,  such  treatment  can  be  given  at 
the  discretion  of  the  examining  physician.  However,  the 
patient  should  be  advised  that  an  accurate  examination 
for  rape  cannot  be  performed  at  a later  time,  should 
she  decide  to  prosecute  them  at  a later  date. 

The  social  worker  assesses  the  patient’s  needs  and 
strengths,  allays  her  anxieties,  and  contacts  relatives  or 
friends  if  the  patient  so  desires.  When  the  physician  is 
ready  to  see  the  patient,  the  social  worker  discusses  the 
case  with  him/her,  paying  special  attention  to  the  emo- 
tional state  of  the  patient  and  her  particular  concerns 
(ie,  pregnancy,  venereal  disease).  The  social  worker  may 
need  additional  time  with  the  patient  to  resolve  such 
issues  as  the  need  for  psychiatric  consultation  or  provis- 
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ion  of  family/friend  support  in  the  first  crucial  hours 
following  the  incident. 

When  the  patient  is  ready  to  leave  the  hospital,  she 
is  given  the  telephone  number  of  the  Rape  Crisis  Center, 
an  independent  service  in  Cincinnati  which  provides 
long-term  follow-up.  In  addition,  she  receives  the  name 
and  telephone  number  of  an  emergency  department 
social  worker  and  is  told  of  the  availability  of  the  emer- 
gency psychiatry  team,  should  future  need  arise  for 
either. 

The  triage  nurse  determines  whether  a rape  victim 
should  be  sent  to  the  acute-care  or  the  primary-care  sec- 
tion of  the  hospital.  First  priority  for  available  bed  space 
is  given  to  these  patients. 

As  rape  is  a legal  question,  no  members  of  the 
medical  team  should  make  a judgment  as  to  whether  or 
not  rape  occurred.  As  mentioned,  if  the  patient  indicates 
no  desire  to  prosecute  and  only  wishes  to  be  treated, 
such  treatment  may  be  accomplished.  If  the  patient 
elects  this  course,  the  decision  should  be  noted  on  her 
hospital  record. 

Rape  Examination 

Prior  to  conducting  a complete  rape  examination — 
as  differentiated  from  treating  traumatic  injury — a 
physician  must  obtain  consent  from  the  patient  for  the 
examination  and  for  release  of  its  findings  to  the  police. 
The  patient  history  should  be  taken  in  a private  setting, 
with  emphasis  solely  on  the  physical  aspects  of  the  attack. 
(Details  will  be  obtained  by  a police  officer.)  Indications 
of  trauma  and  physical  evidence  of  attack  should  be 
noted  during  the  examination,  and  a form  should  be  com- 
pleted with  such  information  as  date  and  time  of  exami- 
nation, date  of  last  menstrual  period,  type  of  birth  control 
used,  evidence  of  extra-genital  trauma,  genital  examina- 
tion (describe  abrasions,  contusions,  and  lacerations). 
This  form  should  have  a section  for  the  patient  to  sign, 
if  she  so  desires,  releasing  this  information  to  the  police. 
In  addition,  any  evidence  of  rape  should  be  collected  and 
noted  on  the  medical  record  (ie,  clothing,  fingernail 
scrapings,  hair  samples,  swab  of  suspected  seminal  origin, 
saliva  specimen,  pap  smear).  Following  the  examination, 
all  physical  evidence  should  be  placed  properly  labeled  in 
a locked  cabinet,  and  the  physician  should  sign  the  log 
book. 

The  physician  should  discuss  the  possibility  of  vener- 
eal disease  and/or  pregnancy  and  options  for  prevention. 
Even  if  the  patient  does  not  inquire,  she  likely  will  think 
of  these  questions  after  leaving  the  hospital. 

Presently,  there  is  no  drug  approved  by  the  Food 
and  Drug  Administration  (FDA)  for  postcoital  contra- 
ception. Diethylstilbesterol  formerly  had  FDA  approval, 
but  this  was  withdrawn  recently.  Informed  consent  must 
be  obtained  from  a patient  before  any  of  the  following 
drugs  can  be  prescribed.  Although  no  serious  side-effects 
are  known,  the  long-range  effect  of  the  drugs  is  unclear. 

Prior  to  prescribing  postcoital  contraception,  pa- 
tients should  be  evaluated  as  to  time  of  unprotected  inter- 
course, present  birth  control  measures,  point  of  time  in 
menstrual  cycle,  and  feeling  about  abortion  if  drug 


therapy  should  fail  to  prevent  contraception.  A preg- 
nancy test  must  be  obtained  before  prescribing  these 
drugs. 

Postcoital  contraceptive  drugs  are  felt  to  be  effec- 
tive only  if  given  within  72  hours  of  exposure:  Estinyl,® 
1 .5  mg  should  be  prescribed  four  times  a day  for  five 
days;  or  Premarin,®  50  mg  intravenously  in  one  dose,  or 
5.0  mg  four  times  a day  for  five  days.  Physicians  may 
wish  to  prescribe  an  antiemetic  since  estrogens  often  cause 
nausea  and/or  vomiting. 

Additionally,  cultures  of  the  patient’s  blood  may 
be  taken  at  the  time  of  the  visit  and  blood  may  be  drawn 
for  VDRL  test  to  detect  preexisting  venereal  disease  if 
the  patient  can  be  followed  at  an  appropriate  interval 
(one  month  or  at  appearance  of  symptoms).  For  pre- 
vention of  incubating  syphilis  and/or  gonorrhea,  4.8 
million  units  procaine  penicillin  intramuscularly  with  1 
gm  probenecid  given  orally  is  thought  to  be  effective. 
To  prevent  gonorrhea  only,  use  ( 1 ) TCN,  500  mg  four 
times  a day  for  15  days;  (2)  ampicillin-PRB,  3.5  gm 
orally  in  one  dose  with  1 gm  probenecid;  or  (3)  spec- 
tinomyocin,  2 gm,  intramuscularly.  (Remember  to  in- 
quire about  penicillin  sensitivity.) 

The  physician  should  assess  the  need  for  psychologic 
intervention.  Resources  can  include  the  social  services 
team,  emergency  psychiatry  team,  rape  crisis  center,  or 
clergy  of  choice.  Often  one  of  these  can  expedite  con- 
sultation and/or  referrals. 

Conclusion 

Any  patient  treated  for  the  primary  complaint  of 
rape  should  be  encouraged  to  return  to  the  hospital  for 
follow-up  six  weeks  after  the  incident  or  at  the  onset 
of  any  symptoms. 

It  is  most  important  that  the  evidence  detection 
record  is  complete.  If  the  case  goes  to  court  at  a later 
date,  the  physician  likely  will  have  forgotten  the  patient. 
A physician  cannot  be  forced  to  testify  as  to  the  circum- 
stances of  the  attack  — only  his/her  medical  information 
is  admissible  as  evidence.  Any  hearsay  evidence  the 
patient  may  volunteer  during  the  examination  is  not 
relevant  to  the  medical  questions  and  should  not  be 
listed  on  the  medical  record.  However,  data  from  all 
laboratory  tests  and  x-ray  films  obtained,  any  medica- 
tion prescribed,  and  plans  for  follow-up  of  the  patient 
should  be  recorded. 

Generic  and  Trade  Names  of  Drugs 

Ethinyl  estradiol  — Estinyl 
Conjugated  estrogens  — Premarin 
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Isocult® 

The  inexpensive,  in-office  culture  tests  for  Trichomonas  vaginalis,  Candida  (Monilia),  N.  gonorrhoeae 


It’s  as  simple  as  swabbing  a specimen  on  the  culture 
media,  inserting  the  color-coded  tube  into  a slot  of  an 
office  incubator  and  reading  results  against  an  identifi- 
cation chart  24  to  48  hours  later. 

All  three  tests  contain  highly  selective  media  that 
give  you  the  right  results,  right  in  your  office.  And 
there  are  also  two  combination  tests  that  let  you  check 
for  N.  gonorrhoeae  and  Candida  or  T.  vaginalis  and 
Candida  simultaneously. 

You  save  time.  You  save  space— the  incubator  is 
no  bigger  than  your  PDR.  And  you  save  money.  You 


can  cover  the  low  cost  of  the  ' isocult’  system  and  your 
professional  time  and  still  charge  your  patient  less  than 
the  cost  of  a standard  laboratory  culture. 

There’s  an  ‘Isocult’  culture  test  for  Bacteriuria  too. 
It’s  reliable,  rapid,  inexpensive  and  easy  to  interpret 
(results  are  available  within  18  to  24  hours). 

‘Isocult’  is  available  through  local  distributors, 
nationwide.  To  order  or  for  more  information  call  toll 
free:  (800)  538-1581.  (In  California  call  the  number 
below,  collect.) 
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Advanced  Cardiac  Life  Support: 
An  Imperative  for  Physicians 

A.  Robert  Davies,  M.D. 


Advanced  cardiac  life  support  skills  are  essential  for  all 
physicians  working  in  emergency-care  and  intensive-care 
areas  of  hospitals.  All  members  of  the  medical  profession 
should  have  basic  cardiac  life  support  skills  as  the  lay 
community  looks  to  them  for  leadership  and  exemplary 
behavior  in  this  regard.  The  Committee  on  Cardiopul- 
monary Resuscitation  and  Emergency  Cardiac  Core  of  the 
American  Heart  Association  has  prepared  a well-de- 
signed. 1 V2-to-2-day  course  in  advanced  cardiac  life  sup- 
port. The  course  consists  of  both  didactic  and  hands-on 
practical  learning  sessions.  Advantages  to  be  realized  by 
the  practicing  physician  who  completes  this  course  are: 
111  increased  confidence  in  dealing  with  cardiopulmon- 
ary emergencies,  events  not  uncommon  in  hospital  and 
community;  121  an  increased  sense  of  optimism  in  dealing 
with  these  events;  and  131  an  understanding  of  a stan- 
dard system  for  dealing  with  these  events,  which  will  be 
recognized  nationally,  based  on  rational,  tested  physiolo- 
gic data.  Thousands  of  non  medical  personnel  have  re- 
ceived training  in  CPR.  Basic  cardiac  life  support  is  de- 
fined and  common  points  of  understanding  of  its  tech- 
niques are  described. 


T^HE  PHYSICIANS  OF  OHIO  need  not  be  reminded 
of  the  impact  of  heart  disease  on  the  health  of  our 
citizenry.  The  general  magnitude  of  the  problem,  if  not 
the  actual  statistical  dimension,  is  common  knowledge 
to  us  all.  Medical  practice  is  advancing  on  all  fronts  - — 
research,  education,  and  patient  care  — in  efforts  to 
reduce  the  individual  and  societal  consequences  of  this 
group  of  diseases.  Although  gains  are  being  recorded,  it 
is  important  that  we  physicians  focus  our  attention 
periodically  on  the  nodal  point  of  this  problem  of  heart 
disease.  It  is  important  that  we  examine  the  critical  inci- 
dent which  so  often  describes  a patient’s  entry  into  the 
record  of  morbidity  and  mortality  statistics;  that  we  un- 
derstand the  concepts;  and  that  we  are  able  to  respond 
with  State  of  the  Art  performance  when  we  are  con- 
fronted by  a victim  in  need  of  life  support.  This  paper 
describes  the  imperatives  for  physicians  of  all  specialty 
disciplines  regarding  acquisition  and  maintenance  of  life- 
support  skills. 


Basic  Life  Support 

Basic  life  support  consists  of:  (1)  recognition  of 
respiratory  and  cardiac  arrest,  (2)  institution  of  proper 
and  effective  sequential  steps  to  establish  an  airway, 
providing  ventilatory  and  circulatory  assistance,  and  (3) 
maintenance  of  this  assistance  until  more  sophisticated 
and  advanced  life  support  is  available.  Currently,  thous- 
ands of  individuals  in  the  State  of  Ohio  are  capable  of 
providing  basic  life  support  in  an  appropriate  and  effec- 
tive manner.  Cardiopulmonary  resuscitation  (CPR)  by 
lay  people  often  is  quite  successful  and  may  spell  the 
difference  between  survival  and  death.1  These  trained 
individuals  from  all  sections  of  our  society,  are  taught: 

( 1 ) The  priorities  for  cardiopulmonary  resus- 
citation are  “A”  for  airway,  “B”  for  breathing,  and 
“C”  for  circulation. 

(2)  A stethescope  and  blood  pressure  cuff  are 
not  required  to  establish  the  fact  of  cardiac  arrest. 

(3)  Effective  cardiopulmonary  resuscitation 
cannot  be  interrupted  for  more  than  five  seconds 
except  under  the  following  circumstances: 

(A)  to  move  the  victim  quickly,  or 

(B)  to  insert  an  endotracheal  tube. 

Even  under  these  circumstances,  CPR  should  not  be 
interrupted  for  more  than  15  seconds  lest  untoward 
consequences  be  invited.2 

(4)  The  lower  one  third  of  the  sternum  in  an 
adult  must  be  compressed  IJ/2  to  2 inches,  60  (with 
two  rescuers)  to  80  (with  one  rescuer)  times  a 
minute,  to  be  reasonably  effective. 

(5)  The  chest  compression  should  be  smooth, 
regular,  and  uninterrupted  and  should  consist  of  ap- 
proximately 50%  compression  and  50%  relaxation. 

(6)  Precise  and  proper  posturing  of  the  posi- 
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tioning  of  the  hands  of  the  rescuer  on  the  chest  wall 
of  the  victim  is  important. 

(7)  Recognition  of  faulty  CPR  technique  is 
essential  even  if  the  physiology  involved  in  providing 
effective  stroke  volume  or  the  anatomic  consequences 
of  faulty  technique  is  not  understood.  (It  has  been 
estimated  that  during  resuscitation,  even  under  the 
most  ideal  of  circumstances,  the  cardiac  output  is 
at  best  one-third  of  normal.3) 

As  physicians,  we  possess  the  knowledge  of  anatomy 
and  physiology  to  understand,  to  explain,  and  to  inter- 
pret the  events  associated  with  cardiac  arrest  and  resus- 
citation. Furthermore,  we  often  have  the  insight  and 
acumen  to  deduce  etiology . and  to  predict  outcome.  It 
is  imperative  that  we  physicians  also  demonstrate  the 
abilities  and  the  skills  of  basic  life  support  in  order  to 
maintain  the  confidence  of  those  who  look  to  us  for  lead- 
ership. 

Of  particular  interest  to  all  physicians  is  the  com- 
parison of  faulty  technique  in  CPR  to  well-recognized 
pathophysiologic  syndromes.  McIntyre  et  al4  have  dem- 
onstrated on  the  strip-chart-recording  mannequin  that 
incomplete  relaxation  during  chest  compression  simulates 
cardiac  tamponade,  weak  chest  compressions  simulate 
power  failure,  spiking  chest  compressions  simulate  con- 
gestive heart  failure,  and  rate/rhythm  errors  simulate 
cardiac  dysrhythmias.  Furthermore,  they  have  empha- 
sized particular  hazards  of  over-  and  under-ventilation. 

Advanced  Life  Support 

The  precepts  of  Advanced  Cardiac  Life  Support 
(ACLS)  have  also  been  studied  extensively  by  the  Com- 
mittee on  Cardiopulmonary  Resuscitation  and  Emer- 
gency Cardiac  Care  of  the  American  Heart  Association. 
A number  of  consensus  points  have  been  reached,  and 
these  skills  and  data  have  been  assembled  in  a stan- 
dardized, modular  course.  This  course  has  been  offered 
repeatedly  in  the  State  of  Ohio  and  the  response  has 
been  gratifying.  Over  50  participants  successfully  com- 
pleted training  at  the  OSMA  Annual  Meeting  in  Day- 
ton  in  May  1978.  It  is  estimated  that  862  physicians  in 
Ohio  have  now  been  certified  as  providers  or  instructors 
of  ACLS. 

Advanced  cardiac  life  support  skills  and  knowledge 
are  imperative  for  physicians  responsible  for  patients  in 
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emergency-care  and  critical-care  areas  of  hospitals.  The 
disciplines  of  ACLS  build  upon  the  advantages  obtained 
by  applying  basic  life  support  skills  in  the  field.  Patients 
are  brought  to  our  emergency  care  areas  in  better  con- 
dition and  with  more  favorable  prognoses  than  ever  be- 
fore. A new  and  more  optimistic  attitude  is  necessary  on 
the  part  of  the  receiving  physician  in  order  to  capitalize 
on  this  advantage.  Excellence  in  dealing  with  the  com- 
mon problems  of  providing  endotracheal  intubation, 
establishing  a dependable  intravenous  (IV)  line,  com- 
bating metabolic  derangement,  and  converting  disruptive 
dysrhythmias  is  required.  The  intricacies  and  advan- 
tages of  a variety  of  ventilatory  and  circulatory  assistance 
devices,  as  well  as  the  indications  and  contraindications 
for  essential  and  useful  drug  therapies,  must  be  mastered. 

Instruction  Course 

The  American  Heart  Association  course  in  ACLS 
is  composed  of  both  didactic  and  hands-on  practice  ses- 
sions. The  lecture  series  and  course  manual  contain  vital 
information  regarding  the  importance  of  ACLS  and  the 
place  of  ACLS  in  an  integrated  system  of  emergency 
medical  care.  Furthermore,  the  design,  advantages,  and 
proper  use  of  adjunctive  ventilation  and  circulatory  de- 
vices are  described.  Monitoring  techniques,  arrhythmia 
detection,  indications  for  defibrillation,  acid-base  balance 
calculations,  use  of  effective  and  essential  drugs,  and 
understanding  of  central  and  peripheral  intravenous 
techniques  are  taught. 

The  hands-on  sessions  provide  instruction  and  prac- 
tice in  endotracheal  intubation,  use  of  the  esophageal 
obturator  airway,  manual  and  oxygen  power  breathing 
devices,  chest  compression,  rescue  breathing,  recognition 
and  therapy  of  arrhythmia,  defibrillation,  and  placement 
of  central  and  peripheral  IV  lines.  The  recording  “Re- 
susci  Anne,”  the  electronic  arrhythmia  simulator,  the 
endotracheal  intubation  mannequin,  and  the  “Arrhyth- 
mia Anne”  are  only  a few  of  the  teaching  aids  used  Jo 
simulate  real-life  emergency  situations.  Practical  expe- 
rience with  monitors  and  defibrillators  also  is  provided. 

The  ACLS  course  is  being  introduced  gradually 
into  medical  school  curricula  all  over  the  country.  The 
faculty  of  the  Department  of  Medicine  at  Wright  State 
University  feels  that  medical  school  graduates  should 
be  able  to  expeditiously  and  intelligently  respond  to  a 
cardiopulmonary  emergency  during  the  first  day  of  in- 
ternship in  graduate  medical  education  training.  It  is 
apparent  that  an  event  which  occurs  so  frequently  in 
both  hospital  and  community  settings  should  be  em- 
phasized and  understood  by  those  entering  our  profession. 

Conclusion 

Why  should  a busy,  practicing  physician  take  time 
out  for  a day  and  a half  to  study  material  that  he/she 
already  knows  more  about  than  the  average  person  on 
the  street?  Why  should  a busy,  practicing  physician  — 
who  has  long  since  put  away  childish  things  — get  down 
on  the  floor  and  practice  mouth  breathing  and  chest 
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compressing  a mannequin,  when  it  represents  only  a 
simulation  of  the  real  emergency  cardiac  resuscitation 
scene?  We  might  also  ask  why  senior  airline  pilots  prac- 
tice landings  in  a link  trainer  and  take  check  rides  with 
other  pilots.  We  might  ask  why  policemen  go  to  target 
practice  and  attend  symposia  on  current  enforcement 
issues.  We  all  engage  in  these  activities  because  they 
benefit  both  us  and  the  community  we  serve.  Physical 
and  intellectual  exercises  predict  perfection  when  the 
real-life  emergency  is  encountered. 

I’ve  certainly  found  this  to  be  true  with  respect  to 
ACLS.  The  physician’s  confidence  in  dealing  with 
cardiac  emergencies  is  enhanced.  The  physician  can  make 
swift,  prudent,  and  accurate  judgment  based  on  a well- 
defined  and  tested  core  of  knowledge,  and  tragic  delays 
in  care  can  be  avoided.  When  a physician  attends  an 
ACLS  course,  the  community  immediately  realizes  a new 
resource  person  for  teaching  CPR  to  lay  groups.  The 
physician  learns  a standardized  system  that  is  applicable 
and  understood  in  the  airport  at  Atlanta  or  on  Ghirardelli 


Square.  Most  importantly,  the  physician  recently  re- 
acquainted with  ACLS  methods  becomes  perceptively 
more  optimistic  in  dealing  with  what  was  previously  a 
pessimistic  event. 
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Offering  a Full  Range  of  Psychiatric  Services 


* Inpatient  Services  for  120 
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* Professional  Adjunctive  Therapy 

* Family  Therapy 

* Special  Care  for  the  Disturbed  Patient 
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Pico  Life  Insurance  Company 

6100  Channingway  Boulevard 
Columbus,  Ohio  43227 
Telephone  (614)  864-0280 

A Subsidiary  of  Physicians  Insurance  Company  of  Ohio  (PICO) 


You  probably  already  have  at  least  one  life 
insurance  policy.  Why  talk  with  a Pico  Life  representative? 

Well,  unless  you’re  extremely  well  insured,  you  will 
he  purchasing  additional  life  insurance.  You’ll  need  more 
coverage  to  olfset  the  effect  of  inflation  on  plans  for 
your  family’s  financial  security,  should  something 
happen  to  you.  You’ll  need  more  coverage  to  increase  the  level 
of  guaranteed  income  during  your  slow  down  years.  We  have 
comprehensive,  low  cost  plans  to  meet  these  objectives. 

There’s  another  reason  we’d  like  to  talk  with  you.  As 
part  of  a physician  controlled  insurance  organization, 
we  have  a special  interest  in  your  future.  We’d  like  you 
to  have  an  interest  in  ours.  No  stock  purchase  is  necessaiy. 

All  you  do  is  purchase  the  life  insurance  you  need. 

When  we  call  for  an  appointment,  let’s  talk. 
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A Physician's  Guide  to  Drug  Abuse 

Robert  Forney,  Jr.,  Ph.D. 


With  the  abuse  of  drugs  reaching  epidemic  proportions, 
the  physician  is  called  upon  to  treat  a growing  number 
of  drug  abusers.  As  drug  intoxication  affects  the  whole 
person,  treatment  strategies  likewise  must  be  compre- 
hensive — addressing  physical  problems  as  well  as  psy- 
chologic, social,  and  spiritual  needs.  Intoxicant  drugs 
I drugs  of  abusel  are  classified  into  three  major  groups: 
stimulants,  depressants,  and  hallucinogens.  Abuse  and 
acute  toxic  and  chronic  effects  of  drugs  in  each  group 
are  compared  and  contrasted.  Differential  diagnostic 
aids  for  the  more  common  individual  agents  are  sug- 
gested, and  a general  approach  to  the  treatment  of  the 
whole  person  is  presented. 


. . . you  were  called  to  be  free.  But  don’t  let  this 
freedom  become  an  excuse  for  letting  your  physical 
desires  rule  you.  Instead,  let  love  make  you  serve  one 
another.  I warn  you  as  I have  before:  those  who  do 
these  things  (get  drunk,  have  orgies)  will  not  receive 
the  Kingdom  of  God. 

Galatians  5:13,21 

OCIETAL  NORMS  ARE  CHANGING.  Standards  of 
morality,  shocking  to  previous  generations,  have  be- 
come acceptable.  The  current  trend  is  toward  an  inordi- 
nate desire  for  instant  relief,  and  for  instant  pleasure.  In 
many  cases,  individual  rights  are  superseding  group  rights. 
Our  economy  and  technology  have  enabled  more  indi- 
viduals to  be  totally  independent,  and  at  an  earlier  age, 
than  ever  before.  The  use  of  drugs  as  intoxicants  has 
reached  epidemic  proportions.  Alcoholism  has  become  a 
major  social  problem  in  teenagers.  The  National  Institute 
for  Drug  Abuse  estimates  that  over  16  million  Americans 


Dr.  Forney,  Toledo,  Director,  Toxicology  and  Special 
Chemistry  Laboratories,  and  Assistant  Professor  of  Pathol- 
ogy and  Pharmacology,  Medical  College  of  Ohio  at 
Toledo;  and  Co-director,  Poison  Control  Center,  Toledo. 
Submitted  February  2,  1979. 


regularly  use  marijuana,  with  use  in  the  young  still  in- 
creasing. Drug  abuse  is  confronting  children  as  soon  as 
they  enter  grade  school. 

The  physician  needs  to  be  aware  of  the  true  nature  of 
the  drug  problem  and  to  be  able  to  diagnose  and  to  treat 
those  patients  who  have  acute  or  chronic  reactions. 

Drug  Intoxication  Affects  the  Whole  Person 

Man  lives  in  four  dimensions,  and  drugs  that  intoxi- 
cate affect  the  whole  person.  Table  1 summarizes  the  role 
each  dimension  plays  in  the  expression  of  personality.  The 
motivation  for  the  use  of  intoxicants  (abuse  drugs)  comes 
from  pressures  experienced  in  one  or  more  of  these  dimen- 
sions. The  reversal  of  a drug  habit  can  be  achieved  only 
by  dealing  with  conflicts  in  all  dimensions. 

Drugs  take  the  user  on  a trip  into  an  unreal  world. 
There  he  is  alone;  conflicts  may  be  forgotten;  failure  is 
not  known;  all  is  pleasure  and  peace.  Withdrawal  into  self 
is  an  important  result  of  the  use  of  intoxicants.  Unless  an 
individual  can  find  purpose  and  meaning  to  life  outside 
himself,  he  will  not  want  to  discontinue  using  drugs. 

Relation  to  Patient’s  Condition 

Disease  associated  with  the  use  of  intoxicants  may  be 
insidious  in  nature.  The  chronic  user  is  often  unaware  of 
failing  health  or  destructive  personality  changes;  and 
when  told  of  the  dangers  of  drug  use,  an  individual  may 
be  falsely  assured  by  the  apparent  absence  of  any  ill 
effects. 

Intoxicant  drugs  have  a more  profound  effect  on  the 
performance  of  complex  tasks  and  abstract  thinking.  On 
the  other  hand,  intoxication  may  have  little  effect  on 
simple  tasks  well-learned  or  highly  motivated  behavior. 
The  fact  an  individual  does  not  “appear”  to  be  under  the 
influence  of  drugs  does  not  rule  out  intoxication. 

The  differential  diagnosis  of  stupor  and  coma  should 
always  include  consideration  of  the  possibility  of  drug 
intoxication.  Drugs  can  play  a significant  role  even  though 
the  primary  diagnosis  seems  to  be  traumatic  injury.  Drugs 
not  only  may  have  precipitated  the  injury,  but  also  may 
be  responsible  for  the  clouded  sensorium.  The  contribution 
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of  drugs  to  the  condition  of  a patient  will  be  missed  if  it 
is  not  considered. 

Principal  Effects  of  Intoxicant  Drugs 

Intoxicant  drugs  may  be  classified  in  three  groups 
according  to  their  acute  and  chronic  effects.  These  groups 
are  stimulants,  depressants,  and  hallucinogens. 

The  characteristic  effect  of  these  groups  of  drugs  are 
compared  in  Table  2.  An  individual  will  not  necessarily 
display  all  of  the  signs  for  a given  group.  Each  drug 
experience  is  influenced  by  a number  of  factors:  the 
personality  of  the  drug  user,  his/her  previous  use  of  drugs, 
the  setting  in  which  the  drugs  are  used,  other  people  who 
are  present,  the  dose  and  form  of  the  drug,  adulterants 
present,  and  other  drugs  being  used. 

Physical  findings  from  the  gross  examination  of  a 
patient  may  lead  to  suspicion  of  drug  abuse.  In  addition 
to  needle  marks,  further  indications  can  be  found  by  look- 
ing for  drugs,  drug  residues,  and  paraphernalia  in  pock- 
ets, purses,  and  wallets.  The  odor  of  alcohol  and  mari- 
juana are  each  quite  distinctive,  while  inflamed  nares 
suggest  drug  snorting  (most  likely  cocaine  or  phenycycli- 
dine) . 

A careful  examination  of  the  eyes  should  include 
conjunctivae,  pupils,  and  retina.  The  cannabis  in  mari- 
juana cause  conjunctival  injection  (pink  eyes),  the  extent 
of  which  is  dose-dependent.  Dilated  pupils  are  associated 
with  alcohol,  meperidine  (Demerol®),  stimulants,  nar- 
cotic withdrawal,  and  hypoxia  (as  well  as  with  belladonna 
alkaloids,  antihistamines,  cyanide,  carbon  monoxide,  and 
carbon  dioxide).  Constricted  pupils  result  from  the  use  of 
the  narcotics,  chloral  hydrate,  nicotine,  and  caffeine  (as 
well  as  parasympathomimetics,  cholinesterase  inhibitors, 
and  ergot  alkaloids).  The  barbiturates  may  cause  no 
change  in  pupil  size  (most  common),  constriction  (occa- 
sionally) , or  even  dilation,  secondary  to  hypoxia  with  res- 
piratory depression. 

Hostility  in  a disoriented  patient  with  normal  pupils, 
a flushed  face,  perspiration,  and  nystagmus  is  a typical 
picture  of  the  phencyclidine  user. 

Respiratory  depression  and  dyspnea  are  suggestive  of 
the  depressant  drugs.  Conversely,  the  stimulants  produce 
rapid  and  deep  breathing  at  abuse  doses.  (The  stimulants 
were  used  to  overcome  respiratory  depression  until  it  was 
demonstrated  that  such  practice  contributed  to  morbidity 
and  mortality.) 

Coma  results  from  an  overdose  of  depressant  drugs 
or  phencyclidine  hydrochloride.  Stimulants  and  halucino- 
gens,  as  well  as  alcohol  and  the  barbiturates,  may  produce 
delirium  and  mental  disturbances.  An  overdose  of  a 
stimulant  likely  will  cause  tachycardia  and  convulsions. 

Toxicologic  analyses  of  blood,  urine,  gastric  aspirate, 
and  drug  residues  can  play  an  important  role  in  clinical 
diagnoses.  To  be  of  value,  the  analyses  should  be  accurate, 
specific,  timely,  and  available  24  hours  a day.  The  tests 
should  be  ordered  to  confirm  a diagnosis,  rule  out  a sus- 
picion, or  justify  the  decision  to  order  dangerous  or 
unusual  procedures  (surgery,  dialysis).  In  many  cases, 
such  confirmation  may  be  superfluous  to  good  patient 


Table  1.  Influence  of  Intoxicant  Drugs  on  Four  Dimensions  of 
Human  Personality 


Dimension 

Motivation  for  Drug  Use 

Drug  Effects 

Physical 

Seek  pleasure  and  avoid 
pain 

Euphoria,  analgesia, 
perception,  distortion, 
cognition  impairment 
muscular  incoordination, 
sedation,  death 

Psychologic 

Seek  self-esteem  and 
relieve  anxiety 

Euphoria,  impaired 
judgment,  withdrawal 
into  self,  depersonali- 
zation, hallucinations, 
delirium 

Social 

Seek  peer  approval  and 
escape  rejection 

Euphoria,  withdrawal 
into  self,  removal  of 
conflicts,  breakdown 
in  relationships 

Religious 

Find  purpose  and  mean- 
ing to  life,  set  and  seek 
to  adhere  to  values 

Euphoria,  illusion  of 
being  close  to  God,  self, 
and  universe,  withdrawal 
into  self 

care  (the  patient  is  not  critically  ill  or  is  responding  ade- 
quately to  therapy) . It  must  be  emphasized  that  toxicology 
provides  support  for  clinical  judgment  but  should  never 
replace  such  judgment. 

Patient  Care 

Since  the  intoxicants  affect  the  whole  person,  patient 
care  must  too.  Initial  measures  must  preserve  life  and 
promote  detoxification.  As  soon  as  possible,  a multidimen- 
sional — and,  therefore,  probably  a multidisciplinary  — 
approach  should  be  initiated. 

Life  support  focuses  on  respiration  and  cardiac  out- 
put but  is  prepared  to  respond  to  fluid  and  electrolyte 
imbalances  and  convulsions.  Patients  intoxicated  by  stim- 
ulants or  hallucinogens  will  improve  in  a low-sensory 
environment,  which  is  nonthreatening.  This  environment 
should  involve  friends  and  include  limited  restraints  and 
personnel. 

Detoxification  generally  is  limited  to  a reduction  in 
the  rate  of  further  drug  absorption.  Emesis  is  preferred 
over  lavage  when  the  gag  reflex  remains  intact.  Pill  aggre- 
gates may  not  pass  a lavage  tube,  lavage  fluid  may  push 
stomach  contents  through  the  pylorus  increasing  the  rate 
of  absorption.  When  the  lavage  is  performed,  aspiration 
of  stomach  contents  with  a large  syringe  must  always  be 
completed  first.  (Save  the  aspirate  for  toxicology.)  Instill- 
ing activated  charcoal  following  emesis  or  lavage  will 
further  reduce  absorption  (50  grams  suspended  in  200  to 
500  ml  of  water)  4 Many  physicians  have  tried  mixing  ice 
cream  with  activated  charcoal  to  make  it  more  palatable. 
This  practice  should  be  abandoned  as  the  charcoal  binds 
to  the  cream  and  is  inactivated.2 

The  action  of  the  narcotics  and  synthetic  narcotics 
(including  Darvon®)  may  be  blocked  safely  with  nalox- 
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one  hydrochloride  (0.01  mg/kg,  intravenously,  intramus- 
cularly, or  subcutaneously.)3  The  acidification  of  extracel- 
lular fluid  with  ascorbic  acid  ( 1 to  2 gm  orally,  every  six 
hours)4  will  reduce  the  concentrations  of  phencyclidine 
hydrochloride  (PCP)  in  the  cerebrospinal  fluid  and  pre- 
sumably in  the  brain,  bringing  about  clinical  improve- 
ment. Diuresis  and  dialysis  have  little  place  in  the  man- 
agement of  drug  abuse  patients.  Drugs  must  be  highly 
ionized,  poorly  protein  bound,  and  water  soluble  in  order 
to  be  good  candidates.  Only  phenobarbital  fits  these 
criteria. 

Acute  psychotic  reactions  (“freaking  out”)  rather 
than  stupor  or  coma  are  characteristic  of  overdoses  with 
the  hallucinogens.  Detoxification  generally  is  not  possible 
except  with  phenyclidine.  Treatment  is  supportive.  Physi- 
cally, the  patient  should  be  observed  to  prevent  injuries, 
self-inflicted  or  accidental.  Psychologically,  the  patient  is 
encouraged  and  reassured.  Do  not  ask  extensive  questions 
or  refer  to  the  toxic  reaction  being  experienced.  Do  not 
try  to  control  the  individual.  Rather,  speak  softly  and 
continually  reestablish  concrete  ideas.  (“I’m  Bob.  You’re 
Bill.  I’m  going  to  stay  with  you.  Everything  is  going  to 
be  all  right.”)  This  must  be  repeated  again  and  again,  for 
hours  if  necessary,  until  the  reaction  is  over.  Unless  trust 
is  established,  it  may  be  impossible  to  help  at  all. 

Another  toxic  reaction  associated  with  the  use  of 
hallucinogens  is  a lingering  feeling  of  discomfort  (“wipe- 
out”). This  condition  may  result  from  overuse  of  hallu- 
cinogens within  a short  period  of  time,  or  from  a single, 
severe,  and  unpleasant  drug  experience.  It  is  characterized 
by  vague  feelings  of  uneasiness,  flashbacks  (reliving  hal- 
lucinations without  using  drugs),  loss  of  memory,  and 
lack  of  sufficient  drive  to  accomplish  things  (an  ability  to 
“get  it  together”).  There  often  is  the  fear  that  permanent 


damage  has  been  done.  The  individual  may  be  irritated 
over  little  things  and  may  be  suicidal.  These  reactions  can 
be  prolonged  and  require  extended  psychologic  support 
and  counseling. 

After  Detoxification 

The  most  difficult  phase  of  management  is  follow-up, 
where  multidimension  approaches  seek  to  give  the  drug 
user  the  desire  and  freedom  to  stop  drug  abuse. 

Many  persons  recommend  forms  of  meditation  as  a 
drug-free  substitute.  While  meditation  may  be  an  effective 
replacement,  it  offers  many  similar  problems.  Meditation 
encourages  “withdrawal  into  self”  as  a source  of  strength 
and  peace.  The  unreal  world  of  intoxication  and  halluci- 
nation is  replaced  by  the  private  world  of  imagination. 

A better  alternative  is  the  support  and  encourage- 
ment of  friends  who  will  lead  the  drug  user  to  find  self- 
approval from  meaningful  involvement  in  society  and 
from  a personal  relationship  with  the  living  God. 
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Positive  EMS  Progress  in 
Northwest  Ohio  - Life 

Clifford  Frankowski 


The  Regional  Emergency  Medical  Services  of  Northwest 
Ohio,  Inc.  IREM5NOI  — a nonprofit,  charitable  corpora - 
tion  — was  formed  by  concerned  political  officials,  phy- 
sicians, emergency  medicine  system  personnel  I EMS), 
and  laymen  from  11  counties  in  Northwest  Ohio  I Defi- 
ance>,  Erie,  Fulton,  Henry,  Huron,  Lucas,  Ottawa,  San- 
dusky, Seneca,  Williams,  and  Wood).  These  persons  took 
charge  of  a faltering  EMS  grant  project  from  the  De- 
partment of  Health,  Education,  and  Welfare  in  January 
1976  and  turned  the  program  around.  At  that  time, 
REMSNO  was  designated  by  the  Ohio  Department  of 
Health  as  the  official  agent,  and  under  the  direction  of 
Robert  Hauman,  M.D.,  was  able  to  continue  the  planning, 
organization,  and  development  of  a regional  EMS  system 
in  Northwest  Ohio. 


HE  BOARD  OF  TRUSTEES  of  REMSNO  is  com- 
posed of  28  members  who  represent  organizations  and 
departments  who  must  make  EMS  decisions  at  the  local 
level.  Operation  of  Regional  Emergency  Medical  Services 
of  Northwest  Ohio,  Inc.  is  based  on  five  premises:  ( 1 ) a 
regionally  representative  nonprofit  corporation;  (2)  a 
systems  plan  that  allows  realistic  implementation,  cap- 
able of  expansion,  in  response  to  the  economic  resources 
available;  (3)  a sound  financial  base;  (4)  both  advanced 
and  basic  life  support;  and  (5)  a regional  EMS  com- 
munications system.  In  order  to  implement  these  objec- 
tives, the  Board  of  Trustees  elected  officers  and  estab- 
lished action  committees  and  an  organization  structure 

(Fig.  1). 

The  Executive  Committee  and  staff  were  faced  with 
the  prospect  of  establishing  a regional  program  in  an 
area  which  was  dissimilar  politically,  socially,  and  eco- 
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nomically  and  did  not  have  similarity  of  patient-flow 
patterns.  Lucas  County  contains  60%  of  the  population 
and  is  urban,  industrial,  and  democratic,  politically.  The 
other  ten  counties  are  rural,  agricultural,  and  republican. 
Patients  in  the  western  sector  flow  toward  Fort  Wayne, 
Indiana;  in  the  eastern  sector,  they  flow  toward  Elyria 
and  Cleveland;  and  in  southern  Michigan,  excluded 
from  the  REMSNO  region,  patients  flow  toward  Lucas 
County. 

Thus,  no  natural  continuity  of  functional  purpose 
was  available  upon  which  a single  organization  could 
effectively  control  the  operation  of  an  11 -county  system 
or  develop  funds  for  its  operation.  In  an  effort  to  be 
innovative  and  practical,  an  organization  was  created 
whose  primary  operation  base  was  the  county  but  whose 
primary  objective  was  to  integrate  the  individual  counties 
into  a coordinated  system.  In  addition,  the  system  plan 
would  reflect  the  desires  of  each  individual  county  yet 
maintain  the  essential  elements  of  regional  coordination. 
In  this  manner,  the  unity  of  purpose  would  reflect  the 
county  individuality. 

With  these  goals  in  mind,  REMSNO  began  to  or- 
ganize an  Advanced  Life  Support  System  (ALS)  in  the 
largest  area  of  Northwest  Ohio,  Lucas  County  (popula- 
tion 500,000).  Conceptualized  within  the  framework  of 
(existing  EMS  services,  political  entities,  facilities,  man- 
power, and  patient  flow,  the  plan  received  assistance  from 
the  Lucas  County  Commissioners  who  sponsored  an  EMS 
operating  levy  to  finance  the  ALS  service. 

On  June  8,  1976,  the  voters  approved  the  operating 
levy  by  a 62%  majority.  After  its  passage,  a contract  was 
developed  between  the  County  Commissioners  and 
REMSNO,  indicating  that  REMSNO  would  be  respon- 
sible for  the  organization,  implementation,  and  operation 
of  the  Lucas  County  EMS  System.  In  turn,  REMSNO 
negotiated  contracts  with  each  of  the  six  political  sub- 
divisions where  the  nine  life  squads  were  to  be  located, 
providing  fixed  reimbursement  for  predetermined 
services. 

Life  squads  operate  within  the  fire  service  of  each 
subdivision  using  paramedics  hired  and  supervised  by 
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Fig.  1.  Organizational  structure  of  REMSNO. 


that  service  with  overall  system  supervision  and  training 
provided  by  REMSNO.  A separate  contract  for  operating 
the  communications  center  was  negotiated  with  the  City 
of  Toledo.  Department  of  Transportation  funds  from 
the  Ohio  Department  of  Health  in  combination  with 
levy  funds  were  used  to  purchase  vehicles,  equipment, 
and  supplies.  In  all,  the  343-square-mile  Lucas  County 
has  been  divided  into  nine  zones  of  response  and  cover- 
age. Each  unit  is  staffed  continuously  by  two  State- 
certified  emergency  medicine  technicians -paramedics 
(EMT-Ps),  who  work  24-hour  shifts  with  48  hours  off 
between  shifts. 

The  advanced  life  support  system  is  planned  and 
operated  by  REMSNO  and  the  Lucas  County  EMS 
Advisory  Council.  Expense  on  the  part  of  REMSNO  has 
been  minimized  by  using  existing  fire  service  administra- 
tive channels  for  hiring  and  supervision  of  all  paramedics 
and  communications  personnel.  Medically,  REMSNO  is 
responsible  for  quality  through  a REMSNO  Medical 
Advisory  Committee  and  through  control  of  paramedic 
certification,  continuing  education  for  recertification,  and 
regular  performance  review.  Day-to-day  medical  opera- 
tion control  is  maintained  through  approved  standing 
orders,  direct  on-line  supervision,  and  monitoring. 

Communications 

The  critical  element  of  the  regional  EMS  plan  was 
a communications  network  which  would  tie  each  of  the 
separate  entities  into  a unified  system.  REMSNO  chose 
a microwave/UHF/VHF  radio  system  to  link  the  11 
counties  under  the  coordination  of  the  REMSNO  con- 
trol center.  This  center  is  located  in  the  Toledo  Police 
and  Fire  Alarm  Building  in  Lucas  County,  and  contains 
both  the  Lucas  County  and  the  regional  control  positions. 

The  Lucas  County  System  (Phase  I)  provides  ser- 


vices to  approximately  60%  of  the  population  of  North- 
west Ohio  (one  million  persons),  and  its  35,000  runs  rep- 
resent the  area  of  highest  activity.  The  center  maintains 
direct  EMS  communication,  dispatch,  and  coordination 
with  the  advanced  life  support  units,  basic  life  support 
units,  volunteer  and  paid  fire  departments,  private  am- 
bulance companies,  and  police  departments  within  Lucas 
County;  and  it  provides  direct  communication  with  these 
units  and  each  hospital  and  critical  care  unit  within 
Lucas  County. 

The  system  is  accessed  by  a seven-digit  number 
(241 -HELP)  which  is  available  throughout  Lucas  Coun- 
ty. Although  911  is  the  nationally  recognized  access 
number,  it’s  use  is  not  economically  feasible  in  Lucas 
County  due  to  the  four  different  telephone  companies 
operating  in  the  county  and  the  expensive  interconnect 
problems.  Thorough  and  intensive  public  information 
campaigns  — including  15-to-30-second  television  adver- 
tisements, radio  spots,  newspaper  advertisements,  and 
200,000  brochures  and  telephone  stickers  — followed 
the  institution  of  the  access  number;  and  requests  for 
assistance  handled  by  the  REMSNO  dispatchers  grew 
from  zero  to  55%  of  the  45,000  emergency  medical  calls 
made  in  Lucas  County  in  1978. 

By  means  of  a status  board,  the  REMSNO  dispatch- 
ers control  the  dispatch  and  disposition  of  the  nine  life 
squad  units  and  the  1 1 private  ambulance  companies 
in  the  county  (Fig.  2).  The  20  assorted  fire  rescue  trucks 
now  have  UHF  portable  radios  provided  by  REMSNO. 
The  first  responder  units  have  the  capability  to  request 
additional  aid  through  the  center  as  well  as  to  cancel 
the  life  squad  if  the  situation  does  not  require  their 
services. 

During  an  emergency  run,  the  REMSNO  dispatcher 
connects  the  life  squad  unit  directly  with  any  of  the  nine 
hospitals  in  Lucas  County.  After  checking  the  patient’s 


370  j The  Ohio  State  Medical  Journal 


vital  signs  and  making  his/her  assessment  of  the  patient’s 
condition,  the  paramedic  relays  this  information  and 
awaits  the  instructions  of  the  physician/nurse  for  the 
stabilization  of  the  patient.  In  some  instances,  the  para- 
medic may  proceed  with  the  insertion  of  an  intravenous 
line  and  then  will  reestablish  contact  with  the  hospital. 
The  REMSNO  Medical  Advisory  Committee  has  de- 
veloped the  medical  standing  orders  and  has  authorized 
the  paramedics  to  perform  certain  procedures  when  time 
is  vital  and  quick  action  is  required  before  establishing 
contact  with  the  physician/nurse.* 

The  communication  apparatus  was  designed  for 
simple  operation.  Tone-control  remote  units  are  located 
in  each  hospital  emergency  department,  and  the  para- 
medic selects  an  assigned  MED  channel  (1  to  8)  on  his 
radio.  (The  Life  Squad  unit  has  a portable  UHF  radio 
unit  which  can  be  taken  to  the  scene  of  the  emergency.) 
The  REMSNO  dispatcher  activitates  the  electronic  patch 
which  enables  the  two  parties  to  communicate. 

In  addition,  the  hospitals  are  able  to  communicate 
with  one  another  through  REMSNO  via  microwave 
telephone.  Each  hospital’s  critical  care  unit  has  a three- 
digit  code  and  is  accessible  through  the  “orange  phone.” 
All  conversations  on  the  microwave  telephone  are  secure 
and  can  be  interrupted  only  by  the  REMSNO  control 
center. 

Although  the  capital  expenditures  for  the  REMSNO 
microwave/UHF/VHF  system  were  substantial,  the  sys- 
tem provides  a high  degree  of  security,  flexibility,  de- 
pendability, and  operation  efficiency.  The  system  design 
has  minimized  impact  of  operation  expenses  and  maxi- 
mized use  of  experienced  personnel  by  placing  the  central 
medical  control  center  in  the  Toledo  Fire  Division  under 
the  operation  control  of  experienced  EMS  communica- 
tions personnel.  In  addition,  the  communications  system 
has  provided  on-line  medical  supervision  from  the  nine 
hospitals  in  Lucas  County. 

It  is  foreseen  that  REMSNO  will  operate  in  the 
other  ten  counties  much  as  it  does  in  Lucas  (ie,  local 
dispatch,  determination,  and  communication  with  hos- 
pitals). The  major  difference  is  that  in  these  counties  the 
hospitals  will  control  the  med  channels  to  be  selected; 
however,  the  REMSNO  dispatcher  has  the  capability  to 
override  operations  and  perform  the  functions  manually, 
particularly  in  case  of  disaster  or  equipment  malfunc- 
tions. Microwave/UHF / VHF  radios  and  leased  tele- 
phone lines  will  be  meshed  in  these  counties  for  com- 
munication. (Funding  limitations  and  Federal  Aviation 
Administration  restrictions  have  required  that  some 
microwave  towers  be  placed  away  from  hospital  sites, 


*A  copy  of  “Standing  Orders  for  Lucas  County  E.M.S. 
System”  is  available  upon  request  from  Mr.  Frankowski, 
C.S.  10008,  Toledo,  Ohio  43699. 


thereby  requiring  leased  lines  to  link  hospitals  and  equip- 
ment.) Dedication  of  the  Regional  System  (Phase  II) 
took  place  in  the  spring  of  1978. 


System  in  Action 

A viable  medical  team  has  developed  as  physicians 
and  paramedics  have  learned  to  work  together.  Paramed- 
ics provide  physicians  with  concise  patient  assessments  so 
that  physicians  can  understand  the  nature  of  the  emer- 
gency and  prescribe  the  procedure  and  medication 
needed  to  stabilize  the  patient. 

In  1975,  two  life  squad  units  operated  in  the  Lucas 
County  area,  making  3,600  runs.  The  number  of  ALS 
units  grew  from  four  to  nine  after  the  passage  of  the 
EMS  levy  in  1976,  and  the  system  dedication  took  place 
in  January  1978  with  a full  compliment  of  nine  life 
squads  and  all  nine  hospitals  in  Lucas  County  on  the 
REMSNO  communications  system. 

Ten  days  after  this  dedication,  the  great  blizzard  of 
1978  swept  through  Northwest  Ohio.  The  REMSNO  life 
squad  units  were  the  only  ambulance  units  capable  of 
moving  in  answer  to  emergency  calls;  and  they  worked 
in  conjunction  with  fire  pumper,  national  guard,  and 
four-wheel  drive  units,  as  well  as  snowplows,  snowmo- 
biles, and  private  citizens  to  reach  the  scenes  of  emer- 
gencies. Many  times  the  paramedics  arrived  on  the  scene 
via  snowmobile  or  four-wheel  vehicle.  In  all,  330  calls 
were  answered  during  this  four-to-five  day  period,  in- 
cluding 26  obstetric  emergency  cases  requiring  transport. 
None  of  these  women  delivered  before  reaching  a 
hospital. 

The  units  have  been  very  successful  in  responding 
to  cardiac  arrest  emergencies.  In  1977,  there  were  35 
confirmed  cardiac  arrest  saves;  and  in  1978,  the  nine 
life  squads  were  able  to  save  54  individuals  from  certain 
death.  These  persons  reached  the  hospital  and  were  alive 
on  the  third  day  following  cardiac  arrest. 

Of  the  14,313  calls  answered  in  1978,  fifty-four 
percent  were  for  medical  emergencies,  21%  for  trauma, 
and  4%  were  miscellaneous  emergencies.  In  addition, 
18%  of  the  calls  were  cancelled  or  unnecessary,  and  3% 
of  the  victims  were  dead  on  arrival  of  the  unit.  Of  the 
medical  emergencies,  218  cases  were  obstetric  in  nature; 
there  were  238  cardiac  arrests,  306  strokes,  567  cases  of 
drug  overdose,  and  65  of  poisoning. 

Units  in  the  City  of  Toledo  and  suburban  areas 
averaged  4.3  minutes  to  respond  to  an  emergency  call. 
In  many  instances,  the  first  response  units  were  on  the 
scene  in  less  than  four  minutes.  Rescue  squads  or  fire 
department  personnel  responded  to  20,000  emergency 
calls,  many  in  conjunction  with  the  life  squad  units.  In 
addition,  10,300  dispatches  were  made  to  private  am- 
bulances for  the  transport  of  victims  who  were  not  in 
life-threatening  danger. 
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Fig.  2.  Dispatch  control  room. 


Conclusion 


The  REMSNO  communications  headquarters  main- 
tains contact  with  all  emergency  units  through  portable 
radios.  In  order  to  transmit  solely  relevant  medical  data, 
only  the  advanced  life  support  units  have  the  ability  to 
communicate  directly  on  the  MED  channels  with  a 
hospital.  If  the  basic  life  support  unit  needs  to  trans- 
mit important  information  to  a hospital,  this  may  be  per- 


formed through  the  REMSNO  dispatcher  or  the  para- 
medic may  be  patched  through  to  the  hospital  on  the 
radio’s  working  frequency.  The  men  and  women  who 
work  on  the  basic  life  support  and  advanced  life  support 
units  have  invested  time,  effort,  and  expense  to  make  the 
area  of  Northwest  Ohio  a safer  place  in  which  to  live 
and  to  work.  These  efforts  have  enabled  Lucas  County 
and  its  surrounding  areas  to  take  a great  step  forward 
by  means  of  its  Regional  Emergency  Medical  Services 
System.  ☆☆☆ 
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Prehospital  and  Emergency  Evaluation 
and  Treatment  of  Therma  Injuries 

Richard  B.  Fratianne,  M.D. 


Approximately  two  million  patients  with  thermal  injury 
require  treatment  by  physicians  annually  in  the  United 
States.  Of  these,  70,000  patients  are  hospitalized  for 
burns  each  year  and  account  for  10,000  to  12,000  deaths. 
Estimates  indicate  that  5%  of  patients  with  fatal  burn 
injuries  die  before  reaching  a hospital  or  a specialized 
facility.  This  article  deals  with  the  basic  steps  that 
should  be  taken  when  beginning  treatment  of  burn 
victims. 


A PPROXIMATELY  TWO  MILLION  patients  with 
■*-  ^-thermal  injury  require  treatment  by  physicians  an- 
nually in  the  United  States.  Of  these,  70,000  patients  are 
hospitalized  for  burns  each  year  and  account  for  10,000 
to  12,000  deaths.  Estimates  indicate  that  5%  of  patients 
with  fatal  burn  injuries  and  smoke  inhalation  die  before 
reaching  a hospital  or  a specialized  facility.  Therefore,  it 
is  imperative  that  the  protocol  governing  the  function 
of  paramedic  squads  include  a categorization  scheme  in- 
dicating the  hospitals  prepared  to  respond  to  the  antici- 
pated needs  of  the  burn  victim.  This  may  include  region- 
al referral  centers  and/or  local  burn  treatment  facilities. 
It  also  is  advisable  that  after  assessment  is  made  in  the 
field,  radio  contact  be  obtained  with  qualified  medical 
personnel  to  determine  the  proper  choice  of  options. 

Triage  of  Burns.  — Survival  from  major  bums  is  related 
to  the  extent  of  the  burn,  the  depth  of  the  burn,  and 
the  age  of  the  patient.  In  a study  of  7,508  cases,  Feller 
and  Crane1  compared  survival  with  age  in  patients  sus- 
taining full-thickness  burns  and  noted  that  in  patients 
under  1 year  of  age,  there  were  no  survivors  with  full- 


Dr.  Fratianne,  Cleveland,  Associate  Professor  of  Surgery, 
Case  Western  Reserve  University  School  of  Medicine;  and 
Director,  Burn  Center,  Cleveland  Metropolitan  General 
Hospital. 

Submitted  December  4,  1978. 


thickness  burns  of  greater  than  50%  body  surface  area; 
and  no  survivors  were  noted  in  patients  above  the  age 
of  40  years  who  sustained  60%  or  greater  full-thickness 
burns. 

Burns  Warranting  Treatment  at  Specialized  Centers.  ■ — 

( 1 ) Partial-thickness  burns: 

Adults  — greater  than  25%  body  surface  area 
Children  — greater  than  15%  body  surface  area 

(2)  Full-thickness  burns: 

Adults  — greater  than  15%  body  surface  area 
Children  — greater  than  10%  body  surface  area 

(3)  All  burns  involving  face,  eyes,  hands,  feet,  and 
perineum 

(4)  All  inhalation  injuries 

(5)  Electrical  burns 

(6)  All  burns  in  patients  under  the  age  of  2 years 
or  over  the  age  of  60  years 

(7)  All  burns  with  associated  major  trauma 

Estimation  of  Extent  of  Burns. — The  Rule  of  Nines  is  an 
adequate  method  of  determining  the  initial  rough  esti- 
mate of  the  extent  of  burn  injury.  The  Rule  of  Nines 
indicates  that  body  surface  area  can  be  divided  into  these 
percentages:  head  and  neck  9%,  right  upper  extremity 
9%,  left  upper  extremity  9%,  anterior  trunk  18%,  pos- 
terior trunk  18%,  right  lower  extremity  18%,  left  lower 
extremity  18%,  and  perineum  1%. 

However,  it  should  be  kept  in  mind  that  percent- 
ages of  body  surface  area  vary  with  age.  In  an  infant 
up  to  1 year  of  age,  the  head  accounts  for  19%  of  the 
body  surface  area,  while  the  lower  extremity  of  an  infant 
accounts  for  only  14%  of  the  body  surface  area.  The  ac- 
companying Lund-Browder  Chart  permits  a more  ac- 
curate determination  of  extent  of  injury.  (See  the  Fig- 
ure. ) 
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Estimation  of  Depth  of  Burns.  — The  determination  of 
depth  of  burn  on  clinical  grounds  is  often  difficult,  but 
there  are  several  key  findings  which  help  place  burns  in 
either  the  partial-thickness  or  full-thickness  categories 
(Table). 

Other  findings  that  may  be  helpful  in  distinguishing 
partial  thickness  from  full  thickness  burns  include  the 
fact  that  in  partial-thickness  burns,  the  skin  appendages 
are  present  and  the  hair  is  firmly  rooted  in  the  skin  while 
in  a full-thickness  burn,  if  hair  is  present,  it  can  be  re- 
moved with  very  gentle  traction. 

History 

It  is  important  that  a detailed  history  of  major  burn 
victims  be  obtained  as  soon  as  possible.  There  often  is  a 
rapid  deterioration  in  the  patient’s  ability  to  provide  such 
information  even  though  the  patient  initially  may  have 
a clear  sensorium  and  be  conversive.  Essential  data  in- 
clude the  patient’s  age,  nature  of  the  burn  (flame,  scald, 
electrical,  and  chemical),  nature  and  temperature  of 
scalding  agent  (ie  hot  water,  oil,  or  grease),  and  type 
and  concentration  of  the  chemical  agent  involved  (acid, 
alkali).  In  the  case  of  a flame  burn,  it  is  important  to 
note  whether  it  occurred  in  an  open  or  closed  space.  The 
time  of  the  burn  injury  should  be  noted,  as  well  as  any 
known  allergies,  major  medical  problems,  or  medications 
which  the  patient  is  taking.  It  also  is  of  utmost  impor- 
tance to  determine  if  the  patient  fell,  was  unconscious,  or 
suffered  additional  injuries  as  in  a vehicular  accident. 

Immediate  Therapy 

Immediate  therapy  should  include: 

( 1 ) Evaluate  airway,  breathing,  and  circulation. 

(2)  Remove  hot  or  smoldering  clothing  or  bedding. 

(3)  Examine  for  associated  injuries. 


AREA 

AGE  - YEARS 

% 

2* 

% 

3* 

% 

TOTAL 

0-1 

1 -4 

5-9 

10  - 15 

ADULT 

Head 

19 

17 

13 

10 

7 

Neck 

2 

2 

2 

2 

2 

Ant-  Trunk 

13 

17 

13 

13 

13 

Post.  Trunk 
R Buttock 

13 

13 

13 

13 

13 

2'h 

2'h 

2’/i 

2'h 

2V2 

L Buttock 

2 y? 

2h 

2Vi 

2Y2 

2Y2 

Genitalia 

1 

1 

1 

1 

1 

R U.  Arm 

4 

4 

4 

4 

4 

L U Arm 

4 

4 

4 

4 

4 

R L Arm 

3 

3 

3 

3 

3 

L L Arm 

3 

3 

3 

3 

3 

R Hand 

2'h 

2h 

2'/j 

2'h 

2'/2 

L Hand 

2'h 

2'h 

2'h 

2'h 

2’/2 

R Thigh 

5 'h 

8Y2 

8'h 

8’/2 

9’/2 

L.  Thigh 

S'h 

6 'h 

S'h 

8'h 

9’/2 

R Leg 
L Leg 

S 

5 

5 'h 

6 

7 

5 

5 

S'h 

6 

7 

R Foot 

3 'h 

3'h 

3'h 

3'h 

3’/2 

L Foot 

3'h 

3'h 

3V2 

3'h 

3’/2 

Total 

Lund  and  Browder  Chart  for  determining  extent  of  injury. 


(4)  If  the  burn  surface  of  the  skin  is  still  warm  to 
the  touch,  cool  it  with  liberal  amounts  of  saline  or  water. 
As  soon  as  the  skin  surface  is  cool,  apply  a dry  sterile 
dressing  and  keep  the  patient  warm. 

(5)  Chemical  Burns. — Remove  all  involved  clothing; 
be  careful  to  protect  your  own  hands.  Flood  the  surface 
of  the  skin  with  water  or  saline  (gallons).  Be  particularly 
careful  to  irrigate  the  patient’s  eyes,  if  they  are  involved. 
Do  not  try  to  neutralize  a chemical  with  another  chemical 
(such  as  applying  vinegar  or  other  acids  to  an  alkali 
burn) . 


Factors  for  Determining  Depth  of  Burn 


Degree 

Depth 

Sensation 

Blisters 

Color 

Texture 

First 
( Minor) 

Epidermis  only 

Painful 

None 

Increased  redness 

Normal 

Second 

(Partial  thickness) 

Involvement  of 
epidermis  and 
dermis 

Very 

painful 

Large  thickwalled; 
usually  will 
increase  in  size 

If  vesicles  are 
ruptured,  skin  may 
be  mottled  in  color 
but  demonstrates 
capillary  refill 
upon  pressure 

Normal  or 
somewhat  firm 

Third 

(Full  thickness) 

Destruction  of  all 
layers  of  skin  into 
subcutaneous  tissue 
including  fascia, 
muscle  and  bone 

Little  or 
no  pain 

None  or  if  present, 
thin  walled;  do 
not  increase  in  size 

Skin  may  be 
charred,  white, 
brown  or  red.  Does 
not  demonstrate 
capillary  refill 

Firm  and 
leathery 
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(6)  Electrical  Burns. — Be  aware  of  hot  wires  and  be 
sure  the  patient  is  not  in  electrical  contact.  Be  prepared 
to  institute  cardiopulmonary  resuscitation  since  electrical 
burns  kill  by  causing  cardiopulmonary  arrest.  High-volt- 
age electrical  injury  often  is  associated  with  deep  tissue 
necrosis  beyond  what  can  be  seen  on  the  skin.  Remember, 
these  patients  may  develop  arrhythmias  following  electri- 
cal injury. 

(7)  Establish  an  intravenous  (IV)  line.  This  should 
be  done  with  a large  bore  catheter  avoiding  burned  areas 
if  possible.  Administer  Ringer’s  lactate  solution  or,  if 
unavailable,  use  normal  saline.  Avoid  solutions  with  glu- 
cose in  them.  Adjust  the  rate  of  fluids  using  the  formula 
4 ml  intravenous  fluids  per  kg  body  weight  per  percent 
burn  with  one  half  of  the  calculated  fluids  to  be  given 
in  the  first  eight  hours  from  the  time  of  burn,  and  the 
remaining  fluid  over  the  next  16  hours. 

(8)  Pain  medications  are  often  indicated  and  must 
always  be  given  intravenously.  Adults  may  be  given 
meperidine  hydrochloride  (Demerol®),  25  mg  by  very 
slow  intravenous  push.  Children  may  receive  intravenous 
Demerol,  0.1  mg  per  pound,  by  very  slow  intravenous 
push.  Following  the  administration  of  intravenous  narco- 
tics, adequacy  of  respiration  should  continue  to  be  moni- 
tored carefully.  It  is  best  to  withhold  narcotics  for  relief 
of  pain  until  fluid  resuscitation  is  underway.  It  also  is 
wise  to  avoid  using  narcotics  if  the  patient  has  associated 
injuries,  particularly  abdominal  or  head  trauma. 

(9)  Examine  for  evidence  of  inhalation  injury.  In 
particular,  look  for  intraoral,  facial,  and  neck  burns. 
Check  for  singed  hairs  of  the  beard,  eyelids,  eyelashes,  or 
nasal  hair.  Check  for  perioral  and/or  intraoral  charcoal 
especially  on  teeth  and  gums.  If  patient  is  coughing, 
check  for  soot  in  the  sputum. 

(10)  Patients  who  have  sustained  smoke-inhalation 
injury  should  receive  100%  oxygen  until  arterial  blood 
gases  are  available. 

Indications  for  Intubation 

Intubation  often  is  required  for  patients  who  have 
sustained  smoke  inhalation  injury,  particularly  patients 
involved  in  fires  in  a closed  space.  Clinical  signs  of  pul- 
monary injury  include  wheezing,  coughing  (particularly 
a “brassy”  cough),  hoarseness,  tachypnea,  and  cyanosis. 
Another  indication  for  intubation  is  rapidly  progressive 
swelling  involving  the  face  and  neck  secondary  to  burns 
of  those  areas.  When  significant  facial  and  neck  burns 
are  present,  swelling  will  begin  quickly  and  will  accelerate 
as  intravenous  fluids  are  administered.  Therefore,  in  these 
cases,  if  there  will  be  a time  delay  in  transporting  the 
patient  to  a medical  facility  or  transporting  the  patient 
from  a medical  facility  to  a burn  treatment  center,  it  is 
often  wise  to  intubate  the  patient  in  the  anticipation  that 
swelling  may  progress  quite  rapidly  during  transport. 

Emergency  tracheostomy  seldom  is  indicated. 


Emergency  Room  Treatment  of  the  Burn  Wound 

(1)  Wash  all  burn  surfaces  with  a suitable  anti- 
septic solution  and  rinse  copiously.  Do  not  use  hexochlo- 
rophene  since  toxic  sequellae  have  been  noted. 

(2)  Remove  all  debris  and  loose  devitalized  tissue. 

(3)  Evaluate  distal  circulation  in  extremities  with 
circumferential  burns  to  determine  the  need  for  eschar- 
otomy.  This  evaluation  must  be  done  periodically  during 
the  first  12  to  24  hours  since  swelling  may  continue  to 
develop  as  intravenous  fluids  are  administered  and  fluids 
translocate  into  the  burn  tissues. 

(4)  A Foley  catheter  should  be  inserted  as  soon  as 
feasible.  If  urine  obtained  is  red  or  black,  it  indicates 
hemoglobin  and/or  myoglobin,  and  the  patient  should 
receive  mannitol,  250  mg  per  kg,  intravenously. 

(5)  Insert  nasogastric  tube  in  patients  with  burns 
greater  than  25%  body  surface  area.  Ileus  is  common  in 
these  patients. 

(6)  Immunize  against  tetanus. 

(7)  Draw  baseline  laboratory  studies  including  ar- 
terial blood  gases  and  carboxyhemoglobin  levels  if  smoke 
inhalation  is  suspected.  Carboxyhemoglobin  levels  are 
good  indicators  of  the  level  of  smoke  inhalation  injury. 
Patients  with  greater  than  25%  carboxyhemoglobin 
should  be  intubated  and  placed  on  positive-end  expiratory 
pressure  with  continuous  monitoring  of  blood  gases  to  de- 
termine the  necessary  changes  in  FICC  minute  ventila- 
tion and  level  of  positive  end-expiratory  pressure  ('PEEP). 

(8)  Creatine  phosphokinase  (CPK)  determinations 
in  patients  with  electrical  burns  are  often  of  value.  Elec- 
trocardiograms (ECGs)  in  these  patients  should  be  moni- 
tored for  the  first  48  hours. 


Summary 

Survival  from  major  burns  is  related  to  the  extent  of 
the  burn,  the  depth  of  the  burn,  and  the  age  of  the 
patient.  A detailed  patient  history  should  be  obtained  as 
rapidly  as  possible  and  immediate  therapy  should  be  be- 
gun. This  therapy  will  vary  with  the  type  of  burn  — 
flame,  scald,  electrical,  and  chemical.  Although  intuba- 
tion often  is  required  for  patients  who  have  sustained 
smoke-inhalation  injury,  emergency  tracheostomy  seldom 
is  indicated. 


Generic  and  Trade  Name  of  Drug 

Meperidine  hydrochloride  — Demerol  (Winthrop) 


Reference 

Feller  I,  Crane  KH : National  burn  information  exchange.  Surg 
Clin  North  Am  50:1425,  1970.  ☆☆☆ 
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Medical  Assistance  Teams  for  Disasters 


William  H.  Gates,  M.D. 
Patricia  Ettensohn,  R.N. 
Richard  T.  Turner,  P.A. 
Gary  Miller 


Primary  emergency  community  response  to  mass  casualty 
incidents  and  disasters  in  the  Greater  Cincinnati  area  is 
presented.  Involvement  of  the  Hamilton  County  Academy 
of  Medicine,  the  Greater  Cincinnati  Hospital  Council,  the 
Hamilton  County  Disaster  Council,  and  the  Hamilton 
County  Communications  Center  is  discussed.  The  mode 
of  operations  and  the  procedures  used  to  coordinate  the 
physicians  and  nurses  in  the  Medical  Disaster  Teams  are 
delineated  in  detail.  This  team  concept  is  fully  coordi- 
nated through  disaster  linkage  with  most  of  the  stan- 
dard operating  procedures  for  emergency  rescue  ser- 
vices in  the  area.  The  responsibility  of  the  individual 
team  members,  their  training  requirements,  method  of 
activation,  on-scene  chain  of  command,  and  medical 
function  are  reviewed. 


* | 'HE  HAMILTON  COUNTY  Disaster  Council  has 
been  instrumental  in  assisting  the  communities  of  the 
Greater  Cincinnati  area  in  emergency  disaster  planning 
for  the  past  18  years.  The  Council  consists  of  represen- 
tatives from  the  official  primary  response  organizations 
of  the  community  and  the  full-time  disaster  agencies. 
Represented  are  the  American  Red  Cross,  Cincinnati 
Health  Department,  City  of  Cincinnati,  Hamilton  Coun- 
ty Academy  of  Medicine,  Hamilton  County  Communi- 
cations Center,  Hamilton  County  Coronor,  Hamilton 
County  Fire  Chiefs’  Association,  Hamilton  County  Police 
Chiefs’  Association,  Hamilton  County  Sheriff,  Hamilton 
County  Township  Trustees’  Association,  Hospital  Coun- 
cil, Municipal  League,  and  Office  of  Disaster  Prepared- 
ness. The  Council  meets  regularly  to  coordinate  disaster 
planning,  emergency  health  care  services  including  emer- 
gency medical  systems,  and  allied  emergency  health 
needs  associated  with  mass  casualty  incidents.  This  Coun- 
cil functions  as  an  operational  division  of  the  Communi- 
ty Preparedness  Agency  (Civil  Defense)  in  support  of 
the  police  and-  fire  departments  of  the  community. 

During  review  of  ability  to  respond  to  large  disasters, 
it  became  obvious  that  a new  approach  was  in  order  to 
provide  organized  field  medical  care.1  Past  nationwide 


experience  indicates  that  a natural  outpouring  of  unor- 
ganized volunteers  willing  to  provide  medical  assistance 
accompanies  any  disaster.  This  unorganized  effort  has 
been  relieved  somewhat  with  the  advent  of  paramedics 
using  telemetry.  However,  examination  of  several  dis- 
asters occurring  in  other  parts  of  the  United  States  in- 
dicates that  those  areas  recognized  a need  for  more  com- 
prehensive response  than  paramedics  can  provide.2  For 
this  reason,  we  have  implemented  an  official  medical 
assistance  team  called  “MATS”  to  provide  an  organized 
medical  response  in  the  Cincinnati  area.  Based  on  an 
evaluation  of  all  our  resources,  the  concept  of  mobile, 
independent,  field -medical -triage  teams  composed  of 
physicians,  nurses,  paramedics,  and  emergency  medical 
technicians  has  been  developed. 

Organization 

The  concept  of  the  MATS  system  is  based  upon  use 
of  existing  resources  reorganized  to  meet  individual  dis- 
aster situations.  This  provides  for  extensive  critical  care 
at  the  scene  of  the  disaster  without  detracting  from  the 
level  of  care  normally  available  in  the  community.  The 
following  personnel  function  in  the  MATS  system:  phy- 
sicians from  the  Cincinnati  Academy  of  Medicine  and 
the  University  of  Cincinnati  Medical  Center,  Division  of 
Emergency  Medicine;  nurses  from  the  Cincinnati  Chap- 
ter of  the  American  Red  Cross,  the  majority  of  whom 
are  members  of  the  Greater  Cincinnati  Chapter  of  the 
Emergency  Department  Nurses  Association;  and  para- 
medics and  emergency  medical  technicians  from  rescue 
squads  throughout  the  community.  All  of  the  personnel 
in  the  MATS  are  volunteers. 

Normally,  physicians  throughout  the  community 
volunteer  their  services  to  a particular  hospital  as  part 
of  individual  disaster  plans.  However,  MATS  physicians 
have  been  trained  in  disaster  triage,  field  medical  care, 
and  advanced  cardiac  life  support.  These  physicians  are 
expected  to  report  for  field  operations  under  the  direc- 
tion of  the  MATS  medical  commanders,  who  function 
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under  the  command  of  the  senior  official  in  charge  of 
the  disaster  site. 

The  registered  nurses  receive  additional  training  be- 
yond their  normal  nursing  specialties: 

Qualifications 

( 1 ) Registered  nurse  with  current  registration  in 
one  of  the  states  covered  by  the  Cincinnati  Division 
(Ohio,  Kentucky,  Indiana).  However,  in  true  emergency 
situations,  it  is  understood  that  nurses  with  current 
licensure  in  another  state  could  be  used. 

(2)  Graduate  of  an  accredited  school  of  nursing. 

(3)  Enrolled  with  the  Cincinnati  Area  Chapter  of 
the  American  Red  Cross. 

Experience 

( 1 ) Have  successfully  completed  training  in  standard 
or  multimedia  first  aid  classes;  basic  life  support  (CPR)  ; 
prerequisite  classes  for  advanced  life  support;  advanced 
life  support  (American  Heart  Association  course)  ; emer- 
gency room  experience  and  ambulance  run  experience. 

(2)  General  knowledge  of  disaster  health  services  as 
outlined  in  Disaster  Services  Procedure  Manual  (Section 
3050). 

(3)  Previous  emergency  room,  operating  room,  or 
intensive  care  experience  is  helpful. 

Duties 

( 1 ) Accept  call  on  rotating  basis  as  assigned  and 
notify  Headquarters  of  availability. 

(2)  Ability  to  work  in  cooperation  with  other  mem- 
bers of  the  medical  assistance  team. 

(3)  Work  directly  under  the  supervision  of  MAT 
physician. 

(4)  Maintain  proper  Red  Cross  identification. 

(5)  Perform  specific  nursing  functions  as  determined 
by  the  MAT  program. 


Dr.  Gates,  Cincinnati,  Attending  Staffs,  Providence  and 
Good  Samaritan  Hospitals ; Courtesy  Staffs,  St.  George 
and  St.  Francis  Hospitals;  Chairman,  OSMA  Emergency 
Medical  Services  Committee;  and  Chairman,  State  of 
Ohio  Emergency  Medical  Services  Advisory  Council. 

Ms.  Ettensohn,  Cincinnati,  Group  Manager,  Educational/ 
Community  Services,  American  Red  Cross;  and  Instruc- 
tor, In-Service  Training;  Coordinator,  Staff  Development, 
Geriatrics  and  Rehabilitation,  Mercy  Hospital,  Hamilton, 
Ohio. 

Mr.  Turner,  Cincinnati,  Assistant  Director,  Emergency  Med- 
icine Training  Programs,  University  of  Cincinnati  Medical 
Center. 

Mr.  Miller,  Cincinnati,  Director,  Disaster  Service,  Cincin- 
nati Division,  American  Red  Cross. 

Submitted  November  14,  1978. 


In  addition,  several  nurses  have  Emergency  Medical 
Technician  Certificates. 

The  emergency  medical  technician-ambulance 
(EMT-A)  and  the  paramedic  members  are  drawn  from 
area  squads  brought  in  for  specific  assignments  under  the 
direction  of  the  physicians  of  MATS. 

Identification 

One  of  the  major  problems  in  any  disaster  setting 
is  recognition  of  the  personnel  officially  responding  to 
provide  emergency  medical  care.  Since  these  personnel 
are  not  members  of  existing  emergency  agencies.  MATS 
members  must  have  distinctive  identification.  The  physi- 
cians wear  clearly  marked  helmets,  color-coded  green, 
and  bearing  reflective  letters  marked  MD.  The  regis- 
tered nurses  wear  red  jump  suits,  with  Red  Cross  in- 
signia indicating  that  they  are  registered  nurses,  and 
white  Red  Cross  helmets  marked  Nurse.  All  physicians, 
registered  nurses,  paramedics,  and  EMTs  wear  patches 
and/or  arm  bands  from  the  Cincinnati  Academy  of 
Medicine  designating  them  as  membexs.  In  addition,  the 
physicians  and  i-egistered  nurses  have  photo-identifica- 
tion cards  from  the  Hamilton  County  Disaster  Council 
and  the  American  Red  Cross. 

Equipment 

In  a normal  response  to  disaster  settings,  the  pri- 
mary responders  are  not  equipped  to  provide  special 
critical  care  at  the  scene  to  large  numbers  of  casualties 
or  definitive  care  over  an  extended  period  of  time.  Thus, 
MATS,  in  cooperation  with  the  Greater  Cincinnati  Hos- 
pital Council,  has  established  seven  sets  of  “Disaster  Box- 
es.” Five  sets  are  located  at  hospitals  chosen  because  of 
geographic  location  throughout  the  community.  The 
other  two  sets  of  disaster  boxes  are  located  in  the  rescue 
squad  vehicle  of  a centrally  located  fire  department  and 
in  the  Red  Cross  disaster  van. 

All  of  the  disaster  sets  can  be  brought  to  the  scene 
by  emergency  vehicle  in  event  of  a major  mass  casualty 
incident.  This  provides  medical  equipment  for  definitive 
ci'itical  care  for  35  to  50  victims.  The  contents  of  these 
boxes  were  established  to  provide  maximum  flexibility 
of  medical  equipment  with  minimum  use  of  space.  The 
boxes  had  to  be  of  a certain  size  and  sti'ength  to  with- 
stand transportation,  but  small  enough  to  be  handled 
easily  in  the  field.  The  contents  of  the  boxes,  placed  in 
fishing-tackle-like  containers  are  listed  in  Table  1.  The 
drugs  and  supplies  are  rotated  every  six  months  by  the 
Red  Cross  nursing  personnel  and  recycled  immediately 
after  the  conclusion  of  any  disaster  operation. 

Defibrillators  are  maintained  with  the  Red  Cross 
disaster  van  which  responds  to  all  major  emergencies 
in  the  community.  Additional  heavy-duty  tnjnks  of 
medical  equipment  and  supplies  for  continued  field  op- 
erations are  brought  by  the  van.  Arrangements  are  made 
with  paramedic  squads  responding  to  the  scene  for 
special  assignments  for  use  of  additional  defibrillators  and 
telemetry  units.  The  Red  Cross  Disaster  Service  main- 
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tains  a supply  of  disaster  pouches,  stretchers,  and  oxygen 
cylinders  as  well. 

Communications 

In  the  event  of  a large-scale  or  prolonged  disaster 
operation,  a mobile  Emergency  Operations  Center 
(EOC)  responds  from  Civil  Defense.  This  van  is  brought 
to  the  scene  by  the  Red  Cross  emergency  personnel  as  a 
mobile  emergency  operations  center.  It  contains  radios 
for  communications  with  Hamilton  County  Civil  Defense 
directional  control  radio  (including  a radio  net  with 
the  office  of  the  Governor  of  the  State  of  Ohio  and  the 
State  Communications  Center  for  Community  Disaster 
Preparedness),  amateur  radio  operators’  community  net, 
citizens’  band  radio,  and  the  Hamilton  County  Hospital 
disaster  net  (Hamilton  County  Disaster  Council).  The 
mobile  EOC  also  contains  water,  blankets,  chemical 
toilets,  large  canvas  with  poles  for  an  outdoor  command 
post  cover,  field  chairs  and  tables,  and  lighting  and 
portable  generators  to  maintain  independent  field  opera- 
tions. 


Presently,  MATS  uses  Red  Cross  portable  radios 
for  communications.  An  extensive  system  using  a sep- 
arate frequency  intermember  MATS  radio  communica- 
tions is  in  the  development  stage.  (See  Table  2).  During 
a recent  major  disaster,  evaluation  of  the  need  for  com- 
munication in  our  area  clearly  indicated  that  a separate 
radio  system  was  in  order  to  prevent  overload  of  the 
normal  fire,  police,  and  Red  Cross  systems.  Such  over- 
load causes  loss  of  proper  communications  for  all  groups. 

Method  of  Activation 

MATS  begins  operation  after  notification  by  the 
Hamilton  County  Communication  Center,  City  of  Cin- 
cinnati Communication  Center,  Red  Cross,  Cincinnati 
Academy  of  Medicine,  fire  or  police  officials,  or  any 
hospital.  MATS  is  designed  to  respond  to  mass  casualty 
incidents;  incidents  of  entrapment  with  major  injuries; 
special  medical  hazards  incidents  (ie,  SWAT  team, 
chemical  incidents);  mass  evacuation  incidents;  and  dis- 
aster triage  field  commands  for  major  casualties  in  auto, 


Airway /Trauma 

Blood  pressure  cuff 
1 Disposable  light 
1 Pen  light 
Pad  and  pencil 
4 Disposable  stethoscopes 
1 Cervical  collar 
Laryngoscope 
1 large 
1 small 
Illuminator 
Heimlich  valves 
3 Space  blankets 
1 Large  bandage  scissors 

3 Eye  shields 
1 Scalpel 

4 Suction  syringes,  60  cc 

Chest  Tubes 

Large  chest  trocar 
32  FR 

Airways 

2 small 
2 medium 
1 large 

f Surgical  scissors 
1 Splinter  forceps 
3 Kelly  (disposable)  clamps 
6 Endotracheal  tape 
3 Sterile  gloves 

Endotrachael  Tubes 

5 7.5 

1 3.0  no  cuff 

2 3.5  no  cuff 

2 4.5 

2 5.5 


Table  1.  Contents  of  Disaster  Boxes  Furnished 


Plastic,  porous,  adhesive  tape 

2 Suction  catheters 
1 10  FR 

1 18  FR 

2  KY  jelly  packets 

1 Oxygen  mask  with  tubing 

2 Packs  applicator  tips 
Gloves 

Intravenous  Drugs 

4 Arm  boards 

6 Ringer’s  lactate,  1,000  cc 

1 5%  D/W,  1,000  cc 

6 Intravenous  administration  sets 

2 Loose  knit  surgical  gauze  rolls 

6 IV  Start  Paks  with  18  ga.  angiocath 

Needles 

6 14" 

6 16" 

6 20" 

5 Butterfly 

1 Scalpel  - 1 Kelly 
1 Plastic,  porous  adhesive  tape,  2" 

1 Bandage  scissors 

1 Surgical  scissors 

2 Triangular  bandages 
5 Neosporin  Packs 

1 Flashlight  - pen  light 

2 Pads,  2 pens,  disaster  tags  and  pens 

1 Pencil 

Drugs 

3 Bicarbonate  of  soda 
3 Intracardiac  adrenaline 

2 Valium,®  10  mg 
2 Atropine,  1 mg 
1 Dextrose,  50% 


2 Lidocaine® 

2 Calcium  chloride,  10% 

3 Isuprel,®  1 mg 
2 Benadryl® 

2 Levophed® 

2 Narcan® 

10  Syringes,  3 cc 
8 Syringes,  6 cc 

Angiocaths 

6 14  ga. 

6 16  ga. 

6 20  ga. 

Dressings 

10  7/2"  x 8" 

10  4"  x 7" 

1 Burn  sheet 
10  Tongue  blades 

2 Loose  knit  surgical  gauze  rolls 
6 Gauze  sponges 

2 Ace  bandages 
2 Triangular  bandages 

1 24  FR  Foley  catheters 

(for  chest  drainage) 

Disaster  MATS  team  identification 

Needles 

5 18  ga. 

5 20  ga. 

5 23  ga.  Butterfly 

2 Alcohol  packs,  4"  x 4" 

10  Sponges 

Nitroglycerine 
Epinephrine  1:1,000 
Intropin® 

Solu-Medrol,®  500  mg 
1 Space  blanket 


unit  dose 
unit  dose 
unit  dose 
unit  dose 
unit  dose 


unit  dose 
unit  dose 
unit  dose 
unit  dose 
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Table  2.  MATS  Communications 


Med  Com 
8 Channels 


American  Red  Cross 
Frequency 

Greater  Cincinnati 
Hospital  Council 
Administrative 
Frequency 

Hamilton  County 
Disaster  Council 
Emergency  Department 
Network  (CD  - EOC) 

Hamilton  County 

Communications  Center 


F 

M 


R 

A 

D 

I 

O 


Medical  Command  Post 


Medical  Commander 

(1) 

Local  communications 

Portable  radio 

(2) 

Regional  communications 

Portable  radio 

F 

M 


R 

A 

D 

I 

O 


Disaster  Command  Post 
P.C.,  F.C.,  Mayor,  etc. 
Portable  radio 


Medical  Field  Triage 

1,  2,  or  3 portable  radio (s) 

Rescue  Mission  Teams 
Portable  radio (s) 


Staging  Personnel  and 
Equipment 
Portable  radio 


Casualty  dispatch 
Portable  radio 


bus,  train,  or  plane  accidents,  fire,  and  building  collapse; 
and  to  provide  expert  field  assistance  to  primary  emer- 
gency response  teams  as  requested.  MATS  is  not  designed 
to  replace  any  resource  for  primary  emergency  response 
already  available,  but  it  augments  these  forces  whenever 
the  primary  response  team  requests  assistance.  The  Cin- 
cinnati Chapter  of  the  American  Red  Cross  supervises 
the  registered  nurses,  notifying  them  to  respond;  and  the 
Cincinnati  Academy  of  Medicine  notifies  physicians. 

MATS  Response 

On  notification  of  a possible  disaster  setting,  the 
medical  commanders  of  MATS  are  notified  immediately 
through  the  communication  centers.  These  commanders 
then  decide  the  extent  of  the  MATS  response  by  evalu- 
ating the  number  of  potential  causalties,  the  type,  size, 
and  location  of  the  disaster  setting,  and  any  other  fac- 
tors provided  by  the  primary  emergency  response  forces 
already  present.  A back-up  notification  system  for  phy- 
sicians and  registered  nurses  is  conducted  through  the 
Hamilton  County  disaster  net  radios  located  in  the  emer- 
gency departments  of  all  hospitals  in  the  community. 
Hamilton  County  police,  fire,  and  Red  Cross  radios 
also  can  be  used  to  alert  and  to  dispatch  the  members 
of  MATS. 

The  registered  nurses  are  assigned  through  the  Red 
Cross  to  disaster  call  lists;  at  least  five  are  on  call  at  all 
times.  These  nurses  are  notified  immediately  of  a 
response  point  from  which  they  will  be  transported  to 
the  disaster  scene.  All  physicians  and.  nurses  have  stand- 
ing arrangements  with  the  police  departments  in  the 
community  to  transport  them  to  the  disaster  scene.  In 
addition,  under  emergency  conditions,  the  disaster  boxes 
are  transported  by  police,  fire,  or  squad  personnel  to 
the  disaster  scene. 


Disaster  Site  Organization 

On  arrival  at  the  scene,  the  senior  medical  com- 
mander establishes  the  following:  (1)  medical  command 
post;  (2)  liaison  with  ranking  officials  and  possibly  a 
disaster  command  post  (to  include  mayor,  police  chief, 
fire  chief);  (3)  medical  triage  areas;  (4)  rescue  mission 
teams;  (5)  appointment  of  a deputy  commander  to 
control  staging  for  equipment  and  personnel  arriving  at 
the  scene;  and  (6)  appointment  of  a medical  deputy 
commander  for  casualty  dispatch  to  coordinate  all  in- 
jured victims  leaving  the  scene  according  to  their  injury 
and  appropriate  destination. 

The  disaster  command  post  is  in  contact  with  the 
medical  command  post  and  the  medical  commander  by 
portable  radio.  The  medical  field  triage  centers,  the 
rescue  mission  teams,  the  deputy  commander  for  staging 
of  personnel/equipment,  as  well  as  deputy  commander 
for  casualty  dispatching  also  are  in  constant  contact  with 
the  medical  commander  by  portable  radio.  Additional 
plans  to  link  the  medical  commander  with  other  com- 
munications systems,  including  the  Med-Com  frequencies 
and  the  American  Red  Cross  frequencies,  are  in  the 
development  stage. 

The  medical  commander  also  has  the  additional 
duty  of  designating  an  official  representative  from  the 
medical  response  team  to  coordinate  with  the  coroner 
or  police  official  in  charge  of  deceased  victims.  This  is 
coordinated  closely  with  the  Red  Cross  disaster  teams 
who  are  equipped  to  evaluate  and  to  supply  disaster 
pouches,  equipment,  and  personnel  for  a temporary' 
morgue.  Equipment  for  proper  identification  of  victims, 
or  at  least  accurate  descriptions  of  clothing  and  recogniz- 
able features  should  be  included. 

In  some  disaster  settings,  the  medical  commander 
also  must  designate  an  area  away  from  the  command 
post,  field  medical  triage  centers,  and  casualty  dispatch 
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for  the  purpose  of  recycling  exhausted  MATS  personnel. 
This  area  frequently  is  used  for  support  of  slightly  in- 
jured or  ill  emergency  response  personnel,  such  as  fire- 
men overcome  by  smoke. 


Casualty  Dispatch  Commander 

The  casualty  dispatch  commander  must  maintain 
radio  communication  with  the  Hamilton  County  dis- 
aster network  in  order  to  provide  proper  transport  of 
the  patient  to  an  appropriate  facility  for  his  care.  Specific 
transfer  information  must  be  obtained  for  each  patient 
prior  to  transfer  in  order  to  facilitate  proper  manage- 
ment of  casualties  at  the  disaster  scene,  as  well  as  to 
maintain  adequate  records  for  location  of  the  patient 
after  his/her  removal  from  the  disaster  scene.  This  pro- 
cedure involves: 

(1)  Notification  of  need  to  transport  patient. 

(2)  Patient  stabilized  for  transfer  — secure  airway, 
ventilate,  assure  circulation  and  replace  fluids,  stop 
hemorrhage,  and  splint  fractures. 


PND 

for 

Post  Nasal  Drip 

Best  treatment 
for 

Nasopharynx  and  adjacent  tissue 

Two  (2)  cc  of  solution  in  mouth  allowed  to  flow 
to  pharynx  in  prone  position,  then  elevate  chin 
to  allow  solution  to  flow  to  nasopharynx. 
Reaches  ostia  of  eustachian  tubes,  sphenoid, 
posterior  ethmoids  and  adenoid  area.  For  use 
as  gargle  in  acute  and  chronic  conditions. 
Two  hundred  forty  (240)  cc  container 
sufficient  for  four  (4)  months  treatment.  Harm- 
less, non-allergic,  local  effect  only.  Active  in- 
gredient Dioctyl  Sodium  Sulfosuccinate.  Retail 
price  ($3)  per  bottle.  Wholesale  price  ($1.50) 
a bottle  to  doctors  and  druggists.  Ask  your 
druggist  to  stock. 

Please  refer  this  ad  to  your  druggist. 

The  Cunningham  PND  Corporation 

2100  E.  High  St.  — Suite  101 
Springfield,  Ohio  45505 


(3)  Contact  appropriate  receiving  facility  and  com- 
municate specific  information  to  person  in  charge  of 
unit. 

(4)  Give  brief  physical  history. 

(5)  Describe  treatment,  list  specific  measures  car- 
ried out. 

(6)  Record  patient’s  status  (critical  and  deteriorat- 
ing/stable) . 

(7)  Advise  type  of  transport  and  accompanying  per- 
sonnel. 

(8)  Note  estimated  time  of  arrival. 

(9)  Receiving  unit  return  call  to  sending  unit  on  all 
critical  transfers  with  feedback  information  so  that  uni- 
form transfer  procedure  can  be  monitored  and  updated. 
Notify  EMS  of  possible  changes  in  the  Uniform  Transfer 
Procedure  when  appropriate. 


Summary 

Medical  Assistance  Teams  (MATS)  for  disaster  are 
sponsored  by  the  Cincinnati  Academy  of  Medicine  and 
the  Hamilton  County  Disaster  Council.  They  are  com- 
posed of  MDs,  RNs,  and  Paramedics  who  are  linked 
together  to  form  a mobile  medical  team  for  response  to 
mass  casualty  incidents  and  other  special  events  where 
the  community  primary  emergency  response  agencies  re- 
quest their  assistance.  The  MATS  concept  coordinates 
a total  medical  community  response  in  order  to  assist  in 
establishing  medical  triage,  liaison  with  the  disaster  com- 
mand post,  rescue  missions,  staging  of  equipment,  and 
casualty  dispatch.  All  team  members  are  linked  by  por- 
table radio,  which  is  integrated  into  the  established  dis- 
aster communication  system  for  all  the  hospital  emer- 
gency departments  in  the  area. 
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Emergency  Medicine  Residency  Programs 

Richard  Levy,  M.D.,  M.P.H. 


Emergency  medicine  residency  training  has  developed  in 
response  to  the  need  to  produce  qualified  emergency 
physicians.  Over  50  programs  are  now  in  existence,  five 
in  the  State  of  Ohio.  County,  community,  and  university 
hospitals  have  been  used  as  training  sites.  Training  con- 
sists of  rotations  in  the  emergency  department  as  well  as 
specialty  rotations  outside  the  emergency  department. 
Other  educational  techniques  such  os  conferences,  skill 
sessions,  and  journal  clubs  are  employed  to  complement 
the  experience  gained  on  rotations.  To  ensure  consistency 
and  quality  in  training,  an  endorsement  body  has  been 
created  and  standards  have  been  adopted. 


"T'XURING  THE  LAST  DECADE,  emergency  medicine 
-^-'nas  come  of  age.  Residency  training  in  emergency 
medicine  developed  in  response  to  the  need  to  provide 
qualified  emergency  physicians.  This  highly  visible  and 
publicized  area  of  medicine  arose  because  of  an  increased 
demand  for  emergency  department  services.  Only  15 
years  ago,  organized  prehospital  care  systems  were  non- 
existent; facilities  were  poorly  designed  and  insufficiently 
staffed;  and  emergency  personnel  were  inadequately 
trained.  Since  then,  a cadre  of  physicians  has  entered  the 
field  of  emergency  medicine.  They  quickly  were  joined 
by  emergency  nurses  and  personnel  trained  in  prehospital 
care.  Initially,  many  of  these  physicians  were  not  ade- 
quately educated  to  provide  quality  care  to  the  millions 
of  patients  seeking  their  services.  They  entered  the  field 
directly  after  internship  or  by  changing  from  other 
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medical  specialties,  eg,  internal  medicine,  family  medi- 
cine, and  surgery.  Currently,  over  10,000  physicians  are 
estimated  to  be  in  the  full-time  practice  of  emergency 
medicine  with  another  5,000  in  part-time  practice.  Most 
of  these  physicians  gained  their  experience  in  the  field 
of  emergency  medicine  through  experience  and  continu- 
ing education  courses. 

The  first  residency  program  in  emergency  medicine 
began  in  1970  at  the  University  of  Cincinnati.  Over  50 
other  programs  have  since  been  started.  In  general, 
training  programs  are  two  years  in  duration  with  a 
prerequisite  of  at  least  one  year  of  other  graduate  train- 
ing. A few  programs  encompass  the  first  postgraduate 
year  and  are  three  years  in  length. 

Training 

Residency  training  is  geared  to  the  needs  of  medical 
graduates  planning  careers  in  emergency  medicine.  Most 
will  become  full-time  practitioners,  while  a few  will  be- 
come involved  in  administration,  teaching,  and  research. 
Consequently,  training  programs  generally  emphasize  the 
cognitive  and  manipulative  skills  necessary  to  become 
a qualified  practitioner.  At  the  same  time,  some  exposure 
usually  is  offered  to  trainees  interested  in  administration 
and  research. 

Emergency  medicine  is  a specialty  of  considerable 
breadth  which  maintains  a focus  on  the  initial  diagnosis 
and  stabilization  of  acutely  ill  patients.  The  emergency 
physician  must  have  the  same  range  of  knowledge 
common  to  other  physicians  providing  primary 
care  since  over  three-quarters  of  emergency  depart- 
ment patients  are  actually  not  emergency  cases.  How- 
ever, his/her  knowledge  and  skill  levels  must  be  especially 
great  in  life-threatening  situations,  more  so  than  the  other 
primary  care  specialists.  The  emergency  physician  must 
be  action  oriented,  capable  of  alternating  between  minor 
and  major  illnesses  presenting  in  an  episodic  fashion. 
Diagnostic  acumen  must  be  perceptibly  sharper  than  that 
of  his  “on-going  care”  counterpart.  Decisions  must  be 
made  rapidly,  based  upon  clinical  assessments  and  readily 
available  laboratory  tests,  radiographs,  and  electrocardio- 
graphs. 
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Unlike  most  other  resident  trainees,  the  emergency 
physician  must  have  exposure  to  the  subject  of  adminis- 
tration. Emergency  medicine  is  practiced  in  a complex 
hospital  environment  where  many  nonclinical  forces  are 
brought  to  bear  on  the  physician.  Learning  to  interact 
with  social  agencies,  other  hospital  departments,  and  hos- 
pital administration  is  necessary.  Facility  planning,  bud- 
get creation,  and  personnel  decisions  are  all  germane 
to  the  emergency  physician.  If  he/she  becomes  involved 
with  a prehospital  care  program,  as  do  most  graduates 
of  emergency  medicine  residencies,  he/she  may  need  even 
more  of  these  nonclinical  skills.  Knowledge  of  telecom- 
munication systems,  transportation  capabilities,  personnel 
training,  and  mass  casualty  planning  must  be  mastered. 

As  in  other  training  programs,  the  majority  of  the  edu- 
cation is  acquired  through  clinical  experiences  which  can 
be  obtained  in  the  emergency  department  and  on  spe- 
cialty rotations  out  of  the  emergency  department.  Spe- 
cialty rotations  offer  an  in-depth  exposure  to  material  rele- 
vant to  the  emergency  physician.  Such  rotations  provide 
trainees  an  opportunity  to  observe  the  full  continuum  of 
care  given  once  the  patient  is  admitted  to  the  hospital 
and  to  become  familiar  with  the  specialists’  jargon. 
Eventual  integration  of  the  knowledge  and  skills  neces- 
sary to  be  an  emergency  medicine  specialist  is  best 
learned  in  the  emergency  department.  It  is  in  the  emer- 
gency department  that  trainees  develop  an  identity  with 
their  chosen  field.  Most  emergency  medicine  residencies 
specify  that  residents  spend  over  half  their  rotations  in 
the  emergency  department. 

Clinical  experience  is  complemented  by  other  edu- 
cational techniques.  Conferences  designed  around  sub- 
ject reviews  and  case  presentations  are  common  formats. 
Anatomical  dissections,  mannequin  practice,  audio-visual 
sessions,  and  journal  clubs  are  also  frequently  employed. 
The  frequency  of  these  activities  vary  depending  on 
local  resources. 

Research  is  the  basis  for  the  continual  development 
of  the  body  of  knowledge  encompassed  by  emergency 
medicine.  Because  of  the  field’s  relative  youth,  research 
takes  on  major  significance.  Consequently,  many  of  the 
current  programs  emphasize  the  need  for  research.  Some 
offer  faculty  supervision  of  research  projects  while  others 
offer  time  for  research  electives.  As  emergency  medicine 
residencies  become  more  established,  research  fellowships 
and  traineeships  are  sure  to  follow. 

Emergency  medicine  residencies  occur  in  a variety 
of  institutional  settings.  County,  community,  and  univer- 
sity hospitals  have  been  used  as  training  sites.  It  is  not 
yet  clear  whether  one  setting  is  superior  to  another  for 
this  training.  Some  of  the  programs  have  integrated  ex- 


periences in  all  three  kinds  of  environments,  while 
others  have  attached  themselves  to  only  one  institution. 

Prerequisites 

To  accomplish  these  clinical  and  nonclinical  ends, 
emergency  medicine  residencies  are  formally  required  to 
meet  certain  prerequisites.  Foremost,  the  residency  must 
have  an  identifiable  director  who  is  primarily  devoted 
to  the  training  of  residents.  At  this  stage  in  the  develop- 
ment of  emergency  medicine,  the  residency  director  and 
emergency  department  director  frequently  are  one  and 
the  same.  The  roles  are  separate  in  a few  programs. 

To  assist  the  residency  director,  a qualified  group 
of  teachers  must  be  available  to  the  trainee.  Initially, 
these  teachers  came  from  the  ranks  of  existing  special- 
ties such  as  internal  medicine  and  surgery.  However,  over 
the  years,  an  increasing  number  of  the  teachers  have 
been  formally  trained  in  emergency  medicine.  As  the 
basic  pathophysiology  of  emergency  medicine  becomes 
more  established  and  better  understood,  these  teachers 
are  influenced  less  by  other  specialists’  interpretations  of 
emergencies  and  more  by  their  own  interpretation  of 
what  constitutes  good  emergency  care.  This  phenomenon 
is  a normal  progression  of  a developing  specialty. 

The  increasing  number  of  emergency  medicine  train- 
ing programs  has  created  a mounting  concern  for  quality 
control.  In  1974,  the  Graduate  Education  Committee  of 
the  American  College  of  Emergency  Physicians  began 
acting  as  an  endorsement  body  for  residency  programs. 
Since  then,  the  Liaison  Residency  Endorsement  Commit- 
tee has  been  empowered  by  its  three  parent  bodies,  the 
American  College  of  Emergency  Physicians,  The  Uni- 
versity Association  for  Emergency  Medicine,  and  the 
American  Board  of  Emergency  Medicine,  to  oversee  the 
endorsement  process.  This  Committee  is  empowered  to 
approve  or  disapprove  residency  programs  in  emergency 
medicine. 

Future  Implications 

As  the  field  of  emergency  medicine  continues  to  de- 
velop, so  will  its  residency  programs.  Their  numbers  will 
grow  and  the  quality  will  improve.  As  in  other  fields  of 
medicine,  training  programs  will  attract  researchers  who 
will  add  to  emergency  medicine’s  body  of  knowledge. 
Undergraduate  and  postgraduate  education  programs 
will  gravitate  toward  existing  residencies. 

Attractive  opportunities  abound  for  those  of  us  in 
academic  emergency  medicine.  Uncertainties  exist,  but 
future  possibilities  are  great.  Only  time  will  tell.  ☆☆☆ 
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During  the  last  decade,  the  Columbus  Fire  Department 
Emergency  Medical  Service  has  evolved  into  one  of  the 
most  sophisticated  and  cost-effective  systems  in  the 
United  States.  Nearly  33,000  patients  are  treated  annu- 
ally, including  half  of  those  experiencing  myocardial 
infarction  or  sudden  death.  A substantial  reduction  1 7% 
to  10%  I in  mortality  from  coronary  artery  disease  has 
resulted.  The  system  is  two-tiered  with  EMT-A  squads 
handling  nonlife  - threatening  emergencies  and  EMT-P 
squads  providing  advanced  emergency  care.  The  EMT-Ps 
operate  under  a protocol  without  telemetry  and  have 
been  shown  to  perform  as  effectively  as  physicians  in 
this  setting. 


rT''HE  COLUMBUS,  OHIO  FIRE  Department  Rescue 
Squad  System  is  one  of  the  nation’s  oldest,  having  its 
origin  in  1934.  By  1969,  14,000  citizens  (2.5%  of  the 
population)  were  treated  annually.  Following  the  intro- 
duction of  a mobilized  coronary  care  unit  (Heart- 
mobile®)  in  that  year,  the  system  grew  dramatically;  and 
32,780  citizens  (5%  of  the  population)  were  treated  by 
1977. 

A unique  feature  of  the  Columbus  system  was  the 
1971  decision  to  permit  the  advanced  paramedics  to  per- 
form autonomously,  directed  only  by  a protocol.  This 
allowed  a rapid  expansion  of  services  at  a very  low  cost 
($4  per  citizen  per  year  in  1977).  For  the  past  three 
years,  the  growth  rate  has  stabilized,  suggesting  that  near 
optimal  utilization  has  been  achieved. 

We  have  described  previously  the  evolution  of  the 
system  and  the  efficacy  of  our  paramedics.1"3  Thus,  this 
report  will  concentrate  on  the  current  operations.  In  view 
of  the  maturity  of  our  system,  this  information  may  pro- 
vide useful  guidelines  for  urban  areas  in  which  an  emer- 
gency care  system  is  still  evolving. 


Description  of  the  System 

Currently,  the  City  of  Columbus  has  a population 
of  670,000  in  an  area  of  170  square  miles.  There  are  11 
strategically  located  emergency  vehicles  which  are  modi- 
fied commercial  vans  capable  of  transporting  patients. 
All  equipment  is  portable.  Seven  vehicles  are  standard 
rescue  scjuads  manned  by  two  individuals  with  at  least  an 
Emergency  Medical  Technician- Ambulance  (EMT-A) 
certification  (most  have  taken  Emergency  Medical  Tech- 
nician-Paramedic [EMT-P]  training).  There  are  four 
“Medic”  units  which  carry  three  certified  paramedics 
(EMT-P). 

Emergency  runs  are  citizen  activated  at  the  fire 
dispatcher’s  office.  An  EMT-A  squad  is  sent  for  every 
call.  A Medic  unit  also  is  sent  if  the  dispatcher  feels  a 
potentially  life-threatening  emergency  exists.  The  EMT- 
A squad  arrives  in  an  average  of  three  minutes,  while 
the  Medic  unit  requires  six  minutes.  The  EMT-A  squad 
may  either  cancel  or  summon  the  Medic  unit,  depending 
upon  the  nature  of  the  emergency  found.  All  emergency 
cases  are  transported  either  by  the  EMT-A  squad  or  the 
Medic  unit.  It  is  policy  not  to  transport  nonemergency 
cases.  (The  patient  is  advised  to  summon  a private  am- 
bulance.) Each  unit  is  in  radio  contact  with  the  fire  dis- 
patcher so  that  the  receiving  hospital  may  be  altered. 
It  is  a Medic  unit  policy  to  transport  the  patient  to  the 
hospital  of  record  when  possible,  or  the  nearest  hospital 
in  the  case  of  severe  emergency.  There  is  no  charge  to 
the  patient  since  the  service  is  supported  solely  by  city 
taxes. 

Originally,  it  was  intended  that  all  vehicles  would 
evolve  into  Medic  units.  However,  as  experience  was 
gained,  it  became  apparent  that  the  “two-tiered”  system 
was  preferable.  This  allowed  the  Medic  team  to  have 
a more  concentrated  experience  and  maintain  a high 
level  of  competence.  Those  individual  squadmen  not 
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wishing  to  perform  as  medics  could  still  function  as  con- 
ventional EMT-As.  Indeed,  the  vast  majority  of  calls 
require  only  EMT'A  skills.  Nonetheless,  these  are  per- 
ceived to  be  emergencies  by  the  patient.  It  is  our  opinion 
that  if  the  system  were  unable  to  respond  to  all  emer- 
gencies perceived  by  the  patient,  then  the  likelihood  of 
activating  the  system  for  true  emergencies  is  substantially 
lessened. 

The  paramedic  training  program  is  a 216-hour 
course  which  includes  didactic  instruction,  laboratory, 
hospital,  and  vehicle  clinical  experience.  Anatomy,  phys- 
iology, and  pharmacology  are  taught  which  bear  on 
diagnosis  and  therapy  of  cardiovascular,  other  medical, 
psychiatric,  pediatric,  and  surgical  emergencies.  Triage 
and  assessment  are  stressed.  Methods  such  as  intravenous 
technics,  cardiopulmonary  resuscitation  (CPR),  rotating 
tourniquets,  and  endotracheal  intubation  also  are  includ- 
ed. Originally,  the  course  was  aimed  solely  at  cardio- 
vascular emergencies;  but  as  experience  was  gained,  it 
became  clear  that  the  same  technics  could  be  used  for 
other  types  of  emergencies  as  well.  Additional  technics 
such  as  relief-of-tension  pneumothorax  and  inflatable 
trousers  for  trauma  have  been  included  in  the  course  as 
the  system  evolved. 

A trainee  needs  6 to  12  months  of  clinical  experience 
on  a Medic  unit  after  completion  of  the  course  to  become 
a truly  functioning  paramedic  in  our  system.  It  should  be 
noted  that  we  started  with  a cadre  of  22  squadmen  who 
had  an  average  of  2,000  hours  of  direct  physician  super- 
vision on  the  original  Heartmobile®  from  1969  to  1971. 
These  men  formed  the  backbone  of  the  paramedic 
system. 

By  1971,  experience  had  indicated  that  physician 
attendance  on  the  Heartmobile®  was  no  longer  necessary. 
At  this  time,  the  City  of  Columbus  assumed  full  funding 
of  the  EMT-P  operation.  Two  further  important  decis- 
ions were  made.  First,  the  paramedics  were  taught  endo- 
tracheal intubation  (mannequin).  Subsequent  experience 
has  clearly  established  that  the  paramedics  perform  this 
maneuver  more  effectively  than  do  resident  physicians.4 
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The  paramedics  are  successful  in  92%  of  attempts  with 
only  a 5%  incidence  of  vomiting.  Intubation  is  absolutely 
critical  in  most  cardiac  arrest  cases. 

The  second  major  decision  was  to  abandon  man- 
datory telemetry.  We  felt  justified  in  doing  this  because 
of  the  proven  excellence  of  the  Heartmobile®  squadmen, 
and  because  of  the  technical  difficulties  encountered  with 
telemetry.  Furthermore,  since  all  nine  community  hos- 
pitals receive  patients,  establishment  of  standardized  su- 
pervision proved  nearly  impossible.  In  place  of  telemetry, 
a protocol  was  developed  which  covered  the  care  of  all 
common  emergencies.  This  protocol  is  continuously  up- 
dated and  expanded. 

We  have  been  able  to  compare  the  performances  of 
the  paramedics  directed  only  by  protocol  to  physicians 
on  the  Heartmobile®  in  terms  of  diagnostic  and  thera- 
peutic abilities.2  Overall,  the  paramedics  were  as  good  or 
better  than  resident  physicians  in  both  diagnosis  and 
therapy  of  emergencies.  Thus,  we  feel  justified  in  taking 
this  approach.  Elimination  of  telemetry  greatly  facilitated 
emergency  care  and  reduced  costs  substantially. 

A coronary  care  unit  nurse  was  hired  by  the  Fire 
Department  to  supervise  the  didactic  course  and  to  ride 
in  the  Medic  unit  vehicle  to  evaluate  performance 
and  provide  on-the-job  training.  However,  as  noted 
earlier,  much  of  the  on-the-job  training  is  provided  by 
the  more  experienced  paramedics. 

The  entire  operation  is  supervised  by  a medical  ad- 
visory board  consisting  of  emergency  room  nurses,  physi- 
cians from  various  subspecialties  and  emergency  depart- 
ments, elected  squadmen  and  paramedics,  and  the  bat- 
talion chief  in  charge  of  the  emergency  medical  services. 
It  is  chaired  by  the  Safety  Director  of  the  City  of  Colum- 
bus. This  board  establishes  medical  policy  and  is  respon- 
sible for  updating  the  protocol.  The  city  provides  liability 
coverage  for  this  board  as  well  as  for  the  EMTs.  Con- 
tinuing education  and  case  review  is  emphasized  in  meet- 
ings every  three  weeks.  Both  EMT-As  and  EMT-Ps  at- 
tend these  meetings  which  are  directed  by  physicians. 

Current  Operations 

Table  1 lists  the  number  and  types  of  patients  seen 
by  our  system.  This  data  represents  average  values  for 
the  years  1975  through  1977.  During  this  period,  the 
growth  of  the  system  stabilized  and  there  was  remarkably 
little  year-to-year  variation. 

The  EMT-A  squads  see  three  times  as  many  pa- 
tients as  the  Medic  units.  However,  the  nature  of  the 
emergencies  seen  by  each  type  of  unit  differs  substan- 
tially. All  patients  with  suspected  acute  myocardial  in- 
farction (AMI),  pulmonary  edema,  and  sudden  cardiac 
death  (SCD),  in  which  resuscitation  is  possible,  are 
handled  by  the  medic  units. 

Of  the  patients  seen  by  the  Medic  units,  50%  of  the 
cardiopulmonary  category  prove  to  have  sustained  an 
AMI,  while  20%  to  30%  have  uncomplicated  pulmonary 
edema.  Eighty-five  percent  of  the  sudden  deaths  repre- 
sent probable  acute  coronary  events. 
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Table  1.  Type  of  Patients  Seen  — Annual  Averages  for  1975-77 


Diagnosis 

Squad 

% of 
Total 

Medic 

% of 
Total 

Neuropsychiatric* 

2,460 

9.8 

754 

9.8 

Cardiopulmonary! 

858 

3.4 

1,691 

22.1 

Dead  on  arrival 

635 

2.5 

426 

5.6 

Other  medical 

10,626 

42.3 

2,933 

38.3 

Obstetric 

173 

0.7 

23 

0.3 

Orthopedic 

688 

2.7 

97 

1.3 

Injury 

8,855 

35.2 

1,523 

19.8 

Refused  aid 

818 

3.3 

220 

2.9 

Total  patients  seen 

25,113 

7,667 

Patients  transported  8,868 

35 

4,006 

52 

Assists 

3,080 

2,606 

No  patient  seenf 

4,498 

4,149 

^Seizures,  CVAs,  drug  overdoses,  psychiatric 
fSuspected  myocardial  infarction,  pulmonary  edema,  chronic 
lung  disease 

JFalse  alarm,  patient  gone  arrival,  run  cancelled 


The  Medic  units  transport  half  of  the  patients  they 
see,  while  only  one  third  of  those  seen  by  the  EMT-A 
squads  are  transported.  The  “assist”  category  represents 
instances  in  which  both  units  were  present.  This  category 
has  grown  steadily  since  it  provides  an  excellent  teaching 
experience  for  the  squadmen.  Conversely,  the  extra  man- 
power provided  by  the  squadmen  is  frequently  critical 
during  difficult  resuscitations. 

In  14%  of  instances  with  the  EMT-A  squads  and 
29%  with  the  Medic  units,  a run  results  in  no  patient 
seen.  The  higher  percentage  for  the  Medic  unit  is  due 
largely  to  cancellation  of  the  run  by  the  EMT-A  squad, 
who  find  no  severe  emergency  present.  All  things  con- 
sidered, these  figures  show  minimal  abuse  of  the  system 
by  the  citizenry. 

Each  EMT-A  squad  makes  an  average  of  13  runs  a 
day  and  transports  three  to  four  patients.  Each  Medic 
unit  makes  an  average  of  ten  runs  a day  and  transports 
three  patients.  Since  the  Medic  unit  runs  usually  require 
a longer  time,  this  represents  a roughly  equal  distribution 
of  labor.  Each  Medic  unit  sees  an  average  of  one  AMI 
or  SCD  per  day. 

Impact  of  the  System 

By  far  the  greatest  impact  of  the  system  in  terms 
of  lives  saved  is  in  the  care  of  cardiovascular  emer- 
gencies. However,  there  are  numerous  examples  of  lives 
saved  by  prompt  and  effective  treatment  of  such  emer- 
gencies as  drowning,  aspiration,  cerebrovascular  acci- 
dents, toxic  exposures,  severe  trauma,  and  obstetric 
complications. 


We  have  been  able  to  study  the  effect  of  the  sys- 
tem upon  the  care  of  patients  with  AMI  and  SCD  due 
to  coronary  disease.  The  incidence  of  prehospital  com- 
plications in  274  patients  with  proved  AMI  who  survived 
to  be  admitted  to  the  hospital  is  shown  in  Table  2. 
Forty  percent  of  these  patients  had  a life-threatening 
complication.  Our  long-term  survival  rate  (six  months) 
for  patients  with  prehospital  cardiac  arrest  (90%  of 
which  have  ventricular  fibrillation)  is  25%  to  30%.  We 
also  have  estimated  the  number  of  lives  saved  in  AMI 
patients  who  had  various  other  complications  which  re- 
quired urgent  therapy.3  From  this,  we  estimate  that  15% 
of  AMIs  not  experiencing  cardiac  arrest  were  also  long- 
term survivors  of  prehospital  care. 

Epidemiologic  estimates  of  the  number  of  AMI  and 
SCD  occurring  in  the  City  of  Columbus  indicate  that 
there  should  be  140  AMI  and  60  SCD  per  month.  The 
system  currently  sees  70  AMI  and  30  SCD,  or  exactly 
one  half  of  the  estimated  numbers.  Of  these,  we  estimate 
that  15  would  have  died  in  the  prehospital  phase  without 
prehospital  care.  On  an  annual  basis,  this  represents  a 
7%  to  10%  reduction  in  mortality  from  coronary  heart 
disease. 

It  is  of  interest  that  we  probably  are  seeing  close  to 
the  optimal  number  of  AMI  patients.  In  a recently  com- 
pleted study,  we  have  shown  that  those  patients  with 
AMI  who  do  not  call  the  system  (despite  a 96%  aware- 
ness of  the  system)  have  an  extremely  low  complication 
rate  and  in-hospital  mortality  rate  of  only  1.4%.3  The 
30  SCDs  which  are  not  seen  by  the  system  are  largely 
unwitnessed. 

It  should  be  noted  that  in  the  last  five  years  there 
has  been  a steady  evolution  of  emergency  care  in  the 
Columbus  suburbs.  The  larger  suburbs  have  developed 
Medic  units,  and  EMT-A  squads  are  now  available  in 
most  areas  of  Franklin  County.  Cooperation  with  the 
Columbus  emergency  system  has  evolved  so  that  joint 
responses  are  made  in  the  areas  adjacent  to  borders.  This 
has  enabled  the  suburban  units  to  gain  valuable  clinical 
experience  as  well  as  to  provide  more  prompt  and  effec- 
tive emergency  care  for  individuals  living  in  these  areas. 


Table  2.  Prehospital  Complications  in  274  Patients  With  Acute 
Myocardial  Infarction  Who  Survived  to  Be  Admitted. 


Complication 

% 

Pulmonary  edema 

12.4 

Cardiogenic  shock 

4.4 

Ventricular  fibrillation 

13.1 

Other  cardiac  arrest 

0.7 

Bradycardia-hypotension 

9.9 

40.5 
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Conclusion 

We  feel  that  the  Columbus  Fire  Department  Emer- 
gency Service  is  providing  high  quality  and  exceedingly 
cost-effective  emergency  care.  From  experience,  we  have 
learned  the  capabilities  of  well-trained  paramedics.  The 
Fire  Department  is  clearly  a logical  organization  to  pro- 
vide this  service  not  only  because  of  its  strategically 
located  installations  and  communication  system,  but  be- 
cause of  its  traditional  role  in  times  of  emergency.  Our 
approach  probably  cannot  be  readily  translated  to  small 
communities  but  certainly  is  feasible  in  most  urban  or 
county-wide  population  areas. 
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Replantation  and/or  revascularization  of  amputated  body 
parts  is  feasible  and  often  desirable.  The  appropriate 
management  of  the  amputated  part  and  amputation  site 
by  the  primary  physician  can  be  of  paramount  impor- 
tance in  the  determination  of  a successful  outcome.  In 
many  cases  of  replantation  a team  approach  will  be  re- 
quired; and  the  team  must  be  experienced  in  micro- 
surgery of  blood  vessels  and  nerves. 


' I 'HE  INITIAL  MANAGEMENT  of  the  patient  who 
has  suffered  from  accidental  amputation  of  body 
parts  is  of  great  importance  and  may  significantly  influ- 
ence the  eventual  outcome  of  treatment.  Any  physician 
who  sees  these  individuals  should  prepare  and  protect 
the  amputated  portion  by  appropriate  cooling  so  that 
it  can  be  transported  with  the  patient  to  the  institution 
where  definitive  care  will  be  rendered.  It  would  be  the 
choice  of  the  operating  physician  or  physicians  either  to 
attempt  replantation  or  to  use  part  of  this  tissue,  either 
as  a composite  graft  or  as  a full-thickness  skin  graft. 
Thanks  to  the  recent  advancements  in  vascular  surgery, 
scalp,  arms,  legs,  and  fingers  have  been  successfully 
revascularized. 

History 

It  appears  that  Christ  was  the  first  to  perform  any 
type  of  replantation.  While  Christ  was  being  arrested 
by  the  Roman  soldiers,  Peter  attacked  a Jew  who  ac- 
companied the  soldiers  and  cut  off  his  ear.  At  this  point, 
Christ  simply  reached  out  and  reattached  the  ear,  by- 
passing any  need  for  anesthesia,  assistance,  or  sterile 
conditions  (Luke  22:51).  Having  witnessed  this  miracle, 
Saint  Peter  was  able  later  to  accomplish  an  even  more 
dramatic  feat.  When  Saint  Agatha  was  cruelly  tortured 
her  breasts  were  pulled  off  with  pliers,  Saint  Peter, 


feeling  sorry  for  her  and  admiring  her  courage,  replanted 
them. 

Saint  Anthony  of  Padue  (1195-1231  AD)  reportedly 
obtained  a remarkable  success  in  a very  demanding  cir- 
cumstance. Once  when  a young  boy  told  him  in  confes- 
sion that  he  had  kicked  his  mother  so  hard  that  she  had 
fallen  over,  the  Saint  reproved  him  by  saying  that  any- 
one who  would  do  such  a thing  to  his  own  mother  should 
have  his  leg  cut  off.  The  bey  became  so  remorseful  that 
he  did  just  that.  It  was  only  through  Saint  Anthony’s 
surgical  skills  that  the  boy  regained  his  leg.1  Reports  in 
the  medical  literature  appeared  much  later. 

Head  and  Neck 

The  largest  series  of  replacements  of  amputated 
facial  tissues  was  reported  by  Hoffacker.  In  the  early 
1800s,  he  was  the  physician  in  attendance  at  Heidelberg 
dueling  matches  where  he  would  pick  up  the  amputated 
part,  wash  it,  and  — right  at  the  site  of  the  duel  — 
would  hold  the  tissue  back  in  place  until  the  bleeding 
stopped.  He  then  would  secure  the  part  with  sutures  or 
tape.  He  had  12  successes  cut  of  16  cases,  a survival 
rate  of  75%.  Essentially,  these  all  represent  cases  where 
the  tissue  was  put  back  as  a composite  graft  and  not 
defatted.  Very  few  physicians  have  had  the  opportunity 
to  treat  clean-cut  amputations  such  as  this  immediately, 
and  no  one  has  been  able  to  match  his  success  rate. 

More  recently,  a report  in  1972  by  Grabb  involved 
six  cases  treated  over  an  11 -year  period  and  revealed  no 
cases  of  success.  It  was  his  feeling  that  any  tissue  replaced 
more  than  two  hours  after  the  amputation  had  no  chance 
of  survival.2  However,  this  should  by  no  means  indicate 
that  this  tissue  should  be  discarded.  It  is  true  that  a 
nasal  tip  or  ear  part  does  not  lend  itself  to  revasculariza- 
tion procedures  because  of  the  minute  size  of  the  blood 
vessels.  Yet,  the  tissue  can  be  used  as  a composite  or  full- 
thickness graft.  A composite  graft  is  at  best  an  unpre- 
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dictable  entity  and  in  the  circumstances  under  discus- 
sion, there  are  no  finite  criteria  of  success.  Necrosis  re- 
stricted to  the  skin  is  not  considered  to  be  of  any  great 
significance  since  the  revision  of  skin  coverage  alone 
poses  no  problem  if  the  tissues  are  of  adequate  vascular- 
ity. The  essential  object  of  such  a procedure  is  to  obviate 
the  need  for  an  elaborate  reconstruction  of  complex 
anatomic  facial  features.  Thus  preservation  of  a cartila- 
genous  element  of  the  nose  is  clearly  paramount. 

There  are  technics  whereby  severed  ear  parts  can 
be  used  near  the  anatomical  amputation  site  making 
later  reconstruction  much  easier. 

Scalping  injuries  always  have  been  devastating  and 
frequently  would  require  multiple  surgical  procedures  to 
eventually  obtain  a closed  wound.  Recently,  several 
cases  of  successful  replantation  using  microvascular  tech- 
nics have  been  reported.3 

Extremities 

In  1903,  Hoffner  amputated  the  hind  limbs  of  dogs 
and  then  replanted  them.  He  was  unable  to  adequately 
master  the  vascular  repair  and  subsequently  had  a high 
incidence  of  gangrene  secondary  to  arterial  thrombosis. 

In  1906,  Carrel  and  Guthrie  amputated  the  hind 
limbs  of  dogs  and  then  transplanted  them  to  sites  of 
previous  amputation  on  other  dogs.  During  this  time, 
they  developed  a method  of  vascular  repair  which  is 
used  by  many  surgeons  today.4 

By  1944,  an  article  by  Hall  in  the  Annals  of  Surgery 
indicated  that  medicine  essentially  was  ready  to  under- 
take replantation.  By  this  time,  antisepsis,  good  anes- 
thesia, antibiotics  (sulfa  and  penicillin),  and  anticoagu- 
lants (heparin  and  coumadin)  were  perfected.  The  tech- 
nics for  reconstruction  of  bones,  nerves,  and  blood  vessels 
also  were  known.5  However,  there  were  no  instances  of 
replantation  reported  during  World  War  II  or  the 
Korean  War.  Therefore,  animal  research  continued. 
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Zepchinsky,  in  1954,  and  Snyder  and  Associates,  in 
1960,  rejoined  the  hind  limbs  of  dogs  that  had  been  am- 
putated previously.  Some  of  these  limbs  had  been  pre- 
served up  to  24  hours  at  low  temperature  with  artificial 
circulation.  Initially,  there  was  a very  high  mortality 
rate  in  dogs  due  to  shock,  thrombosis,  gangrene,  and 
infection. 

The  first  successful  replantation  of  a limb  in  man 
was  done  in  1962,  at  the  Massachusetts  General  Hospital 
in  Boston  by  R.  A.  Malt  and  C.  F.  McKhann,  in  a 12- 
year-old  boy  whose  right  arm  had  been  sheared  from 
his  body  in  a train  accident.  He  was  admitted  30  minutes 
after  the  injury  and  reimplantation  was  performed.  The 
surgery  required  approximately  five  hours.  Four  months 
alter  surgery,  acts  of  contraction  appeared  in  the  flexors 
of  the  forearm;  and  strength  increased  progressively 
thereafter.  After  11  months,  he  had  two-point  discrimina- 
tion; temperature  and  light-touch  sensation  were  present 
in  all  the  fingers.6  He  has  continued  to  improve  and 
presently  works  as  a mechanic. 

The  first  replantation  was  followed  several  months 
later  by  successful  ones  by  Dr.  Chin  of  Shanghai  and 
Dr.  Williams  of  Oklahoma.  Multiple  successful  reimplan- 
tations have  been  reported  since  that  time,  and  it  has 
become  recognized  as  a justifiable  procedure  in  selected 
cases.  It  should  be  remembered  that  this  is  an  elective 
procedure,  and  the  decision  to  carry  it  out  must  be 
assessed  anew  in  every  case. 

General  Considerations 

Various  factors  must  be  considered  in  assessing  the 
patient  for  replantation.  Young  adults,  especially  chil- 
dren, are  generally  favorable  subjects  because  of  their 
excellent  powers  of  regeneration.  Also,  the  time  required 
for  rehabilitation  can  be  well  afforded  by  children. 

In  patients  with  such  chronic  diseases  as  carcinoma 
or  cardiopulmonary  disabilities,  the  need  for  extended 
care  for  their  basic  illnesses  precludes  accepting  them  for 
replantation  procedures.  The  general  condition  of  the 
patient  in  relation  to  disabling  or  life-threatening  injuries 
in  areas  other  than  the  extremity  in  question  may  preju- 
dice the  decision  against  replantation. 

There  should  be  no  injury  to  the  other  arm,  which 
untended  during  a prolonged  operation  may  come  to 
assume  a major  functional  impairment.  Tissues  cleanly 
divided  by  sharp  instruments  with  minimal  soiling  are 
clearly  more  favorable  than  those  with  crushing  avulsion 
and  some  fragmentation,  especially  if  accompanied  by 
gross  contamination. 

The  institution  should  have  the  resources  and  per- 
sonnel for  such  an  undertaking  without  jeopardizing 
patient  care.  The  amputation  probably  should  be 
through  the  upper  extremity  because  the  prostheses  for 
the  upper  extremity  are  not  good  and  because  the 
chances  for  nerve  regeneration  are  good.  Reimplantation 
of  the  lower  extremity  has  been  done  in  China.  In  a 
very  striking  and  interesting  case,  a 42-year-old  man 
had  both  lower  extremities  amputated  by  a train  in 
March  1971.  The  right  foot  was  crushed,  as  was  the 
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left  leg  at  the  midlevel.  However,  the  left  foot  was  not 
damaged  so  a crossfoot  replantation  was  performed.  The 
patient’s  preoperative  resusitation  required  many  trans- 
fusions, and  four  operating  teams  were  used.  When 
evaluated  two  years  later,  the  patient  had  a viable  and 
sensitive  left  foot  on  his  right  lower  extremity  with  a 
below-knee  prosthesis  on  the  left  lower  extremity.  The 
ankle  joint  had  only  a minimal  range  of  motion  and  re- 
turn of  protective  sensation  in  his  lower-extremity  replant 
was  adequate.  He  was  walking  without  cane  or  crutches.7 
Dramatic  as  this  case  is,  most  surgeons  would  not  elect  to 
perform  that  particular  surgery  at  the  present  time  be- 
cause the  current  prosthetic  devices  are  adequate,  and 
the  patient  can  be  restored  to  normal  activity  in  a shorter 
period  of  time.  The  physician  who  manages  the  case 
should  be  competent  to  manage  all  aspects  of  it.  It  re- 
quires a team  approach,  and  teams  should  be  experi- 
enced in  microsurgery  of  blood  vessels  and  nerves. 

Finally,  the  patient  must  actively  desire  replantation. 
Both  he/she  and  the  surgeon  or  surgeons  must  be  pre- 
pared for  a number  of  operations  and  a long-term  re- 
habilitation program.  Malt  and  McKhann  indicated  that 
the  individual  should  have  a “positive  desire  for  his  own 
limb  at  the  expense  of  unpredictable  periods  of  hos- 
pitalization and  an  unpredictable  end  result.”6  The  aim 
must  be  to  insure  a better  result  by  repair  than  would 
be  produced  by  amputation  and  an  artificial  limb. 

Immediate  replantation  of  severed  digits  with  a 
primary  vascular  union  of  their  digital  arteries  and  veins 
is  a potentially  useful  clinical  area  in  which  the  micro- 
vascular  technics  can  be  applied.  Although  digital  artery 
anastomosis  in  partially  severed  fingers  had  been  reported 
by  Kleinert,  the  first  successful  case  of  replantation  of  a 
completely  amputated  digit  with  microvascular  anasto- 
mosis was  reported  by  Komatsu  and  Tamai  in  1968. 
They  replanted  a thumb  on  July  7,  1965  after  a number 
of  previous  failures.  The  main  indication  for  digital  re- 
plantation lies  in  multiple  digital  injuries  and  single 
amputations  of  the  thumb  or  index  finger.  A decision  to 
replant  a single  amputation  of  any  one  of  the  three 
ulnar  digits  needs  serious  consideration  of  the  patient’s 
age,  occupation,  and  overall  attitude  and  wishes. 

In  multiple-digit  amputation,  priority  is  given  to 
thumb  reconstruction.7  If  the  thumb  is  too  extensively 
damaged  to  replant,  digital  shifts  may  be  used.  Thirteen 
cases  of  index  shift  to  the  thumb  at  the  time  of  replan- 
tation were  reported  by  the  Chinese  with  nine  survivals.8 

Guillotine  amputations  are  the  most  suitable  cases; 
and  despite  previous  predictions,  a moderate  area  of 
crushing  does  not  present  any  insolvable  problems.  Al- 
though the  avulsion  injuries  are  creating  difficulties  cur- 
rently, reattachments  are  warranted.  Amputated  digits 
with  gross  crushing,  much  tissue  loss,  severe  vessel  dam- 
age, or  multiple  fractures  are  not  suitable  for  replanta- 
tion. 

Preparation 

Assuming  a patient  is  to  be  considered  for  a re- 
plantation, the  following  measures  should  be  undertaken. 
If  the  patient  is  to  be  transferred  to  another  institution, 


all  steps  should  be  taken  to  improve  his/her  general  con- 
dition and  appropriate  laboratory  studies  obtained.  Ver- 
bal communication  with  the  physicians  to  whose  care  the 
patient  is  being  transferred  is  very  helpful  and  desirable. 

Preservation  of  the  severed  tissue  is  most  important, 
but  it  can  be  quite  simple.  The  amputated  portion  should 
be  wrapped  loosely  in  sterile  saline  gauze  or  gauze  satu- 
rated with  Ringer’s  solution,  then  enclosed  in  a water- 
proof plastic  bag,  and  placed  in  a container  of  crushed 
ice  or  iced  saline.  This  will  help  decrease  the  edema  and 
avert  subsequent  nerve  and  muscle  damage.  It  also  will 
protect  against  systemic  hypovolemia  once  the  limb  has 
been  reimplanted  if  you  are  dealing  with  a large  replan- 
tation of  the  upper  extremity  or  at  midforearm.  Without 
cooling,  this  wrapping  is  considered  to  be  satisfactory  for 
four  to  six  hours.  With  cooling,  this  time  can  be  extend- 
ed for  18  or  more  hours.  The  amputated  portion  should 
not  be  frozen.  Never  use  dry  ice.  It  should  not  be  “milk- 
ed,” manipulated,  cleansed,  disinfected,  or  debrided.  Do 
not  attempt  to  perfuse  the  part.  Fibrinolysis,  activated  by 
anoxia,  usually  will  prevent  clotting  in  the  distal  vessels. 

The  amputation  site  should  be  treated  in  the  simplest 
manner  possible.  The  major  vessels  usually  do  not  require 
ligation;  normally,  they  have  retracted  and  are  occluded 
but  an  occasional  one  will  require  ligature.  This  should 
be  tied  or  clipped  carefully  using  an  atraumatic  technic 
so  as  not  to  destroy  length.  A simple  sterile  pad  and 
pressure  dressing  then  can  be  applied. 

If  the  amputation  is  incomplete  but  the  digit,  hand, 
or  part  is  ischemic,  it  should  be  stabilized  with  a sterile 
saline  gauze  dressing  surrounded  by  ice  in  a small  plastic 
bag  and  immobilized  in  a simple  manner  to  avoid  inter- 
ference with  any  remaining  vascular  connections.  It  is 
important  that  the  final  decision  as  to  whether  a severed 
part  can  be  replanted  be  made  by  surgeons  who  are  ex- 
perienced in  replantation  surgery. 

Antibiotics  should  be  administered  along  with  tetanus 
prophylaxis. 

In  dealing  with  injuries  to  extremities,  studies  should 
be  obtained  eventally  of  the  proximal  and  distal  parts 
in  order  to  evaluate  the  different  fracture  lines  in  the 
region  of  the  sections;  this  may  be  done  best  at  the 
institution/s  at  which  the  patient  will  be  seen  subse- 
quently. 

When  the  patient’s  condition  warrants  transfer,  he/ 
she  and  the  severed  part  should  be  transported  together 
to  the  designated  hospital  by  the  most  suitable  and 
expeditious  means.  By  following  this  procedure,  one  may 
anticipate  successful  replantation  within  24  hours  from 
the  time  of  injury  if  circulation  can  be  established.9  Most 
replantations  being  accomplished  today  are  of  the  thumb, 
amputation  of  multiple  fingers,  and  major  extremity 
amputations.  The  success  rates  are  climbing  continuously. 
Some  institutions  are  recording  success  rates  as  high  as 
90%. 

Summary 

In  dealing  with  soft- tissue  replants,  the  primary  aim 
is  survival.  However,  in  reimplantation  of  an  extremity 
or  digit,  the  other  equally  important  aim  is  to  achieve 
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satisfactory  function.  Unless  the  extremity  is  more  use- 
ful than  a prosthesis,  no  favor  has  been  done.  A function- 
ing extremity  is  markedly  superior  to  the  most  sophisti- 
cated artificial  prosthesis  and  will  justify  the  many  hours 
of  effort  made  by  the  large  surgical  team  and  the  high 
cost  of  rehabilitation.  The  instances  of  successful  re- 
plantation continue  to  increase  with  the  advances  made 
possible  through  microvascular  surgery.  Today,  replan- 
tation surgery  by  a trained-team  approach  is  the  most 
acceptable  procedure. 

Advances  in  technics  will  be  fewer  in  the  future; 
the  chief  benefits  will  come  from  more  widespread  appli- 
cation of  technics  now  known  to  be  successful.  Decisions 
as  to  viability  and  nonviability  for  each  millimeter  of 
tissue  can  be  crucial;  gentleness  in  handling  tissues  is 
essential.  Some  of  these  replants  will  have  to  be  buried 
under  direct  flaps  immediately;  others  will  require  skin 
grafts  with  critical  decisions  as  to  time,  preparation, 
and  manner. 

Today,  there  are  many  hospitals  and  medical  cen- 
ters where  no  one  can  or  wants  to  perform  this  surgery. 
In  such  a case,  a physician  should  determine  who  is  the 
nearest  surgeon  able  and  willing  to  care  for  these  pa- 
tients and  then  make  sure  that  everyone  in  the  emergency 
room  is  so  advised.  Emergency  room  personnel  should 
also  know  how  to  care  for  the  patient  and  the  amputated 
part  before  and  during  transit.10 

Clearly,  not  every  severed  part  or  extremity  is  suitable 
for  surgical  reattachment,  nor  is  every  patient  a candidate 
for  operation.  Overall,  from  their  first  assessment,  certain 
amputations  obviously  will  not  be  suitable  for  replanta- 
tion attempts;  but  in  questionable  situations,  the  final  de- 


cision necessarily  must  be  made  by  the  replantation  team 
in  the  operating  room.  Today  and  tomorrow,  patients 
will  come  in  with  cut-off  arms,  forearms,  hands,  thumbs, 
fingers,  legs,  feet,  and  other  body  parts,  and  we  must 
delay  no  longer  in  making  our  prospective  plans  for  their 
best  treatment  from  triage  to  definitive  replantation.  If 
the  appropriate  steps  are  taken,  many  such  amputated 
parts  can  be  put  back  again  and  become  functional  parts. 
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Disaster  Planning:  Communications 

Daniel  L.  Storer,  M.D. 


Experience  has  shown  through  disaster  exercises  — both 
real  and  practice  — that  a vital  part  of  efficient  rescue 
of  victims  depends  upon  an  organized  communications 
system.  Based  upon  the  Medical  Assistance  Team  IMATI 
concept,  the  medical  commander  at  the  disaster  scene 
must  have  communication  links  with  all  phases  of 
victim  rescue.  Clear  communications  also  must  be  present 
from  the  disaster  scene  to  the  receiving  hospital.  The 
receiving  hospitals,  in  turn,  should  be  in  radio  contact  to 
constantly  assess  the  number  and  need  for  hospital  beds. 
Finally,  within  each  individual  hospital  system,  clear  lines 
of  communcation  must  be  available  from  the  emergency 
department  to  the  vital  areas  of  the  hospital  to  insure 
efficient  patient  treatment  and  final  triage.  An  organized 
disaster  communications  system  can  evolve  only  through 
careful  disaster  planning. 


WITH  THE  INCREASING  awareness  and  plan- 
ning for  mass  casualty  incidents,  disaster  planning 
within  the  medical  ranks  has  become  keen.  Such  plan- 
ning now  is  an  important  aspect  of  emergency  medicine 
training  and  practice.  In  the  Cincinnati  area,  mass  air 
transit  accidents,  tornadoes,  and  the  Beverly  Hills  Supper 
Club  fire  have  proved  the  need  and  effectiveness  of  the 
Medical  Assistance  Team  (MAT)  concept  in  field  medi- 
cal triage.  Beyond  personnel  planning  for  physicians, 
nurses,  physician  assistants,  paramedics,  and  emergency 
medicine  technicians  (EMTs)  lies  the  problem  of  com- 
munications at  the  scene,  from  the  scene  to  a hospital 
radio  network,  and  finally,  within  each  individual  hos- 
pital during  the  disaster  situation.  Poor  communications 
can  be  the  greatest  obstruction  to  efficient  patient  care 
in  the  field  and  later  within  the  individual  hospitals. 


Dr.  Storer,  Cincinnati,  Assistant  Professor  of  Emergency 
Medicine,  Clinical  Instructor  in  Internal  Medicine,  and 
Director  of  Prehospital  Care  Training,  Division  of  Emer- 
gency Medicine,  University  of  Cincinnati  College  of 
Medicine. 

Submitted  November  13,  1978. 


MAT  Concept 

The  goal  of  the  Medical  Assistance  Team  concept 
is  to  establish  efficient  medical  triage  and  treatment  of 
disaster  victims  by  means  of  organization  and  careful  co- 
ordination of  the  rescue  team  effort.1'3  The  most  im- 
portant step  is  to  establish  a medical  command  post 
manned  by  a designated  senior  medical  officer.  This 
command  post  should  be  within  or  very  near  the  on- 
scene disaster  control  center  which  is  manned  by  the 
fire  chief,  police  chief,  or  public  official  in  charge  of  the 
entire  disaster  scene.  Communications  between  the  dis- 
aster scene  commander  and  the  designated  medical  com- 
mander should  be  very  clear  in  order  to  protect  the 
victims  of  the  disaster  and  the  medical  personnel  at- 
tempting rescue. 

A medical  triage  station  should  be  established  to 
triage  patients  into  four  categories  as  described  by 
Fisher:1 

(1)  Priority  1 (RED)  — salvagable,  transport  im- 

mediately. 

(2)  Priority  2 (YELLOW)  — salvagable,  transport 

as  soon  as  possible. 

(3)  Priority  3 (GREEN)  — walking  wounded, 

transport  when  possible. 

(4)  Priority  4 (BLACK)  — - dead  or  death  immi- 

nent. 

Each  of  these  priority  areas  is  established  as  a field 
unit  with  a physician,  nurse,  or  physician  assistant  in 
charge  assisted  by  supporting  medical  staff.  As  is  ob- 
vious, each  priority  division  has  its  own  special  patient- 
care  needs. 

As  shown  in  the  Figure,  the  medical  commander 
should  have  radio  communications  with: 

1.  The  disaster  scene  commander  (ie,  fire  chief, 
police  chief). 

2.  Any  mission  rescue  team  operating  at  some  dis- 
tance from  the  medical  command  post. 

3.  The  triage  officer. 
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4.  Each  of  the  priority  areas  to  assess  needs  for  per- 
sonnel, equipment,  and  transportation. 

5.  The  ambulance  staging  area,  where  the  available 
rescue  units  are  pooled  and  released  into  the 
priority  areas  in  an  organized  fashion. 

6.  The  medical  coordinator  of  the  hospital  radio 
network  to  facilitate  dispatch  to  appropriate 
hospitals. 

7.  The  personnel  pool,  where  physicians,  nurses,  and 
other  medical  personnel  are  waiting  to  replace 
those  who  have  become  fatigued  during  pro- 
longed rescue  operations. 

These  communications  needs  can  be  met  by  hand- 
held, two-way  radios  that  should  have  at  least  a one-to- 
two-mile  range  due  to  the  expanse  of  some  disaster 
scenes. 

Interhospital  Communications 

Interhospital  communication  planning  is  the  heart 
of  any  disaster  plan  for  an  entire  area.1-3  An  efficient 
interhospital  disaster  radio  network  exists  in  Cincinnati, 
with  a console  in  every  emergency  department  and  in 
the  Hamilton  County  Communication  Center,  which  is 
responsible  for  dispatching  a majority  of  police  and  fire 
units  within  Hamilton  County.3  When  disaster  strikes, 
control  of  the  interhospital  disaster  radio  network  is 
moved  to  the  University  of  Cincinnati  Medical  Center 
where  an  active  survey  is  maintained  of  all  available 
hospital  beds  within  the  Cincinnati  area.  To  facilitate 
communications,  the  Hamilton  Communications  Center 
sends  a mobile  communications  unit  to  the  disaster  scene. 
This  allows  easy  access  to  the  hospital  radio  network 
and  to  fire,  police,  American  Red  Cross,  and  military  fre- 
quencies. Therefore,  communication  links  are  efficient 
between  the  disaster  scene  and  the  hospital  radio  net- 
work. 

Intrahospital  Communications 

Although  discussed  less  frequently,  another  com- 
munication problem  lies  within  the  receiving  institutions. 
Under  the  previous  scheme,  the  emergency  department 
has  been  aware  of  the  rescue  operations  through  the 
hospital  radio  network.  As  the  disaster  victims  are  ar- 
riving, the  emergency  department  needs  to  be  in  con- 
tact with  the  designated  hospital  disaster  control  center. 
This  center  may  be  located  within  the  emergency  de- 
partment or,  as  with  many  institutions,  it  may  be  physi- 
cally separate  from  the  emergency  department.  The 
hospital  disaster  control  center  needs  immediate  com- 
munications access  to  important  areas  of  the  hospital 
such  as  the  operating  rooms,  intensive  care  units,  cen- 
tral supply,  telephone  operators,  other  inpatient  areas, 
and  the  morgue. 

In  many  institutions,  the  aforementioned  critical 
areas  of  the  hospital  can  be  reached  only  by  the  hospital 
telephone  system.  However,  as  is  well  demonstrated  dur- 


Communication  needs  at  disaster  scene. 


ing  threatened  or  actual  disasters,  the  telephone  system 
often  is  overloaded.  To  guarantee  an  open  system  dur- 
ing emergency  situations,  an  intercom  system  separate 
from  the  telephone  system  should  be  developed  to  con- 
nect all  important  areas  of  the  hospital.  The  system 
should  have  control  capability  from  the  emergency  de- 
partment and  the  disaster  control  center.  During  normal 
times,  with  no  threat  of  mass  casualty  incidents  at  hand, 
the  emergency  department  could  use  the  system  for  nor- 
mal intrahospital  communication  as  many  of  the  pre- 
viously mentioned  areas  need  to  be  consulted  quickly  on 
a daily  routine  basis.  During  disaster  conditions,  control 
of  the  intercom  system  could  be  switched  from  the  emer- 
gency department  to  the  hospital  control  center,  allow- 
ing the  emergency  department  to  concentrate  all  effort 
on  caring  for  and  triaging  patients  arriving  from  the 
disaster  scene.  One  of  the  positive  aspects  of  such  an 
intercom  system  is  that  it  can  be  used  on  a day-to-day 
basis  as  well  as  during  times  of  disaster. 

Summary 

Communications  are  a vital  part  of  disaster  planning 
and  should  be  carefully  developed  in  three  areas:  on- 
scene communications,  interhospital  communications,  and 
internal  communications  within  an  individual  hospital 
system.  All  three  areas  are  important  to  effective  triage 
and  ultimate  care  given  the  victims  of  any  mass  casualty. 
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SUMMER  WORKSHOPS 

By 

The  Ohio  Psychological  Association 

Co-Sponsored  By 

Cleveland  Clinic  Educational  Foundation 

Physicians  are  eligible  for  1 3 hours  of 
Category  I CME  credits 

July  20-21 

FIRST  OHIO  SYMPOSIUM  ON  STRESS:  Bio  feedback, 
Behavior/Cognitive  and  Psychotherapy  Approaches  to 
Stress  Management  — Lectures  and  Workshops 

Presenters:  Thomas  Budzynski,  Ph.D.  Biofeedback  Institute 
of  Denver:  “Biofeedback  Relaxation  Approaches  to  Stress 
Management” 

Jerry  L.  Deffenbacher,  Ph.D.,  Colorado  State  University:  “Be- 
havior Patterns  and  Stress” 

Donald  Meichenbaum,  Ph.D.,  University  of  Waterloo,  Ont.: 
“Cognitive  Therapies  in  Prevention  and  Treatment  of  Stress” 
Derrick  Lonsdale,  M.D.,  Cleveland  Clinic  Foundation:  “Auto- 
nomic Nervous  System  Dysfunction  — Stress” 

William  G.  Shipman,  Ph.D.,  Miami  University:  “Social  and 
Psychological  Determinants  of  Vulnerability  to  Stress” 
Moderator:  Michael  G.  McKee,  Ph.D.,  Cleveland  Clinic 
Foundation 

at  Bergamo  Conference  Center,  Dayton,  Ohio 

FOR  DETAILED  INFORMATION,  WRITE  OR  TELEPHONE: 

Henry  Saeman,  Association  Coordinator 
Ohio  Psychological  Association 
Room  1212  • 5 East  Long  Street 
Columbus,  Ohio  43215  Tel:  6 1 4/224-0034 
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CAPSULES 


A gentle  cerebral  stimulant 
and  vasodilator  for  the 
geriatric  patient 


Each  CEREBRO-NICIN®  capsule 


contains: 

Pentylenetetrazole  100  mg 

Nicotinic  Acid  100  mg 

Ascorbic  Acid 100  mg 

Thiamine  HCL  25  mg 

l-Glutamic  Acid  50  mg 

Niacinamide 5 mg 

Riboflavin 2 mg 

Pyridoxine  HCL 3 mg 


AVAILABLE:  Bottles  100,  500, 1000 
SIDE  EFFECTS:  Most  persons  ex- 
perience a flushing  and  tingling 
sensation  after  taking  a higher 
potency  nicotinic  acid.  As  a sec- 
ondary reaction  some  will  com- 
plain of  nausea,  sweating  and  ab- 


dominal cramps.  The  reaction  is 
usually  transient. 

INDICATIONS:  As  a cerebral 
stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC 
DOSAGE:  One  capsule  three 
times  daily  adjusted  to  the  indi- 
vidual patient. 

WARNING:  Overdosage  may 
cause  muscle  tremor  and  convul- 
sions. 

CONTRAINDICATIONS:  Epilepsy 
or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits 
dispensing  without  prescription. 
Keep  out  of  reach  of  children. 


News 


Child  Safety  Materials  Available 
From  Ohio  Academy  of  Pediatrics 

The  Ohio  Chapter  of  the  American  Academy  of 
Pediatrics  has  developed  a packet  of  child  safety  educa- 
tion materials.  Entitled  “The  Parent  and  Physician  Edu- 
cational Packet,”  the  materials  stress  automobile  safety. 
The  packet  was  prepared  by  a subcommittee  headed  by 
Thomas  Sarouf,  M.D.,  Dayton,  and  was  financed  by  Ross 
Laboratories  of  Columbus.  Ross  representatives  will  de- 
liver the  packets  to  offices  of  pediatricians  throughout  the 
State  of  Ohio  during  June. 

Additionally,  the  Ohio  Chapter  has  joined  with  the 
OSMA  Auxiliary  to  initiate  a program  for  loan  of  child 
safety  restraints  in  communities  throughout  Ohio.  A syl- 
labus covering  how  to  establish  and  to  operate  the  “Loan 
a Seat  for  Safety”  Program  has  been  sent  to  county 
auxiliary  presidents. 


Course  on  English  Pronunciation 
for  Foreign-born  Physicians 

On  June  30,  the  American  Medical  Association  will 
offer  an  intensive,  one-day  course  on  improving  English 
pronunciation  for  foreign  physicians.  The  course  will 
include  lectures  and  practice  on  producing  the  sounds  of 
general  American  English,  intensive  oral  drill  and  criti- 
cism of  individual  students,  and  practice  in  sustained  dis- 
course through  reading  and  extemporaneous  speaking. 
The  instructor,  Mrs.  Elizabeth  Lang,  Professor  of  English 
as  a Second  Language,  Cuyahoga  Community  College, 
Cleveland,  has  developed  a study  manual  and  cassette 
tapes  for  home  study. 

AMA  Headquarters  in  Chicago  is  the  site  of  the 
course,  and  additional  information  is  available  from 
Henry  Mason,  Division  of  Professional  Relations,  AMA, 
535  North  Dearborn  Street,  Chicago,  Illinois  60610. 

Hypnosis  Taught  as  Diagnostic 
and  Therapeutic  Tool 

University  Hospitals  of  Cleveland  is  one  of  a few 
institutions  nationally  which  teaches  hynosis  as  a major 
diagnostic  and  therapeutic  tool  and  trains  its  house  offi- 
cers to  use  it  in  a variety  of  settings.  Residents  in  psychi- 
atry and  psychology  are  using  hypnosis  to  control  pain,  to 
assist  in  memory  recall,  to  break  the  smoking  habit,  and 
to  help  hemophiliacs  to  control  their  own  bleeding. 

The  program  is  being  conducted  by  David  Agle, 
M.D.,  and  Stephen  B.  Zinn,  M.D.,  psychiatrists  who  also 
are  on  the  faculty  of  the  Case  Western  Reserve  University 
School  of  Medicine.  Dr.  Agle  explains  that  used  as  a 
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diagnostic  tool,  hypnosis  helps  to  distinguish  between  the 
physical  and  psychological  factors  which  cause  problems. 
Therapeutically,  it  is  used  to  reduce  “nonhealth”  habits 
such  as  smoking,  for  the  relief  of  chronic  pain  and  to 
overcome  phobias. 

Dr.  Zinn  noted  that,  ideally,  hypnosis  is  most  effective 
when  used  in  conjunction  with  psychotherapy.  While  the 
former  may  relieve  the  symptoms,  the  latter  may  help  to 
discover  the  underlying  cause. 


Cincinnati  Publication 
Cited  for  Achievement 

Cincinnati  Medicine,  publication  of  the  Academy  of 
Medicine  of  Cincinnati  and  Hamilton  County,  is  the 
recipient  of  a first  prize  award  in  the  annual  medical 
journalism  competition  conducted  by  Sandoz  Pharma- 
ceuticals. The  award  was  presented  for  outstanding  ap- 
pearance and  editorial  quality  of  a local  publication  with 
a circulation  over  2,000.  Recently,  the  format  of  Cincin- 
nati Medicine  has  been  changed  to  a quarterly  rather  than 
a monthly  publication  with  articles  geared  to  the  patient. 
Ms.  Linda  J.  Phelps,  now  with  the  Physicians  Insurance 
Company  of  Ohio,  was  managing  editor  when  these 
changes  were  undertaken.  Currently,  Ms.  Dianne  Bricker 
is  Director  of  Communications. 

International  Doctors  in 
Alcoholics  Anonymous  to  Meet 

The  annual  meeting  of  the  International  Doctors  in 
Alcoholics  Anonymous  will  be  held  August  2-5,  1979  in 
San  Diego,  California.  The  Holiday  Inn  at  the  Embar- 
cadero,  1355  North  Harbor  Drive,  will  be  the  headquar- 
ters hotel.  For  further  information  regarding  this  meeting, 
contact:  Information  Secretary,  International  Doctors  in 
Alcoholics  Anonymous,  1950  Volney  Road,  Youngstown, 
Ohio  44511,  telephone:  216/782-6216. 
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Nicotinic  Acid  Therapy 
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Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6)  . . .10mg. 


in  a special  base  of  prolonged 
therapeutic  effect 
DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN*/250  mg. 


Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide .75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100  , 500. 


LIPO-NICIN®/100 


mg. 


Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) .2  mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100.  500 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 
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ALLEN  (Lima) 

Praveen  K.  Malhotra 

ASHTABULA  (Ashtabula) 

Kook  II  Chang 
Suk  Kon  Choi 
Yong  Woong  Kim 
Kimberly  F.  Melen 

CARROLL  (Carrollton) 
Charles  Steiner,  II 

CUYAHOGA  (Cleveland) 

Barry  H.  Brooks 
Jagannath  Das 
Karl  Dehaan 
Lloyd  H.  Ellis,  Jr. 

Amin  M.  El-Mallawany 
Abdalla  Ezziddin 
Michael  Frank 
Daniel  G.  Fuller 
Joseph  A.  Golish,  Jr. 
JoAnne  Hempel 
Jiunn  S.  Huang 
Neal  J.  Klatzko 
Harry  M.  Lever 
Zaid  Maqbool 
Arumugam  A.  Natesan 
Calvin  R.  Peters 
Paul  P.  Priebe 
T.  M.  Mizanur  Rahman 
Chokkadi  L.  Rao 
Ahmad  Razi 
Wayne  L.  Risius 
Dawn  Selim 
Niranjana  N.  Shah 
George  P.  Sharpino 
Sam  Stieglitz 
Hurikadale  P.  Sundaresh 
Shailaja  Sundaresh 
Kwong  Szeto 
Denton  Wyse 
Michelle  Zanicwshi 

DEFIANCE 
K.  G.  Srinivas 

ERIE  (Sandusky) 

Gurprem  Singh  Kang 
David  R.  LeCloux 
Lawrence  R.  McCormack 


FAIRFIELD  (Lancaster) 

Ronald  D.  Osgood 

FRANKLIN  (Columbus) 

Thomas  L.  Abell 
Vernon  G.  Bolender 
Omar  A.  El-Bash 
Shiow  Fen  Hsu 
Phillip  A.  Linerode 
Traian  I.  Saveano 
Denman  Shaw 

HAMILTON  (Cincinnati) 

Corwin  R.  Dunn 
William  T.  Earhart 
Richard  J.  Goldsmith 
Alan  D.  Heitner 
Philip  Leming 
Marilyn  Sholiton 

HANCOCK  (Findlay) 

Gary  Hirschfeld 
Young  Hui  Kim 
Thomas  Raabe 
Abdel  R.  Solaiman 

HURON  (Willard) 

I.  Hsyung  Wang 

LAKE 

Romeo  T.  Bachand,  Jr., 

Painesville 

Samir  M.  George,  Willoughby 

LICKING  (Newark) 

Wesley  Filipow 
Hang  S.  Wee 
Thom  Wood 

LORAIN 

Paul  K.  Birney,  Oberlin 
Stephen  Meyer,  Vermilion 
Umakant  Purohit,  Elyria 
Christman  Salapara,  Elyria 
John  Vanek,  Oberlin 

LUCAS  (Toledo  unless  noted) 

Jack  E.  Baron 
Joseph  E.  Beaumont 
Clarence  A.  Bell,  Jr. 


Raspal  S.  Bhumbra 

Jerald  A.  Bovino 

David  S.  Boyer 

Michael  K.  Brockett 

Everett  M.  Bush 

Cesar  B.  Cabascango,  Sylvania 

Supriya  Chakravarty,  Sylvania 

John  L.  Duhring 

William  H.  Fenberg 

Samuel  Greenblatt 

David  L.  Grossman 

Ronald  Khan 

Wakil  Khan 

Alex  Z.  Klopman 

Dennis  Konzen 

Kenneth  Leopoldt 

Kewal  K.  Mahjan,  Oregon 

Efrain  Montesinos 

Jay  W.  Nielsen,  Monclova 

Walter  L.  Olson,  Jr. 

Earl  B.  Patrick 
Michael  J.  Ricks 
Michael  Riethmiller 
Leroy  A.  Rodgers 
Jonathan  E.  Rohrs,  Holland 
Lall  Singh,  Sylvania 
Jerome  E.  Sawka 
Dean  R.  Wright 

MAHONING  (Youngstown) 

Garillo  C.  Albarran 
Richard  A.  Memo 
John  R.  Zubil 

MARION  (Marion) 

Michael  L.  Mattern 
Filmore  A.  Riego 

MONTGOMERY  (Dayton  unless 
noted ) 

Richard  M.  Carroll 

Lawrence  G.  Foster 

Kerry  D.  Hayden,  Franklin 

Carl  Jelenko,  III 

Sherman  E.  Kahn 

Kendall  K.  Kane 

David  I.  Kay,  West  Carrollton 

Nasiruddin  Khokhar,  Trotwood 

Clem  L.  Kirkland,  Centerville 

Nicholas  S.  Pancol 
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R.  T.  Sugumaran 

MUSKINGUM  (Zanesville) 

Jack  B.  Booth 

RICHLAND  (Mansfield) 

Keith  C.  Bogart 
Jay  Haar 

ROSS  (Chillicothe) 

Michelle  D.  Boulger 
Janies  Fox 
Anibal  R.  Gauto 
Emilio  T.  Velasques 

SCIOTO  (Portsmouth) 

Donald  M.  Appleton 
Chanwon  J.  Sun  woo 


SHELBY  (Sidney) 

Steven  Moehlman 

STARK  (Canton  unless  noted) 

Franklin  Arnold,  North  Canton 
Milan  Dopirak,  North  Canton 
Gregory  Haban,  Hartville 
Lawrence  V.  Hofmann 
Magdalena  Kovac,  Navarre 
June-Ae  Jo-Ann  Lee,  Alliance 
Shaw  Meei  Liao 
Shafik  R.  Richany,  Alliance 
Gary  Werner,  North  Canton 
Janies  R.  Ziegler 

SUMMIT  (Akron  unless  noted) 

R.  M.  Donthi 
Erwin  Maseelall 
Timothy  L.  Newman 


L.  S.  Richman 

J.  N.  Romero,  Cuyahoga  Falls 
R.  M.  Schwartz 
T.  Strachan 
Te  H.  Tang 
Richard  M.  Wolf 

TRUMBULL  (Warren) 
Mujeebunise  Baig 
Wj  I.  Hsu 
Stephen  Kuo 

WAYNE  (Wooster) 

James  S.  Sauer 

WILLIAMS  (Bryan  unless  noted) 

Lamberto  Diaz  Pereda 

Sharad  Shinde 

Roger  A.  True,  Sylvania 


"s 

IMMKE  CIRCLE 

LEASING  INC 


Endorsed  Leasing  Company 
Of  The  Ohio  State  Medical  Association 

Order  now  for  early  delivery  on  all  1979  models 

We  lease  all  foreign  and  domestic  makes  and  models 
including  Mercedes,  Jaguar,  Porsche,  etc. 

Many  people  think  of  leasing  as  just  automobiles. 

We  do  that  too,  but,  in  addition,  we  want  to  lease  you  any  professional  equipment. 


Immke  Circle  Leasing,  Inc. 

32  South  Fifth  Street 
Columbus,  Ohio  43215 

Telephone  614-228-1701  or  Toll  Free  1-800-282-0256 


June,  1979  / 409 


OHIO 

STATE 


>sociation  Obituaries 


JOHN  ISAAC  APPLEBY,  M.D.,  Palm  Springs, 
California;  University  of  Minnesota  Medical  School, 
Minneapolis,  1920;  age  86;  died  March  8;  member 
OSMA  and  AMA. 

RALPH  O.  CASS,  M.D.,  Dayton;  LTniversity  of 
Cincinnati  College  of  Medicine,  1925;  age  79;  died 
March  20;  member  OSMA  and  AMA. 

ROBERT  R.  CLARK,  M.D.,  Akron;  University  of 
Michigan  Medical  School,  Ann  Arbor,  1956;  age  48; 
died  March  28;  member  OSMA  and  AMA. 

HARRY  E.  CRIMM,  M.D.,  Sidney;  Western  Re- 
serve University  School  of  Medicine,  Cleveland,  1935; 
age  68;  died  April  10;  member  OSMA  and  AMA. 
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ROBERT  F.  ETIENNE,  M.D.,  Boulder,  Colorado; 
University  of  Iowa  College  of  Medicine,  Iowa  City,  1919; 
age  88;  died  April  2;  member  OSMA  and  AMA. 

MARK  D.  GODFREY,  M.D.,  Columbus;  The  Ohio 
State  University  College  of  Medicine,  1912;  age  91;  died 
April  1 1 ; member  OSMA  and  AMA. 

JESSIE  M.  JASPER,  M.D.,  Columbus;  The  Ohio 
State  University  College  of  Medicine,  1923;  age  87;  died 
April  8;  member  OSMA  and  AMA. 

GABRIEL  C.  HELLER,  M.D.,  Columbus;  Orvosi 
Fakultas  Szegedi  Orvostudomanyi  Egyetem,  Szeged,  Hun- 
gary, 1940;  age  65;  died  March  15. 

REUBEN  B.  HOOVER,  M.D.,  Columbus;  The 
Ohio  State  University  College  of  Medicine,  1936;  age  70; 
died  March  24;  member  OSMA  and  AMA. 

HORACE  W.  REID,  M.D.,  Cincinnati;  John  Hop- 
kins University  School  of  Medicine,  Baltimore,  1916;  age 
89;  died  December  8,  1978;  member  OSMA  and  AMA. 

RICHARD  R.  RENNER,  M.D.,  Cleveland;  West- 
ern Reserve  University  School  of  Medicine,  Cleveland, 
1923;  age  83;  died  April  14;  member  OSMA  and  AMA. 

VERNON  EDWARD  RODEN,  M.D.,  Hamilton; 
University  of  Cincinnati  College  of  Medicine,  1928;  age 
76;  died  March  24;  member  OSMA  and  AMA. 

HARMAN  A.  SHECKET,  M.D.,  Cleveland;  The 
Ohio  State  University  College  of  Medicine,  1937;  age  67; 
died  March  17;  member  OSMA  and  AMA. 

JAMES  M.  SNIDER,  M.D.,  Marysville;  The  Ohio 
State  University  College  of  Medicine,  1923;  age  80;  died 
March  25;  member  OSMA  and  AMA. 

STANLEY  WEINSTEIN,  M.D.,  Middletown;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1935;  age  71; 
died  April  2;  member  OSMA  and  AMA. 

GERALD  N.  WILSON,  M.D.,  Lakeview;  The  Ohio 
State  University  College  of  Medicine,  1939;  age  69;  died 
April  5. 
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Colleagues  in  the  News 


Four  physicians  have  been  elected  to  two-year  terms 
as  department  chairman  at  Grant  Hospital,  Columbus. 
The  individuals  and  their  departments  are  JANET 
BIXEL,  M.D.,  medicine;  JAIME  SMITH-E-INCAS, 
M.D.,  psychiatry;  ALBERT  W.  VAN  FOSSEN,  M.D., 
eye,  ear,  nose,  and  throat;  and  RICHARD  H.  CLARY, 
M.D.,  emergency  medicine.  In  addition  to  these  responsi- 
bilities, all  hold  faculty  appointments  at  The  Ohio  State 
University  College  of  Medicine. 

BLAISE  G.  CONGENI,  M.D.,  Akron,  has  received 
a dual  faculty  appointment  at  Northeastern  Ohio  Uni- 
versities College  of  Medicine.  He  will  serve  as  Assistant 
Professor  of  Pediatrics  and  of  Microbiology/ Immuno- 
logy. Dr.  Congeni  is  Director  of  Pediatric  Infectious  Dis- 
ease at  The  Children’s  Plospital  Medical  Center,  Akron. 


of  medicine  and  chief  of  the  renal-electrolyte  section  in 
the  Plospital  of  the  University  of  Pennsylvania.  Dr.  Gold- 
berg replaces  RICHARD  W.  VILTER,  M.D.,  who 
chaired  the  department  for  22  years.  Dr.  Vilter  is  Presi- 
dent-Elect of  the  American  College  of  Physicians  and  will 
continue  as  Professor  of  Medicine  at  the  College  of 
Medicine. 

DONALD  G.  LANGSLEY,  M.D.,  Professor  and 
Director  of  Psychiatry  at  the  University  of  Cincinnati 
College  of  Medicine,  is  President-Elect  of  the  American 
Psychiatric  Association  (APA).  Director  of  the  American 
Board  of  Psychiatry  and  Neurology,  member  of  the  Resi- 
dency Review  Committee  in  these  specialties,  and  Fellow 
of  the  American  College  of  Psychiatry,  Dr.  Langsley 
served  as  vice  president  of  the  APA  for  the  past  two  years. 


RICHARD  G.  FARMER,  M.D.,  Cleveland,  has 
been  named  Governor-Elect  of  the  Ohio  Chapter  of  the 
American  College  of  Physicians.  Dr.  Farmer  is  head  of  the 
Department  of  Gastroenterology,  chairman  of  the  Divi- 
sion of  Medicine,  and  member  of  the  Board  of  Governors, 
The  Cleveland  Clinic  Foundation. 

DONALD  L.  FRY,  M.D.,  is  the  first  to  hold  the  S. 
Robert  Davis  Chair  of  Medicine  at  The  Ohio  State  Uni- 
versity. Previously,  Dr.  Fry  served  as  Medical  Director  and 
Chief  of  the  Laboratory  of  Experimental  Atherosclerosis, 
Bethesda,  Maryland. 

W.  JAMES  GARDNER,  M.D.,  Cleveland,  received 
the  Distinguished  Service  Award  of  the  Society  of  Neuro- 
logical Surgeons,  the  organization  of  which  he  was  presi- 
dent in  1954-1955.  Dr,  Gardner  is  Emeritus  Consultant  at 
the  Cleveland  Clinic  Foundation,  and  a member  of  nu- 
merous organizations  including  the  Cleveland  Neuro- 
logical Society,  which  he  founded  in  1931. 


The  late  W.  LOWELL  MURPHY,  M.D.,  Carding- 
ton,  was  honored  prior  to  his  death  when  the  high  school 
gymnasium  in  Cardington  was  dedicated  in  his  honor. 
For  most  of  his  20-year  practice  in  Cardington,  Dr. 
Murphy  was  the  town’s  only  physician. 

MOSHE  TOREM,  M.D.,  has  been  certified  by  the 
American  Board  of  Psychiatry  and  Neurology.  Dr.  Tor- 
em  is  Assistant  Professor  of  Psychiatry,  Wright  State 
University  School  of  Medicine. 

CHARLES  H.  WHARTON,  M.D.,  Dayton,  was 
elected  to  membership  in  the  Society  for  Inherited  Meta- 
bolic Disorders.  He  is  Associate  Professor  of  Pediatrics, 
Wright  State  University  School  of  Medicine. 

ROBERT  M.  ZOLLINGER,  M.D.,  Columbus,  has 
been  elected  Chairman  of  the  Board  of  Park  Commis- 
sioners of  the  Metropolitan  Park  District  of  Columbus 
and  Franklin  County.  Dr.  Zollinger  is  serving  his  third 
term  as  a member  of  the  Board. 


RAY  W.  GIFFORD,  JR.,  M.D.,  Cleveland,  has  been 
selected  by  the  American  Medical  Association  to  serve  as 
its  representative  on  the  Second  Joint  National  Commit- 
tee on  Detection,  Evaluation,  and  Management  of  Hyper- 
tension. Dr.  Gifford  is  a staff  physician  at  the  Cleveland 
Clinic  Foundation. 

MARTIN  GOLDBERG,  M.D.,  has  been  appointed 
Professor  and  Director  of  the  Department  of  Internal 
Medicine,  University  of  Cincinnati  College  of  Medicine. 
He  comes  to  this  position  from  the  University  of  Penn- 
sylvania School  of  Medicine,  where  he  served  as  professor 


r 


"Colleagues  in  the  News"  is 


sponsored  by 


'\ 


Blue  Shield 

Ohio  Medical  Indemnity,  Inc. 


6740  North  High  Street,  Worthington,  Ohio  43085 


V 


(614)  438-3500 

(paid  advertisement) 


J 


June , 1979  / 411 


TABLETS:  500  mg,  250  mg,  and  125  mg 


Ohio  State  Medical  Journal 
Manuscript  Guidelines 

1.  EXCLUSIVE  PUBLICATION.  Articles  are  accepted  for  publica- 
tion with  the  understanding  that  they  are  contributed  solely  to  this  Journal. 
Permission  for  subsequent  publication  elsewhere  must  be  obtained  in  writing 
from  the  Editor  and  from  the  Author 

2.  CORRESPONDENCE.  Address  all  correspondence  relating  to  pub- 
lication of  scientific  papers  to:  The  Consulting  Medical  Editor,  The  Ohio 
State  Medical  Journal,  600  South  High  Street,  Columbus,  Ohio  43215. 

3.  MANUSCRIPTS,  (a).  Manuscripts  should  be  submitted  in  the 
original  on  standard  22  X 28-cm  (8^»  X 1 1-inch)  white  typing  paper. 

(b) .  A copy  of  the  manuscript  should  be  retained  by  the  Author. 

(c) .  The  entire  text  including  lists  of  REFERENCES  should  be 
TYPED  DOUBLE  OR  TRIPLE  SPACED  with  margins  of  at  Least 
one  inch  on  all  sides. 

(d) .  Tables,  charts,  and  figures  (illustrations)  should  be  submitted 
separately  from  the  text.  They  should  be  identified  by  number  and  by 
concise,  descriptive  titles.  In  the  text,  reference  to  them  should  be 
by  number,  eg,  (Fig.  1). 

4.  ILLUSTRATIONS,  (a).  Illustrations  (photographs,  drawings, 
graphs,  and  tables)  will  be  submitted  to  the  printer  for  an  estimate  of  cost. 
The  Journal  will  assume  $10  of  this  expense  and  the  author  will  be  billed 
by  The  Journal  for  the  remainder. 

(b) .  Each  illustration  should  bear  the  figure  number  and  the 
author’s  name  on  the  back.  When  pertinent,  the  top  of  the  photograph 
should  be  indicated.  Do  not  clip,  write  on  the  back  with  a hard  pencil, 
or  otherwise  mutilate  the  prints. 

(c) .  Legends  for  the  figures  should  be  written  on  separate  paper. 

(d) .  The  author  must  affirm  that  he  has  written  releases  on  all 
photographs  in  which  patients  can  be  identified. 

5.  ABSTRACTS.  A short  (100-word  maximum)  abstract  should  be 
included  with  the  article.  It  should  cover  the  main  points  so  that  the 
reader  may  readily  obtain  the  gist  of  the  article. 

6.  SUMMARIES.  The  summary  should  be  a concise  restatement  of  the 
information  given  in  the  body  of  the  article. 

7.  REFERENCES,  (a).  Lists  of  references  should  be  at  a minimum 
to  conserve  space  and  expense  and  be  limited  to  those  essential  to  the 
subject  and  to  which  actual  reference  is  made  in  the  text.  The  Editor 
reserves  the  right  to  reduce  the  number  when  necessary. 

(b) .  References  should  be  listed  in  the  order  of  their  appearance 
in  the  text. 

(c) .  Authenticity  and  accuracy  are  the  responsibilities  of  the 
Author. 

(d) .  Each  journal  reference  should  include  in  this  order:  Author’s 
last  name  and  initials,  title  of  article,  name  of  journal  (abbreviated 
in  accordance  with  standard  usage),  volume  number,  inclusive  page 
numbers,  and  year. 

“2.  Doe  J,  Roe  RX:  How  to  go  about  it.  Ohio  State  M J 13:24- 
30,  1920” 

Each  textbook  reference  should  include,  in  this  order:  Author’s 
surname  and  initials,  title  of  the  book  (capitalize  all  main  words), 
edition,  place  of  publication,  name  of  the  publisher,  year  of  publication, 
volume,  if  more  than  one  has  been  published,  and  page. 

“5.  Osier  W:  Modern  Medicine,  ed  3,  Philadelphia,  Lea  & Febi- 
ger,  1927,  vol  5,  p 66.” 

8.  IDENTIFICATION  OF  PATIENTS.  Names,  initials,  hospital  num- 
bers, or  any  other  identifiable  labels,  should  not  be  used.  It  is  preferable 
to  identify  patients  for  the  purpose  of  publication  by  the  use  of  numbers 
in  series  for  the  study  being  reported. 

9.  METRICATION.  All  measurements  must  be  in  metric  units.  English 
units  should  be  given  in  parentheses  following  the  metric  in  all  cases  where 
the  measurement  was  originally  done  in  English  units. 

10.  EDITING  OF  MANUSCRIPT.  Following  acceptance  of  a manu- 
script for  publication,  it  will  be  copy  edited  in  conformance  with  the 
editorial  standards  of  the  American  Medical  Association,  which  The  Journal 
follows.  The  copy-edited  manuscript  will  be  returned  to  the  Senior  Author 
for  approval.  At  that  time,  he  is  asked  to  make  all  corrections  and  to  have 
the  manuscript  retyped.  Any  changes,  other  than  typographical  errors,  made 
by  the  Author  after  the  manuscript  is  set  in  type  will  be  billed  to  him  at 
$2  per  line. 

11.  REPRINTS.  An  order  blank  for  reprints  with  a table  covering  cost 
will  be  sent  with  the  galley  proofs  to  the  Senior  Author.  The  Journal  does 
not  profit  on  reprint  orders. 

12.  EDITORIAL  ASSISTANCE.  Miss  Mary  Lou  Brady,  Journal 
Editorial  Assistant,  stands  ready  to  assist  the  Author  in  preparing  his 
manuscript.  For  his  own  assistance,  however,  the  Author  is  encouraged  to 
consult  standard  texts  on  medical  writing,  such  as  the  Style  Book  and 
Editorial  Manual,  prepared  by  the  Scientific  Publications  Division, 
American  Medical  Association,  535  North  Dearborn  Street,  Chicago,  Illinois 
60610. 


OSMA  OFFICERS 

President 

THOMAS  W.  MORGAN,  M.D. 
P.O.  Box  344 
Gallipolis  45631 
President-Elect 

ROBERT  G.  THOMAS,  M.D. 
630  East  River  Street 
Elyria  44035 
Past  President 

JOHN  J.  GAUGHAN,  M.D. 
7911  Detroit  Avenue 
Cleveland  44102 
Secretary-T  reasurer 

DAVID  A.  BARR,  M.D. 

825  West  Market  Street 
Lima  45805 

EDITORIAL  STAFF 

Consulting  Medical  Editor 

Richard  L.  Meiling,  M.D. 

Managing  Editor  and  Business  Mgr. 

Hart  F.  Page,  C.A.E. 

Executive  Editor  and 
Executive  Business  Manager 
Linda  A.  Porterfield 
Editorial  Assistant 

Mary  Lou  Brady 

Contributing  Editors 

Richard  A.  Ayish,  Jerry  J.  Camp- 
bell, Robert  D.  Clinger,  Gail  E.  Dod- 
son, Rebecca  J.  Doll,  Charles  W. 
Edgar,  Herbert  E.  Gillen,  Robert  E. 
Holcomb,  D.  Brent  Mulgrew,  J.D., 
Carol  W.  Mullinax,  David  W.  Pen- 
nington, David  C.  Torrens,  and  Kath- 
erine E.  Wisse. 

ADVERTISING 

REPRESENTATIVES 

National 

Karl  S.  Messerrly 

United  Media  Associates,  Inc. 

16  Bruce  Park  Avenue 
Greenwich,  Connecticut  06830 
Telephone:  203/661-9702 
Regional 

The  Ohio  State  Medical  Journal 
600  South  High  Street 
Columbus,  Ohio  43215 
Telephone:  614/228-6971 


VOL.  75 


JULY  1979 


NO.  7 


ru-iiiA  Medical 

OHIO  journal 

(ISSN  0030-1  124) 


STATE 


Clinical  and  Scientific  Articles 

JAW  DEFORMITIES  427 

James  W.  Ferraro,  D.D.S.,  M.D.;  H.  William  Porterfield,  M.D.; 

Lester  R.  Mohler,  M.D.;  and  Gerald  A.  Drabyn,  M.D.,  Columbus 

MATERNAL  AND  NEONATAL  HEALTH: 

GUIDING  PRINCIPLES  FOR  OBSTETRIC  CARE  435 

OSMA  Committee  on  Maternal  and  Neonatal  Health 

CANCER  EDUCATION  SERIES: 

OHIO  CANCER  EDUCATION  SERVICE  440 

Nancy  K.  Brant,  M.A.,  and  Thomas  D.  Stevenson,  M.D.,  Columbus 


Special  Articles 

PROCEEDINGS  OF  THE  OSMA  HOUSE  OF  DELEGATES 
ASSEMBLED  AT  THE  1979  ANNUAL  MEETING 

Minutes  of  the  First  Session  459 

Index  to  Actions  on  Resolutions  460 

Minutes  of  the  Second  Session  462 

JAIL  PROJECT  OF  THE  AMERICAN  MEDICAL  ASSOCIATION  482 

Richard  A.  Ayish  and  Michael  Zellers,  Columbus 


Features 


Address  All  Correspondence,  Address  Change, 
& Reprint  Request  (unless  otherwise  noted): 

Executive  Editor,  The  Ohio  State  Medical 
Journal,  600  South  High  Street,  Columbus, 
Ohio  43215.  Phone:  614/228-6971. 

Published  monthly  under  the  direction  of  The  Coun- 
cil for  and  by  members  of  The  Ohio  State  Medical 
Association,  600  South  High  Street,  Columbus,  Ohio 
43215,  a scientific  society,  nonprofit  organization, 
with  a definite  membership  for  scientific  and  educa- 
tional purposes. 

1979  Subscription:  $15  per  year,  single  copy  $2 
(outside  U.S.  $20  and  $3). 

Entered  as  second  class  matter  July  5,  1905,  at  the 
Post  Office  at  Athens,  Ohio,  under  the  Act  of  Con- 
gress of  March  3,  1879.  Acceptance  for  mailing  at 
special  rate  of  postage  provided  for  in  Section  1103, 
Act  of  Oct.  3,  1917.  Authority  July  10,  1918.  Second- 
Class  Postage  Paid  at  Athens,  Ohio. 

The  Journal  does  not  assume  responsibility  for 
opinions  expressed  by  the  essayists.  Advertisers  must 
conform  to  policies  and  regulations  established  by 
The  Council  of  the  Ohio  State  Medical  Association. 

Publication  office:  900  East  State  Street,  Athens, 
Ohio  45701. 


Letters  to  the  Editor 421 

Proceedings  of  the  Council 445 

Continuing  Education  Programs.  .451 

News  452 


Obituaries 457 

Journal  Advertisers 457 

Classified  Ads 485 


COVER:  This  photograph  entitled  "Dusk"  won  an  Outstanding  Entry  Award  in  the  1979 
Ohio  State  Medical  Journal  Photographic  Exhibit.  Photographer  J.  Hutchison  Williams, 
M.D.,  Columbus,  captured  the  scene  at  Point  Loma,  California  in  December  1977,  using  a 
Minolta  camera  and  Kodacolor  400  film  (Lens — 1:1.7,  Aperture — F 1.7,  Speed  Y 60).  (See 
page  462  of  this  issue  for  a list  of  the  other  winning  photographers.) 


Printed  by 

The  Lawhead  Press,  Inc.,  Athens,  Ohio 


Copyright  1979.  The  Ohio  State  Medical  Association.  All  material  subject  to  this  copyright  may  be  photocopied  for 
the  noncommercial  purpose  of  scientific  or  educational  advancement. 


Isocult® 

The  inexpensive,  in-office  culture  tests  for  Trichomonas  vaginalis,  Candida  (Monilia),  N.  gonorrhoeae 


It’s  as  simple  as  swabbing  a specimen  on  the  culture 
media,  inserting  the  color-coded  tube  into  a slot  of  an 
office  incubator  and  reading  results  against  an  identifi- 
cation chart  24  to  48  hours  later. 

All  three  tests  contain  highly  selective  media  that 
give  you  the  right  results,  right  in  your  office.  And 
there  are  also  two  combination  tests  that  let  you  check 
for  N.  gonorrhoeae  and  Candida  or  T.  vaginalis  and 
Candida  simultaneously. 

You  save  time.  You  save  space— the  incubator  is 
no  bigger  than  your  PDR.  And  you  save  money.  You 


can  cover  the  low  cost  of  the  ‘Isocult’  system  and  your 
professional  time  and  still  charge  your  patient  less  than 
the  cost  of  a standard  laboratory  culture. 

There’s  an  'Isocult’  culture  test  for  Bacteriuria  too. 
It's  reliable,  rapid,  inexpensive  and  easy  to  interpret 
(results  are  available  within  18  to  24  hours). 

‘Isocult’  is  available  through  local  distributors, 
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Letters  to  the  Editor 


EDITORS’  NOTE:  The  following  comments  are  excerpted  from 
the  inaugural  remarks  of  OSMA  President  Thomas  W.  Morgan, 
M.D.,  presented  May  16,  1979. — R.L.M.  and  L.A.P. 

To  the  OSMA  Membership — I should  like  to  discuss  an 
issue  with  most  serious  implications  for  our  profession, 
our  patients,  and  quality  health  care.  I refer  to  the  erosion 
of  public  esteem  and  confidence  in  the  medical  profession. 
I propose  that  this  issue  and  its  ramifications  command 
top  priority  in  the  attention  of  the  Ohio  State  Medical 
Association  in  the  coming  year. 

Consider  that,  at  this  moment,  American  physicians 
and  medical  researchers  are  world  leaders  in  the  battle 
against  death  and  disability.  They  are  setting  new  stan- 
dards of  excellence  in  such  diverse  fields  as  heart  and 
kidney  transplants,  knee  and  hip  replacements,  and  treat- 
ment of  blood  disorders  and  birth  defects.  Yet,  never  be- 
fore has  such  a ferocious  attack  been  mounted  upon 
American  medicine  as  in  recent  years — an  attack  that  all 
too  often  leaves  the  high  road  of  reasoned  criticism,  is 
political  in  nature,  and  frequently  descends  to  emotion- 
alism 'and  misrepresentation. 

Thb  insidious  process  has  many  sources  starting  with 
legislators — who  seek  to  discredit  the  medical  profession 
in  their  drive  to  pass  legislation  designed  to  establish  con- 
trol over  health  care. 

At  the  state  level,  we  are  besieged  by  an  epidemic  of 
what  I have  come  to  call  the  “instant  doctor  syndrome,” 
characterized  by  significant  numbers  of  allied  health  pro- 
fessionals who  seek  to  become  physicians  by  legislative  fiat 
rather  than  by  the  proven  but  difficult  and  longer  medical 
school  route. 

Our  other  government  antagonists  are  the  regula- 
tory agencies,  which  include  the  Department  of  Health, 
Education  and  Welfare  (HEW)  and  the  Federal  Trade 
Commission  (FTC).  These  agencies  constitute  a veritable 
“army”  of  unelected  bureaucrats  operating  with  no  appar- 
ent restraints  and,  in  the  case  of  the  FTC,  no  medical 
expertise.  This  is  the  most  serious  of  all  threats  to  quality 
medical  care.  It’s  entirely  possible  that  these  free-wheeling 
groups  may  well  have  a more  devastating  effect  on  our 
profession  and  the  patients  we  serve  than  our  elected 
officials. 

Each  of  these  groups  seems  to  have  concluded  that 
debating  their  various  proposals  and  activities  solely  on 
their  merits  with  the  medical  profession  might  be  politi- 
cally too  risky,  given  the  consistent  number-one  rating  of 
medicine  in  all  polls  reflecting  public  confidence.  Public 
favor  for  the  proposals  would  be  increased  substantially  if 
medicine’s  credibility  could  somehow  be  impaired.  And 
so,  a great  effort  to  tarnish  the  physician’s  image  has  been 
launched — portraying  him/her  not  only  as  a rich,  smug, 


arrogant  person,  but  also  as  a self-serving  individual  whose 
legislative  efforts  have  been  geared  primarily  to  selfish 
interests  with  patient  benefit  as  a smoke  screen. 

Despite  all  this,  I have  no  doubt  that  we  could  sur- 
vive this  onslaught  were  it  not  for  the  most  formidable 
opponent  of  all:  ourselves. 

Through  public  displays  of  disunity  and  indecision 
(as  demonstrated  by  our  recent  waffling  posture  on  na- 
tional health  insurance  and  the  self-inflicted  fragmenta- 
tion which  characterized  the  recent  controversy  over 
chiropractic) , we  actually  have  made  it  easy  for  those  who 
would  descredit  us. 

But  the  true  danger  lies  in  failure  to  recognize  the 
real  goal  of  our  adversaries — namely,  the  replacement  of 
the  medical  profession  by  big  government  as  the  patient’s 
real  friend  and  advocate.  This  is  the  bottom  line,  and  we 
must  not  allow  it  to  happen. 

Our  greatest  challenge  is  maintaining  our  role  as  the 
patient’s  advocate  and  the  only  qualified  guardian  of 
quality  health  care  while  ridding  ourselves  of  any  sem- 
blance of  the  self-serving  image.  From  this  time  on,  I 
suggest  that  our  public  posture  and  policy  must  pass  what 
I shall  call  a “two-way  test.” 

One:  Is  the  action  directed  primarily  toward  the  best 
interests  of  our  patients  rather  than  those  of  just  the 
medical  profession? 

Two:  Will  the  action  preserve  or  enhance  the  quality 
of  medical  care? 

If  we  can  derail  government’s  attempts  to  displace  us 
as  the  real  champion  of  our  patient’s  interests  and  quality 
medical  care,  we  should  be  able  to  transfer  the  resulting 
favorable  impact  on  public  opinion  into  a much  more 
favorable  legislative  climate  benefiting  the  patient.  But 
make  no  mistake,  this  will  be  no  easy  task.  Our  true  inten- 
tions will  and  should  be  judged  by  our  actions,  not  our 
words. 

I recommend  to  our  membership  that  we  begin  a 
review  of  our  committee  structure  and  reorganize  where 
necessary  to  assure  broader  membership  participation  in 
the  development  of  policy  and,  particularly,  legislative 
activity.  I also  propose  stronger  liaison  with  specialty  soci- 
eties so  that  we  might  achieve  a more  unified,  coherent, 
and  coordinated  legislative  thrust  on  behalf  of  all  seg- 
ments of  our  profession. 

I believe  we  can  win  if  we  individually  and  collec- 
tively assume  an  activist  posture,  broaden  our  member- 
ship participation,  achieve  greater  unity,  and  are  guided 
always  by  the  best  interests  of  our  patients. 

Above  all,  let  us  not  lose  because  of  apathy,  default, 
self-imposed  fragmentation,  and  a false,  self-serving 
image. — Thomas  W.  Morgan,  M.D. 

(Letters  continued,  on  next  page) 
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To  the  Editor: 

I appreciate  your  sending  me  the  May  issue  of  The 
Ohio  State  Medical  Journal  relative  to  rising  health  care 
costs.  It  is  most  helpful,  and  I am  making  it  available  to 
the  Subcommittee  Staff  on  health. 

/s/ Samuel  L.  Devine 

House  of  Representatives 
Washington,  D.C. 


To  the  Editor: 

I was  glad  to  receive  the  material  you  recently  sent 
to  me. 

I share  your  interest  in  this  matter  and  very  much 
welcome  the  opportunity  to  review  this  information. 
Thank  you  for  your  thoughtfulness. 

/s/Thomas  N.  Kindness 
House  of  Representatives 
Washington,  D.C. 


To  the  Editor: 

This  is  to  acknowledge  and  thank  you  for  your  letter 
of  May  1979  and  the  enclosed  May  issue  of  your  Ohio 
State  Medical  Journal. 

This  is  an  extremely  impressive  publication  which  I 
appreciate  receiving.  I will  retain  it  for  future  ready 
reference. 

/s/Chalmers  P.  Wylie 

House  of  Representatives 
Washington,  D.C. 


To  the  Editor: 

Please  send  me  one  copy  of  The  Ohio  State  Medical 
Journal,  May  1979. 

As  editor  of  several  Blue  Cross  publications,  I look 
forward  to  reading  the  articles  containing  a “fresh  empha- 
sis on  cost  containment.” 

/s/Cynthia  J.  Arnold 

Communications  Coordinator 
Blue  Cross/Blue  Shield 
Canton 


To  the  Editor: 

I appreciated  receiving  a copy  of  the  article  on  cost 
effectiveness  programs  and  therefore  would  like  to  accept 
your  offer  for  additional  copies. 

Would  it  be  possible  for  you  to  send  me  12  copies 
which  I would  like  to  distribute  to  our  Board  of  Trustees? 

Thank  you  for  your  consideration. 

/s/Charles  G.  Pierson 

Licking  Memorial  Hospital 
Newark 


To  the  Editor: 

Thank  you  very  much  for  the  May  1979  issue  of 
The  Ohio  State  Medical  Association  Journal.  I am  sure 
we  will  find  it  helpful  in  planning  cost  containment 
programs. 

I would  appreciate  it  if  you  could  send  additional 
copies  to  the  members  of  our  Board  of  Trustees. 

/s/Sister  M.  Consolata 
Executive  Director 
St.  Elizabeth  Hospital 
Medical  Center 
Youngstown 


To  the  Editor: 

Thank  you  for  forwarding  the  May  issue  of  The 
Ohio  State  Medical  Journal  to  me. 

I agree  that  the  health  care  delivery  system  has  to 
become  more  cost  efficient  and  that  it  is  imperative  that 
all,  including  physicians,  hospital  personnel,  and  patients, 
become  more  cost  conscious. 

/s/L.  T.  Wilburn,  Jr. 

Bethesda  Hospital  and 
Deaconess  Association 
Cincinnati 


To  the  Editor: 

I find  your  May  1979  issue  of  The  Ohio  State  Medi- 
cal Journal  on  “Cost-Effective  Health  Care  in  Ohio”  very 
interesting.  I would  be  pleased  if  you  could  send  me  24 
additional  copies  so  that  the  members  of  our  Board  of 
Trustees  may  be  able  to  read  it. 

/s/Sister  Jeanne  Stack 
Administrator 
Providence  Hospital,  Inc. 
Sandusky 


To  the  Editor: 

I noted  in  the  OHA  “Newsletter”  of  May  11,  1979, 
that  you  are  scheduled  to  publish  an  issue  of  The  Ohio 
State  Medical  Journal  specifically  devoted  to  the  theme 
of  cost  containment. 

It  sounds  as  if  the  publication  will  be  an  excellent 
one  and  I would  like  to  obtain  a copy. 

Thank  you  very  much.  I look  forward  to  reading 
your  excellent  publication. 

/s/Mark  D.  Hannahan 
Asst.  Administrator 
Children’s  Hospital 
Medical  Center 
Cincinnati 
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To  the  Editor: 

Thank  you  very  much  for  the  advance  May  issue  of 
The  Journal.  I am  very  pleased,  and  I think  you  should 
be  too,  with  the  product.  It  certainly  seems  like  a compre- 
hensive review  of  a timely  issue. 

Thank  you  for  inviting  me  to  be  a part  of  this  issue 
and  for  cooperating  with  the  refinement  of  the  manu- 
script. 

/s/Stanley  Lucas,  M.D. 

Cincinnati 


To  the  Editor: 

Thank  you  for  your  early  copy  of  The  Journal  on 
“Cost-Effective  Health  Care  in  Ohio”  which  includes  our 
article  on  “Allied  Medical  Personnel.”  I must  say  you 
people  have  worked  very  fast  and  efficiently  in  getting 
this  done. 

I am  writing  to  let  you  know  that  we  would  like  to 
have  additional  copies  so  that  each  author  could  have 
several. 

/s/Joseph  D.  Alter,  M.D.,  M.P.H. 
Professor  & Chairman 
Dept,  of  Community  Medicine 
Wright  State  University 
Dayton 


To  the  Editor: 

Our  hospital  library  is  interested  in  receiving  a sec- 
ond copy  of  the  May  issue  of  The  Ohio  State  Medical 
Journal  on  cost-effective  health  care  in  Ohio. 

/s / Wanda  Innes,  Librarian 
Elyria  Memorial  Hospital 
Elyria 


To  the  OSMA  Membership — This  issue  “marks  the  end 
of  an  era,”  so-to-speak.  Two  of  our  four-member  staff  are 
retiring,  one  to  her  native  West  Virginia  and  the  other  to 
her  Columbus  home  and  family.  For  the  sake  of  history 
and  your  knowledge,  I would  like  to  recap  the  achieve- 
ments of  the  last  few  years  as  seen  in  your  publication, 
The  Ohio  State  Medical  Journal. 

During  1975,  the  appearance  of  The  Journal  began 
a metamorphosis  that  has  continued  to  this  issue.  These 
changes  affected  the  visual  aspect  as  well  as  the  editorial 
content  of  the  publication.  Additionally,  the  concept  of 
“special  issues”  was  initiated. 

When  the  Legislature  of  the  State  of  Ohio  mandated 
continuing  education  for  physicians,  The  Journal  staff 


To  the  Editor: 

The  May  1 1 issue  of  the  Ohio  Hospital  Association’s 
“Newsletter”  describes  your  May  issue  of  The  Journal  as 
dedicated  to  cost  containment.  The  OHA  also  indicates 
single  copies  of  the  publication  are  available  upon  request. 

Cost  containment  is  a subject  which  interests  all  of 
us.  I would  very  much  appreciate  a copy  of  The  Journal. 

/s/Dolores  Sutula,  Director 
Community  Relations  & 
Development 

East  Liverpool  City  Hospital 
East  Liverpool 

To  the  Editor: 

Please  send  me  a copy  of  the  May  issue  of  The  Ohio 
State  Medical  Journal.  I understand  that  this  issue  con- 
tains 18  articles  directed  primarily  toward  the  practicing 
physician  and  his  role  under  the  theme,  “Cost-Effective 
Health  Care  in  Ohio.” 

/s/Larry  K.  Lehner,  Associate 
Administrator 
Flower  Hospital 
Sylvania 

To  the  Editor: 

I appreciated  very  much  the  opportunity  to  receive 
the  May  issue  of  The  Ohio  State  Medical  Journal.  I 
would  be  most  interested  in  receiving  five  additional 
copies  that  I might  use  as  circulation  copies  to  key  De- 
partment heads  and  members  of  the  Board  of  Trustees. 

/s/Richard  J.  Wingard 
President 

Youngstown  Hospital  Assoc. 
Youngstown 


undertook  publication  of  scientific  articles  with  accom- 
panying Category  I continuing  education  examinations. 
Included  among  these  projects  are  “Cancer  of  the  Breast” 
(October  1977),  “Estrogen  Therapy”  (November  1978), 
and,  the  most  recent,  “Emergency  Medicine”  (June 
1979).  Our  thanks  are  extended  to  the  OSMA  Depart- 
ment of  Continuing  Medical  Education  and  OSMA  Com- 
mittees on  Scientific  Work,  Cancer,  and  Emergency  and 
Disaster  Medical  Care  for  their  assistance  in  these  pro- 
jects. 

In  association  with  the  American  Cancer  Society, 
Ohio  Division,  Inc.,  scientific  articles  concerning  various 
aspects  of  carcinoma  have  appeared  in  13  issues  since 

(continued  on  next  page) 
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December  1977.  (The  most  recent  is  in  this  issue.)  Our 
thanks  also  to  the  OSMA  Committee  on  Cancer  and  the 
OSMA  Department  of  Health  Education. 

Eminent  authorities  in  a variety  of  medical  specialty 
areas  have  been  invited  to  prepare  articles.  One  of  the 
earliest  such  article  is  “Preseason  Preparation — Screening 
and  Conditioning”  (May  1977).  An  effort  on  behalf  of 
the  Joint  Advisory  Committee  on  Sports  Medicine  of  the 
OSMA  and  the  Ohio  High  School  Athletic  Association, 
this  article  was  the  first  roundtable  discussion  format 
undertaken  by  The  journal  staff.  (These  four-to-five 
hour  discussions  are  transcribed  and  then  edited  for 
publication. ) 

Also,  we  thank  the  Ohio  Department  of  Health  for 
their  cooperation  in  preparing  special  articles  for  the 
practicing  physician  on  such  topics  as  Legionnaires’  Dis- 
ease, measles,  and  influenza  vaccination.  Due  to  the 
Department’s  assistance,  these  and  other  topics  have  been 
published  in  a most  timely  fashion. 

Although  undertakings  of  major  proportion,  our  spe- 
cial issues  have  received  state  and  national  acclaim.  Our 
sincere  thanks  to  the  many  authors — too  numerous  to 
list — who  have  contributed.  Each  individual  not  only 
provided  expertise,  but  did  so  within  all  deadlines  necessi- 
tated by  a monthly  publication. 

In  addition  to  the  scientific  issues  already  noted,  we 
published  special  issues  on  the  topics  “OSMA  Physician 
Effectiveness  Program”  (November  1977),  “Practice 
Management”  (June  1978),  “Ohio  Law  Requires  Con- 
tinuing Medical  Education”  (December  1978),  and 
“Cost-Effective  Health  Care  in  Ohio”  (May  1979).  Spe- 
cial thanks  go  to  the  OSMA  Committee  on  Mental 
Health,  OSMA  Department  of  Continuing  Medical 
Education,  and  OSMA  Committee  on  Cost  Effectiveness 
for  their  help. 

Each  year  in  collaboration  with  the  OSMA  Depart- 
ment of  Continuing  Medical  Education,  two  complete 
issues  of  The  Journal  are  devoted  to  the  Annual  Meeting. 


The  April  issue  carries  preconvention  information  and 
also  is  adapted  into  a preliminary  program  flier.  The 
July  issue  contains  summaries  of  the  business  meetings  of 
the  OSMA  House  of  Delegates  and  other  postconvention 
material.  The  journal  also  carries  in-depth  reports  on 
both  yearly  sessions  of  the  House  of  Delegates  of  the 
American  Medical  Association. 

The  art  and  culture  which  physicians  and  their 
spouses  cherish  has  been  enriched  further  by  an  annual 
photographic  exhibit.  The  entries  are  displayed  during 
the  OSMA  Annual  Meeting,  and  the  outstanding  entries 
become  the  covers  of  ensuing  Journal  issues.  Our  thanks 
to  the  Photographic  Exhibit  Committee. 

Finally,  during  the  national  bicentennial,  renewed 
interest  was  developed  in  the  heritage  and  medical  history 
of  our  state  and  nation.  The  consulting  medical  editor 
discovered  the  original  documents  used  to  found  the  Ohio 
State  Medical  Association  (Society),  now  the  property  of 
the  Dittrick  Museum  of  Historical  Medicine,  Cleveland, 
and  presented  copies  to  the  Association.  Numerous  articles 
regarding  medical  history  have  been  published  in  The 
journal,  including  one  on  the  life  of  Dr.  G.  W.  Boerstler, 
first  president  of  the  Ohio  State  Medical  Association. 

The  editorial  staff  of  four — instilled  with  dedication, 
imagination,  creativity,  loyalty,  and  perseverance — have, 
as  a “team,”  devoted  themselves  to  long  hours  in  the  origi- 
nation, development,  and  publishing  of  your  state  medical 
journal.  Miss  Mary  Lou  Brady,  Editorial  Assistant,  retires 
after  12  years  of  service;  and  Mrs.  Linda  A.  Porterfield, 
Executive  Editor  and  Executive  Business  Manager,  re- 
turns to  her  family  after  a four-year  tenure.  Miss  Marga- 
ret Turbett  is  the  Secretary-Bookkeeper. 

To  The  journal  readers,  contributors,  advertisers,  our 
printer  Lawhead  Press,  OSMA  officers  and  councilors, 
and  the  fine  OSMA  staff  who  have  all  contributed  to  our 
efforts — our  thanks  for  the  past  several  years.  The  publi- 
cation you  see  before  you  has  been  a very  special  activ- 
ity.— Richard  L.  Meiling,  M.D.,  Consulting  Medical 
Editor,  The  Ohio  State  Medical  journal. 


WINDSOR  HOSPITAL 

A NONPROFIT  CORPORATION 
— ESTABLISHED  18  9 8 — 

Chagrin  Falls,  Ohio 

247  - 5300 

A hospital  for  the  treatment 
of  Psychiatric  Disorders 

High  on  a Hill-Top,  Overlooking  Beautiful 
Chagrin  River  Valley. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals. 

FRIEDRICH  A LINGL,  M D. 

Medical  Director 


Booklet  available  on  request. 


GUY  H.  WILLIAMS,  JR..  M.D 
Medical  Director  Emeritus 
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Clinical  and  Scientific 


Jaw  Deformities 

James  W.  Ferraro,  D.D.S.,  M.D. 
H.  William  Porterfield,  M.D. 
Lester  R.  Mohler,  M.D. 

Gerald  A.  Drabyn,  M.D. 


The  authors  discuss  deformities  of  the  lower  third  of  the 
face.  Because  of  neonatal  or  in  utero  pathology  or  pre- 
vious surgical  procedures,  patients'  teeth  are  not  in  ac- 
ceptable occlusion  and  jaws  are  not  in  normal  relation- 
ship to  each  other.  Such  deformities  can  be  classified 
as  111  protrusion  of  the  mandible  where  its  growth  has 
exceeded  that  of  the  normally  growing  maxilla,  12)  pro- 
trusion of  the  normally  growing  mandible  secondary  to 
deficient  growth  in  the  maxilla,  and  131  previous  trauma 
to  the  mandible  with  loss  of  pieces  or  entire  segments 
of  the  jaw. 


TN  ALL  CLINICAL  DATA,  preoperative  study 
models,  photographs,  skull  roentgenograms,  cephalo- 
metric x-ray  films,  and  preoperative  tracings  were  per- 
formed to  plan  accurately  the  orthodontic  and  surgical 
manipulations  necessary  for  a successful  result.  All  pa- 
tients were  studied  in  collaboration  with  an  orthodontist. 
Orthodontics  was  performed  prior  to  surgery;  orthodontic 
manipulations  were  performed  postoperatively  in  order 
to  obtain  the  most  harmonious  and  stable  dental  occlu- 
sion. In  our  opinion,  performing  such  surgery  without  the 
assistance  of  an  orthodontist  is  unwarranted  and  will  re- 
sult in  a greater  risk  of  failure  and/or  significant  relapse. 

In  each  case  where  bone  was  needed,  it  was  taken 
from  the  iliac  crest  and  placed  either  in  the  maxilla  or 
the  mandible.  We  feel  iliac  grafts  are  superior  to'  rib  grafts. 
These  give  the  best  supply  of  cancellous  bone  per  ratio 
of  compact  bone  for  grafting,  leave  no  scars  on  exposed 
parts  of  the  body  that  are  visible  when  wearing  bathing 
attire,  and  can  be  used  with  minimal  morbidity  and 
complications. 


Reduction  Procedures  to  Correct  Prognathism 

As  defined  by  Kelsey,  mandibular  prognathism  is  “a 
disorder  of  cranial  facial  growth  with  concomitant  facial 
disharmony  characterized  by  a prominent  mandible.”1 
The  etiology  can  be  the  result  of  genetic  and/or  environ- 
ment factors.  Burstone  feels  that  the  skeletal  factors  and 
muscular  abnormalities  are  inherited,  but  that  certain  en- 
vironment factors  may  also  exist  or  have  existed  (ie, 
trauma,  thumb-  or  finger-sucking,  abnormal  swallowing, 
mouth  breathing,  premature  loss  of  deciduous  teeth,  or 
retained  primary  [baby]  teeth.)2 

Also  of  importance  is  the  influence  that  systemic 
pathology  — such  as  acromegaly  or  Paget’s  disease  — 
might  play.  It  should  be  noted  that  although  Paget’s 
disease  more  commonly  affects  the  maxilla,  it  also  can 
affect  the  mandible.  However,  this  disease  negates  any 
surgical  intervention  to  correct  secondary  prognathic 
deformities. 

There  are  three  pertinent  relationships  which  must 
be  considered  in  the  treatment  of  prognathism  — occlusal, 
skeletal,  and  postural.  Simply,  the  occlusal  relationship  is 
based  on  the  maxillary  and  mandibular  cuspids  and  first 
molars  and  their  relationship  to  each  other.  In  1899, 
Angle  noted  that  in  normal  or  neutral  occlusion,  the 
mesiobuccal  cusps  of  the  upper-first-molar  interdigitate 
with  the  buccal  groove  of  the  mandicular  first  molar. 
However,  in  prognathic  patients,  mandibular  teeth  are 
in  a protrusive  relation.3  Here  the  mesiobuccal  cusp  of 
the  maxillary  first  molar  is  in  the  space  between  the  first 
and  second  molars. 

The  variation  in  skeletal  relationships  has  been 
described  by  Sandborn.4  He  established  four  major 
groups : ( 1 ) maxilla  within  the  normal  range  of  occul- 
sion  but  with  an  abnormally  protrusive  mandible,  (2) 
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maxilla  behind  the  normal  range  with  the  mandible 
within  the  normal  range,  (3)  maxilla  and  mandible  in  the 
normal  range  but  the  teeth  abnormally  positioned,  and 
(4)  maxilla  behind  the  normal  range  and  the  mandible 
beyond  the  normal  range. 

The  postural  relationship  also  must  be  considered 
since  this  can  greatly  affect  the  mandible.  Such  factors 
as  abnormal  tongue  habits,  mouth  breathing,  and  ab- 
normal swallowing  patterns  are  frequently  seen  (ie,  chil- 
dren with  cerebral  palsy) . 

The  orthodontist  should  determine  what  changes  are 
necessary  in  the  individual  arch  to  insure  good  interdigi- 
tation  of  teeth.  Onset  of  orthodontics  should  occur  soon 
after  eruption  of  the  permanent  teeth.  However,  surgical 
procedures  should  be  postponed  until  most  maxillary  and 
mandibular  growth  has  occurred.  The  maxilla  concludes 
most  of  its  growth  by  the  age  of  15  years;  the  mandible 
continues  to  grow  to  age  17  or  18  years  in  females  and 
up  to  20  years  of  age  in  males.  Most  plastic  surgeons 
agree  that  the  best  chance  for  success  and  the  least  chance 
for  relapse  occurs  if  surgery  on  the  mandible  is  per- 
formed after  age  18  years. 

The  surgical  procedures  for  placing  the  mandible 
into  a more  harmonious  position  are  many  and  varied. 
(Fig.  1.)  Today,  most  plastic-maxillofacial  surgeons  are 
performing  either  the  vertical  osteotomy  in  the  ramus  of 
the  mandible  with  overlapping  of  its  fragments  after 
mandibular  repositioning  (See  E of  Fig  1)  or  the  saggital- 
split  procedure  with  realignment  of  the  two  split  frag- 
ments of  the  mandible  (D  of  Fig.  1). 

In  the  prognathic  jaw  deformity,  we  believe  that 
vertical  osteotomy  offers  the  following  advantages  over 
the  saggita  1-split  procedure: 

( 1 ) Ease  of  the  procedure  with  decrease  in  opera- 
tive time. 

(2)  Less  postoperative  edema  with  less  chance  of 
airway  obstruction. 

(3)  Less  postoperative  discomfort. 

(4)  Little,  if  any,  chance  of  injury  to  the  inferior 
alveolar  nerve,  as  is  not  the  case  after  saggital-splitting 
procedures.  (The  resultant  deformity  with  persistent 
numbness  in  the  region  of  the  lower  lip  and  chin  has 
been  reported  in  60%  to  70%  of  saggital-split  procedure 
cases. ) 

(5)  Less  chance  for  devascularization  of  the  bone 
and  fragmentation  of  the  ascending  ramus  with  subse- 
quent bony  necrosis. 

Figure  2 includes  preoperative  and  postoperative 
views  of  a 19-year-old  woman  who  presented  with  a prog- 
nathic jaw  deformity  and  was  treated  by  a vertical  oste- 
otomy of  the  mandible.  The  drawing  indicates  the  area 
of  surgical  intervention  in  the  mandibular  ramus  region. 

A 21 -year-old  man  with  a prognathic  jaw  deformity 
and  a tongue-thrust  problem  due  to  an  abnormal  swallow- 
ing mechanism  is  indicated  in  Fig.  3.  This  deformity 
resulted  in  a secondary  open-bite  deformity  as  well  as  the 


Fig.  1.  Surgical  procedures  for  placing  mandible  into  more 
harmonious  position. 


protrusive  position  of  the  mandible.  Treatment  was  ac- 
complished by  a vertical  osteotomy  of  the  mandible  with 
wedge  resection  of  the  tongue,  as  noted  by  the  postopera- 
tive results. 

In  some  instances,  the  edentulous  patient  may  have 
such  a severe  prognathic  defoimity  that  not  only  is  the 
cosmetic  appearance  of  the  face  affected,  but  the  bite  is 
so  unstable  that  these  patients  frequently  are  unable  to 
eat  properly  with  their  dentures.  Figure  4 shows  pre-  and 
postoperative  photographs  of  such  a lady  treated  by 
vertical  osteotomy. 

Reduction  Procedures  to  Correct 
Open-Bite  Deformity 

The  surgical  management  of  an  open-bite  deformity 
is  one  of  the  most  challenging  and,  at  times,  the  most 
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frustrating  jaw  problems  a plastic-maxillofacial  surgeon 
can  face.  This  is  because  of  the  high  amount  of  relapse 
noted  when  the  surgery  is  completed  without  regard  to 
the  muscular  forces  surrounding  the  teeth. 

The  etiology  of  the  open-bite  deformity  can  be 
caused  by  a lack  of  vertical  growth  in  either  the  ramus 
of  the  mandible  or  the  premaxilla,  and  may  be  unilateral 
or  bilateral. 

Some  extrinsic,  acquired  causes  are  thumb-  or  finger- 
sucking and  malunited  fractures  of  the  maxilla  or  man- 
dible, especially  in  the  region  of  the  condyle. 

Some  intrinsic,  acquired  causes  could  be  abnormal 
tongue  habits  as  in  tongue  thrusting,  abnormal  swallow- 
ing, and  abnormal  speech  patterns.  Tongue  thrust  could 
be  related  to  an  infantile  swallowing  pattern,  thumb-suck- 
ing, chronic  inflamed  tonsils,  and  macroglossia.  In  some 
cases,  an  abnormally  large  tongue  or  an  abnormal  tongue 
habit  may  not  be  the  cause  of  the  open-bite  deformity, 
but  merely  an  adaptation  of  the  tongue  to  its  surround- 
ings. In  these  cases  skeletal  growth  and  muscle  function 
are  at  fault. 

Present  knowledge  indicates  usually  more  than  one 
etiologic  agent  as  the  cause  of  an  open-bite  deformity. 
Many  patients  have  skeletal  underdevelopment  associated 
with  tongue  thrusting  or  thumb-sucking.5  Kydd  supports 
the  tongue  as  an  etiologic  agent,  having  found  that  the 
mean  tongue  pressures  in  open-bite  cases  were  two  times 
those  of  the  normal  patient.6  He  also  noted  that  the  dura- 
tion of  the  tongue  and  lip  pressures  was  longer  in  tongue- 
thrust  patients  with  open  bites  than  those  without  open 
bites. 

In  contrast,  the  tongue  pressures  seen  in  prognathic 
cases  are  much  lower  than  normal.  This  is  to  be  expected, 
because  of  the  elongation  of  the  patients’  mandibular 
bodies.  Another  paper  by  Neff  and  Kydd  showed  that  the 
presence  of  the  tongue  between  the  teeth  would  not  in 
itself  produce  an  open  bite.  To  produce  the  open  bite 
distortion,  there  also  must  be  an  active  force  around  the 
tongue.7  These  active  forces  are  the  muscles  of  mastication 
used  during  swallowing. 
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Fig.  2.  (Top,  left  and  right)  Pre-  and  postoperative  views  of 
prognathic  jaw  deformity  of  19-year-old  woman.  (Bottom) 
Surgical  procedure. 


Fig.  3.  Prognathic  jaw  deformity  of  21-year-old  man  with 
tongue-thrust  problem.  Postoperative  view  (right). 


Therefore,  in  order  to  produce  an  open-bite  deform- 
ity, one  or  all  of  the  following  must  be  present : ( 1 ) ab- 
normal tongue  size  and  muscular  pressure,  (2)  abnormal 
swallowing  mechanism  with  overactivity  of  the  muscles 
of  mastication,  (3)  skeletal  underdevelopment  of  the  jaws, 
or  (4)  abnormal  habits  such  as  thumb-sucking  or  finger- 
sucking. 
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Fig.  4.  Pre-  and  postoperative  views  of  prognathic  deformity  in 
edentulous  patient. 


Some  other  intrinsic  factors  that  may  produce  an 
open  bite  are  hemangiomas,  lymphangiomas,  and  neuro- 
fibromas of  the  tongue.  These  may  produce  the  open  bite 
by  preventing  complete  eruption  of  the  permanent  teeth 
or  depression  of  the  normal  dentition. 

Surgical  procedures  to  correct  the  open-bite  deformity 
began  with  the  mandible.  As  early  as  1849,  Hullihen 
prepared  a “V”-shaped  osteotomy  through  two  thirds  of 
the  body  of  the  mandible.8  This  was  extended  by  Lane9 
and  Pickerill10  to  a full  section  through  the  mandible  in 
the  form  of  a “Y”  osteotomy  with  a closure  of  the  open 
bite  and  simultaneous  decrease  in  facial  height.  (See  A 
of  Fig.  5.)  Also,  there  is  the  “V”-shaped  body  osteotomy 
described  by  Thoma  as  seen  in  B of  Figure  5. 11 

When  dealing  with  these  types  of  osteotomies,  good 
results  may  be  obtained;  but  the  possible  complications 
of  nonunion,  malunion,  or  injury  to  the  alveolar  nerve 
must  be  strongly  considered.  Therefore,  this  type  of  sur- 
gical correction  should  be  contemplated  only  in  very 
selected  cases. 

Because  there  is  such  a high  incidence  of  complica- 
tion in  procedures  where  full-segment  osteotomies  of 
the  mandibular  body  are  performed,  most  surgeons  cor- 
rect open-bite  deformities  of  mandibular  origin  either 
by  a subapical  alveolar  osteotomy  where  the  inferior  rim 
of  mandible  is  left  intact  or  by  an  osteotomy  confined  to 
the  ramus  region.  Figure  6 shows  a patient  with  an  open- 
bite  deformity  treated  by  a subapical  osteotomy  of  the 
mandible  combined  with  a “T”-shaped  bone  graft  to  the 
mandible.  This  procedure  not  only  fills  the  surgical  defect 
but  also  improves  the  postoperative  profile. 

Several  procedures  can  be  performed  in  the  ramus 
of  the  mandible.  Lumberg12  described  what  is  shown  in 
C of  Figure  5,  and  Caldwell  and  Letterman13  what  is  D 
of  the  same  figure.  Although  these  procedures  were  first 
described  for  treatment  of  prognathism,  they  have  been 
used  in  cases  of  open-bite  deformity,  however  with  a much 
higher  incidence  of  regression. 

When  dealing  with  prognathism  or  retrognathia,  the 
saggital-split  procedure  can  be  completed  with  advance- 
ment of  the  mandible  to  correct  the  open-bite  deformity. 
(See  A of  Fig.  7.)  The  procedure  of  choice  of  the  authors 
when  dealing  with  retrognathia,  with  or  without  open-bite 


deformity,  is  the  inverted  “L”  osteotomy  first  described 
by  Pichler  and  Trauner14  but  popularized  by  Hinds  and 
Kent.1’  This  procedure  eliminates  the  tendency  for  relapse, 
because  iliac  bone  blocks  are  placed  in  the  defect.  These 
blocks  prevent  the  elevator  muscles  of  the  mandible, 
especially  the  masseter  muscle,  from  pulling  the  healing 
osteotomy  sites  in  an  upward  direction  and  thereby  again 
producing  the  open-bite  deformity.  (See  B of  Fig.  7.) 

Figure  8 indicates  a patient  with  retrognathia.  The 
mandibular  position  is  behind  that  of  the  normally  placed 
maxilla.  The  patient  has  an  open-bite  deformity  to  com- 
plicate the  problem.  Here  an  inverted  “L”  osteotomy  of 
the  mandible  with  an  iliac  bone  graft  produced  an  ex- 
cellent result.  The  preoperative  models  show  the  dis- 
crepancy in  the  dental  occlusion. 

In  some  instances  where  the  maxilla  is  at  fault,  the 
open  bite  may  be  corrected  by  an  anterior  maxillary 
osteotomy  as  described  by  Wassmund  and  modified  by 
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Fig.  6.  (Top,  left  and  right)  Pre-  and  postoperative  views  of 
open-bite  deformity  treated  by  subapical  osteotomy  of  mandible 
with  “T”-shaped  bone  graft  to  mandible.  (Bottom)  Illustration 
of  surgical  treatment. 


Fig.  7.  Procedures  used  to  deal  with  retrognathia  and/or  open- 
bite  deformity. 


Fig.  8.  Retrognathia:  (Top)  Preoperative.  (Bottom)  Post- 

operative. 


Fig.  9.  (A)  Anterior  maxillary  osteotomy.  (B)  Posterior  osteo- 
tomy. 

others.16  (See  A of  Fig.  9.)  In  other  instances,  a pos- 
terior osteotomy  as  described  by  Schuchert17  should  be 
performed  (B  of  Fig.  9).  This  is  indicated  where  there  is 
a very  curved  occlusal  plane,  long  facial  height  especially 
in  the  lower  one  third,  and  the  upper-lip-to-incisor-teeth 
relationship  is  normal  and  will  not  permit  the  lowering  of 
the  anterior  alveolus. 
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Summary 

This  paper  describes  a few  of  the  dental  and  skeletal 
discrepencies  that  can  result  in  deformities  of  the  lower 
third  of  the  face.  It  should  be  stressed  that  the  correct 
etiologic  agent  must  be  sought  and  treated.  To  try  to 
correct  a significant  prognathic  jaw  deformity  with  ortho- 
dontics alone  is  almost  assured  of  failure.  An  open  bite 
treated  by  dental  manipulation  alone  will  frequently  result 
in  resorption  of  the  roots  of  teeth  and  relapse  unless  some 
specific  attention  is  directed  to  its  etiologic  agent,  that 
is,  the  tongue  and  the  muscles  of  facial  expression  and 
mastication.  Correcting  the  tongue  and  then  the  surgical 
repositioning  of  the  bony  skeleton  gives  the  best  chance 
for  a sound  and  lasting  result. 

The  plastic  surgeon  must  work  in  tandem  with  the 
orthodontist  to  reestablish  the  correct  interdigitation  of 
the  teeth  when  producing  large  changes  both  skeletally 
and  dentally  as  in  orthognathic  surgical  procedures.  Any 
attempt  to  perform  these  procedures  with  surgery  alone 
could  produce  significant  dental  discrepencies  resulting  in 
undue  stress  on  the  temporomandibular  joint,  abnormal 
peridontal  pressure,  and  a great  risk  that  a significant 
relapse  could  occur. 

In  dealing  with  systemic  enduced  jaw  deformities 
such  as  acromegaly,  the  plastic  surgeon  must  work  hand 
in  hand  with  the  family  practitioner  and/or  endocrino- 
logist to  be  sure  the  endocrine  imbalance  is  controlled  as 
much  as  possible  to  ensure  a long-lasting  result. 
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Maternal  and  Neonatal  Health 


Guiding  Principles  for  Obstetric  Care 


Recommendations  Compiled  by  OSMA  Committee 
on  Maternal  and  Neonatal  Health* 


ASET  of  recommendations,  entitled  “Guiding  Prin- 
ciples for  Obstetric  Care,”  which  were  compiled  by 
the  Committee  on  Maternal  Health  of  the  Ohio  State 
Medical  Association,  were  approved  first  by  The  Council 
on  September  14,  1957. 

In  doing  so,  The  Council  recommended  that  the 
principles  be  published  in  The  Ohio  State  Medical  Jour- 
nal so  that  they  would  receive  widespread  publicity  among 
the  physicians  of  Ohio. 

These  principles  have  been  developed  by  the  Com- 
mittee on  Maternal  Health,  as  a part  of  its  study  and 
evaluation  of  maternal  deaths  in  Ohio.f  Originally,  they 
were  published  about  three  years  after  The  Maternal 
Mortality  Study  began  (OSMJ  Vol.  53,  No.  11,  pages 
1328-1329,  November  1957).  Several  years  later  three 
revisions  were  made.  Now,  with  the  expansion  of  educa- 
tional facets  connected  with  the  Study,  it  becomes  man- 
datory that  “Guiding  Principles”  be  revised  to  meet  mod- 
ern concepts  adopted  by  The  Committee,  hence  this 
seventh  revision. | 


* Approved  by  The  Council  of  the  Ohio  State  Medical  Asso- 
ciation, including  revisions. 

t A continuous  statewide  Maternal  Mortality  Study  is  being 
conducted  in  Ohio  by  the  Committee  on  Maternal  Health 
of  the  Ohio  State  Medical  Association,  in  cooperation 
with  the  Ohio  Department  of  Health  and  representatives 
of  the  various  county  medical  societies.  Summaries  based 
on  anonymous  data  submitted,  are  published  in  The  Ohio 
State  Medical  Journal  from  time  to  time. 

{In  drafting  and  revising  these  principles,  the  Committee 
secured  helpful  ideas  and  suggestions  from  the  following: 
“Toward  Improving  the  Outcome  of  Pregnancy,”  Joint 
Committee  on  Perinatal  Health,  National  Foundation- 
March  of  Dimes,  1977;  and  technical  bulletins  of  the 
American  College  of  Obstetricians  and  Gynecologists. 


Preamble 

Adherence  to  well-established  and  medically  accepted 
principles  of  obstetrics  is  the  foundation  for  good  maternal 
health.  However,  the  best  of  principles  can  achieve  a goal 
only  when  applied  diligently  and  intelligently.  The  Com- 
mittee on  Maternal  Health  of  the  Ohio  State  Medical 
Association,  after  extensive  analysis  and  evaluation  of 
maternal  mortality  data,  has  prepared  and  hereby  recom- 
mends to  all  members  of  the  medical  profession  the  fol- 
lowing principles. 

Prenatal  Care 

Hemoglobin  or  hematocrit  should  be  recorded  at  the 
first  visit,  and  repeated  at  least  in  the  last  eight  weeks  on 
all  patients.  In  those  requiring  treatment  for  anemia,  the 
test  should  be  repeated  more  frequently.  All  patients, 
especially  black  patients,  should  be  tested  for  hemoglob- 
inopathy along  with  a Papanicolaou  smear. 

Blood  should  be  tested  for  syphilis,  rubella,  for  blood 
grouping,  and  for  Rh  factors  and  irregular  antibodies  at 
the  first  visit.  A cervical  culture  should  be  taken  for  gono- 
coccus along  with  a cervical  cytology.  Early  in  the  second 
and  third  trimester  of  pregnancy,  the  blood  of  the  “Rh- 
negative  patient”  should  be  tested  for  Rh-isoimmuniza- 
tion.  If  patient  has  antibodies  in  the  Rh  system,  amniocen- 
tesis and  proper  evaluation  of  the  fluid  should  be  per- 
formed if  the  titre  is  greater  than  1:16  at  28  weeks. 
Gonorrhea  screening  should  be  repeated  at  36  weeks.  A 
culture  for  beta  streptococcus  from  the  vagina  should  be 
done  at  22-24  weeks. 

Visits  should  be  required  of  all  patients  at  least 
monthly  in  the  first  six  months,  eveiy  two  weeks  during 
the  seventh  and  eighth  month,  and  every  week  in  the 
ninth  month  of  pregnancy.  In  case  of  complications, 
especially  toxemia,  weekly  visits  should  begin  earlier.  Such 
patients  should  be  seen  two  or  three  times  a week  or 
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preferably  the  patient  should  be  hospitalized.  Those  prone 
to  toxemia  are  primigravidas  and  should  be  seen  fre- 
quently after  the  24th  week  of  pregnancy. 

Blood  pressure,  weight,  urinary  albumin,  and  sugar 
should  be  recorded  at  every  visit.  Each  revisit  should  in- 
clude abdominal  examination  for  height  of  the  fundus, 
and  auscultation  of  the  fetal  heart  tones,  especially  in  the 
last  trimester.  If  a primigravida,  a roll  test  should  be 
performed  at  each  visit  after  the  24th  week  of  gestation. 

At  the  initial  visit,  a careful  history  should  be  ob- 
tained from  the  patient:  (1)  Family  History:  genetic 

history  of  familial  disease  (consider  amniocentesis  at  16 
weeks  for  cytogenetics  if  patient  is  older  than  35  years). 
(2)  Past  History  (obstetrical) : previous  pregnancy  expe- 
rience problems  with  toxemia,  Rh-isoimmunization,  sickle 
cell  disease,  urinary  tract  infection,  labor  or  operative 
delivery  problems.  (3)  History  (general):  hypertension, 
scarlet  fever,  rubella,  rheumatic  fever  (or  heart  disease), 
kidney  disease,  diabetes,  hemorrhagic  disorders  or  dys- 
crasias,  transfusions,  allergies  (general  and  drugs),  malnu- 
trition, smoking  and  drinking  habits,  drugs  and  habitual 
medication,  and  previous  vaginal  or  cervical  operations; 
(menarche) : onset  and  pattern  of  periods;  beginning  date 
of  last  normal  menstrual  period  ; estimation  of  period  of 
gestation,  with  a careful  estimate  of  the  due  date. 

The  High  Risk  Patient 

The  Committee  emphasizes  the  importance  of  early 
identification  of  the  High  Risk  Obstetric  Patient  by  the 
physician.  In  addition  to  the  conditions  listed  above,  under 
History  (familial  and  past)  and  Obstetrical  and  General, 
there  are  added:  The  “Grand  Multipara”  (Para  VII  or 
more)  the  obese  female  (defined  below)  or  one  who  is  of 
low  socioeconomic  status,  with  attendant  problems,  or  the 
teenager  or  the  woman  over  40  years  of  age.  The  HIGH 
RISK  PATIENT  should  register  early  in  her  gestation, 
and  she  should  receive  continuous  intensive  care  during 
pregnancy,  labor,  delivery,  and  the  puerperium.  Provisions 
should  be  made  for  these  patients  to  be  under  the  care 
of  a qualified  specialist  and  the  labor  and  delivery  to  be 
supervised  in  an  appropriate  institution. 

A general  physical  examination,  in  addition  to  pelvic 
examination,  heart,  breasts,  and  abdomen,  also  should  be 
made  carefully.  Cytologic  tests  for  genital  cancer  should 
be  performed. 

Estimate  of  capacity  of  the  pelvis  should  be  made,  in- 
cluding at  least  the  diagonal  conjugate  and  a realistic  ap- 
praisal of  the  outlet.  A vaginal  examination  should  be 
done  at  least  four  or  five  weeks  before  “term,”  and 
weekly  thereafter,  if  the  presenting  part  has  not  entered 
the  pelvis. 

Nutrition  During  Pregnancy 

The  patient  should  receive  instructions  relative  to 
following  a properly  balanced  diet,  adequate  exercise,  and 
hygiene.  The  two  most  essential  ingredients  for  a success- 
ful pregnancy  outcome  are  ( 1 ) adequate  well-balanced 


diet  with  at  least  70  grams  of  protein  and  (2)  bed  rest  or 
at  least  one  hour  at  noontime  on  her  side. 

Numerous  sources  prescribe  different  standards  for 
ideal  weight,  and  weight  gain  during  pregnancy  of  40 
weeks.  The  Committee,  after  prolonged  study,  establishes 
the  following  figures  as  standards  for  use  in  the  Ohio 
Maternal  Mortality  Study : ( 1 ) Normal  average  total 

weight  gain  during  the  pregnancy,  15  to  22  lb,  “ideal” 
being  20  lb  for  40  weeks.  (2)  “Excessive  weight  gain”  is 
a total  of  25  lb  or  more  for  40  weeks.  (3)  “Obesity,”  or 
the  obese  woman,  is  one  who  has  a weight  (without  cloth- 
ing) which  is  20  lb  or  more  above  the  “desirable  weight” 
established  for  women  by  current  Height-Weight  Charts 
of  the  Metropolitan  Life  Insurance  Company,  New  York 
City.  The  Committee  associates  a definite  relationship 
between  excessive  weight  gain  during  pregnancy  and  sub- 
sequent development  of  toxemias.  All  patients  should  gain 
at  least  20-25  pounds  during  pregnancy. 

Throughout  late  pregnancy,  labor,  delivery,  and  the 
early  postpartum  period,  all  attendants  should  be  con- 
stantly alert  to  the  signs  and  symptoms  of  developing 
toxemia.  Currently  accepted  treatment  should  be  started 
promptly.  Patients  with  toxemias  should  be  considered 
for  hospitalization  for  study  and  vigorous  treatment  as 
soon  as  toxemia  occurs. 

Intrapartum  Care 

On  Admission  to  Maternity  Division. — Qualified  person- 
nel should  note  the  length  of  gestation,  temperature,  pulse 
and  respirations,  blood  pressure  and  fetal  heart  rate,  and 
should  immediately  report  any  abnormality  to  the  at- 
tending physician.  In  active  labor,  determination  of  the 
blood  pressure,  pulse,  and  fetal  heart  rate  should  be  re- 
corded at  least  hourly  and  more  frequently  as  labor  pro- 
gresses. Hematocrit  and  urine  should  be  examined  on 
admission. 

The  activity  of  labor,  presence  and  amount  of  bloody 
show  and  state  of  membranes  should  be  recorded  and 
reported  to  the  physician,  together  with  Rh  factors  and 
serology  data. 

The  time  of  last  meal  or  ingested  fluid  should  be 
called  to  the  attention  of  the  physician. 

In  a patient  with  pregnancy  near  term,  with  the 
amnionic  (membranes)  ruptured,  delivery  should  be 
accomplished  as  soon  as  practicable. 

During  Labor. — No  street  clothes  should  be  worn  in  the 
delivery  room. 

Adequate  observation  by  a nurse  or  nurse-midwife  is 
necessary.  One  nurse  may  attend  two  or  more  patients. 

If  electronic  fetal  monitoring  is  available,  it  should 
always  be  used  on  the  high  risk  patient.  The  fetal  heart 
must  be  monitored  at  specified  intervals  (every  15  min- 
utes) by  auscultation  or  by  electronic  fetal  monitoring  if 
this  cannot  be  done  in  normal  patients. 

A physician  or  registered  nurse  midwife  should  be 
present  in  the  delivery  area  when  a delivery  is  imminent. 
Medication  for  analgesia  and  adjuvant  drugs  always  re- 
quires a physician’s  order  and  should  be  on  an  individual 
basis.  Use  of  analgesics  should  be  kept  at  a minimum 
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especially  when  nursing  personnel  are  not  adequate  for 
bedside  attendance. 

An  oral  alkaline  medication  should  be  given  to  the 
patient  in  labor  at  appropriate  intervals  to  neutralize 
stomach  acid. 

Oxytocic  drugs  should  not  be  given  except  on  indi- 
vidual order,  and  then  with  extreme  caution  and  with  a 
physician  in  attendance. 

Vaginal  examinations  should  be  made  on  a patient 
who  is  in  labor  — with  proper  precautions.  A vaginal 
examination  and  monitoring  of  the  fetal  heart  should  be 
done  immediately  after  membranes  rupture,  during  labor. 

A careful  vaginal  examination  should  be  made  on  a 
patient  who  is  bleeding  only  when  prepared  for  operative 
intervention  both  vaginally  and  abdominally.  Blood  and/ 
or  blood  substitute  should  be  available  for  immediate  use. 
Precipitate  Delivery. — If  precipitate  delivery  threatens, 
the  head  should  not  be  held  back  by  any  method.  De- 
livery of  the  head  may  be  controlled  by  the  attendant  but 
never  delayed.  After  inevitable  precipitate  delivery  occurs, 
the  patient  should  be  properly  prepared,  draped  and 
thoroughly  examined  for  lacerations  of  the  genital  tract. 
Blood  pressure  and  pulse  should  be  checked  immediately 
and  every  five  minutes  for  half  an  hour.  The  fundus  is 
palpated,  and  the  patient  is  carefully  observed  for  signs 
of  visable  or  concealed  bleeding;  intravenous  solutions 
should  be  started  for  prophylaxis. 

Anesthetic. — An  anesthetic  may  be  given  only  by  a quali- 
fied person  in  accordance  with  the  laws  of  Ohio  (Sec- 
tion 4731.35) . A qualified  person  is  a physician  or  a nurse 
anesthetist.  A nurse  anesthetist  is  a registered  nurse  who 
has  completed  a course  in  anesthesia  prescribed  by  the 
American  Association  of  Nurse  Anesthetists  or  its  equiva- 
lent. She  must  work  under  the  direction  of  and  in  im- 
mediate presence  of  a licensed  physician. 

A general  anethestic  (inhalation  or  intravenous  type) 
should  never  be  used  if  the  patient  has  eaten  within  the 
past  few  hours.  The  general  anesthetic  should  not  be  used 
unless  it  can  be  presumed  that  the  patient’s  stomach  is 
empty.  Pituitrin®  should  not  be  used  if  cyclopropane  is 
administered. 

The  anesthetist  should  be  in  constant  personal  at- 
tendance throughout  the  entire  obstetrical  or  surgical 
procedure  and  should  assist  in  the  patient’s  care  until  she 
has  recovered  from  anesthesia. 

If  local  infiltration  or  pudendal  block  anesthesia  is 
administered  by  the  obstetrician,  an  anesthetist  is  not 
required.  The  obstetrician,  however,  must  observe  the 
patient  for  signs  of  toxic  reaction  to  the  local  anesthetic 
drug,  and  be  prepared  to  administer  appropriate  treat- 
ment if  an  untoward  reaction  should  develop.  Intravenous 
fluids  should  be  started  on  all  patients  during  delivery, 
regardless  of  the  type  of  anesthesia  being  used. 

Delivery. — The  absolute  minimum  personnel  includes 
obstetrician  and  circulating  nurse,  and  an  anesthetist  when 
a general  anesthetic  or  conduction  anesthesia  is  used. 
Added  nursing  personnel  should  be  within  a moment’s 
call  for  unforseen  emergencies. 


Delivery  through  an  incompletely  dilated  cervix  is 
extremely  dangerous  and  is  contraindicated.  High-forceps 
delivery  should  not  be  attempted!  “Version  and  extrac- 
tion” is  a hazardous  procedure  and  should  not  be  per- 
formed except  under  the  most  extreme  circumstances  by 
qualified  operators  and  then  with  adequate  anesthesia. 
Excessive  fundal  pressure  is  considered  dangerous. 

Consultation  or  assistance  should  be  utilized  for 
any  obstetric  problem  taxing  the  knowledge  and  ability 
of  the  attending  physician. 

Asepsis  should  be  surgically  strict.  Masks  must  be 
worn. 

Excessive  Crede  maneuver  is  dangerous. 

Uterine  inertia,  relaxation,  and  postpartum  atony 
with  hemorrhage  should  be  anticipated  in  patients  with 
prolonged  labor,  large  babies,  twin  pregnancy,  low  pos- 
terior implantation  of  the  placenta,  prolonged  labor  stim- 
ulated with  oxytocin,  and  after  use  of  the  magnesium 
“ion”  to  control  toxemia.  The  use  of  an  oxytocin  drip  with 
an  infusion  of  the  calcium  “ion”  for  prophylaxis  is 
recommended. 

Postpartum  Care 

The  Hazard  of  Hemorrhage  is  Highest  Now. — - Careful 
visual  examination  of  the  cervix,  vagina,  and  delivered 
placenta  should  be  made  and  manual  examination  of  the 
uterine  cavity  should  be  executed  if  indicated,  without 
deep  anesthesia.  Lacerations  must  be  adequately  repaired, 
under  direct  vision.  The  vagina  should  never  be  packed 
for  bleeding  from  above. 

It  is  imperative  that  the  firmness  of  the  fundus  and 
the  extent  of  bleeding  be  carefully  observed  for  the  first 
hour  postpartum.  (Loss  of  500  cc  or  more  is  considered 
postpartum  hemorrhage.) 

If  bleeding  continues,  the  attending  physician  should 
check  blood  for  clotting,  start  parenteral  fluids  or  trans- 
fusion, and  call  for  consultation. 

Ample  supplies  of  compatible  blood  and  fractions 
must  be  readily  available  in  the  hospital,  preferably  near 
the  delivery  floor,  24  hours  a day. 

Routinely,  in  every  patient,  postpartum  blood  pres- 
sure, height  and  firmness  of  the  uterine  fundus,  quality 
and  quantity  of  vaginal  bleeding  should  be  checked  and 
observations  recorded  periodically  for  the  first  hour  post- 
partum, or  longer  if  the  patient  has  not  fully  recovered. 

“Puerperal  Sepsis”  (morbidity)  is  defined  as  an 
elevation  of  the  patient’s  temperature  to  100.4F  (38C) 
on  any  two  days  of  the  first  ten  of  the  puerperium,  ex- 
cluding the  first  24  hours.  Management  of  “Puerperal 
Morbidity”  includes  physical  examination  (both  general 
and  pelvic)  ; culture  of  the  uterine  cavity,  blood  and/or 
urine  when  indicated;  administration  of  the  appropriate 
antibiotic  and/or  chemotherapy;  establishment  of  good 
uterine  drainage  and  evacuation  of  any  abscess  formation ; 
early  evaluation  of  hematoma  formation  and  thrombo- 
phlebitis; and  supportive  measures,  including  blood  ad- 
ministration, diet,  etc. 

Before  being  discharged  from  the  hospital  of  deliv- 
ery, the  patient  should  be  instructed  in  matters  of  con- 


July,  1979  / 437 


duct  and  activity  during  her  immediate  puerperium. 
These  instructions  should  include  matters  of  diet,  activity, 
rest,  coitus,  special  drug  therapy,  and  the  date  for  her 
first  postpartum  “follow-up”  visit.  She  should  also  be  ad- 
vised to  notify  her  physician  immediately,  should  signs 
of  chills,  fever,  “sweats,”  increased  vaginal  bleeding,  or 
lower  abdominal  pain  develop. 

Follow-up. — During  the  first  postpartum  visit,  a history 
of  the  interim  events  should  be  followed  by  a brief  general 
physical  evaluation,  breast  examination,  and  a pelvic 
examination  (listed  above)  to  include  cytologic  tests  for 
genital  cancer,  if  indicated.  Final  instructions  to  the  pa- 
tient should  include  advice  as  to  the  proper  diet,  exercise, 
hygiene,  and  contraception,  as  well  as  a recommendation 
for  future  return  visits  for  regular  periodic  examinations 


to  detect  early  genital  malignancy. 

The  Committee  emphasizes  the  importance  of  special 
management  of  the  High  Risk  patient  (defined  above). 
She  should  be  clearly  advised  of  the  potential  risk  of 
future  pregnancies,  including  expert  counselling  referable 
to  “family  planning.”  Preferably,  the  High  Risk  patient 
should  be  identified  before  pregnancy  begins. 

The  Committee  on  Maternal  Health  has  prepared 
these  Guiding  Principles  after  much  deliberation  and  dili- 
gent study.  They  are  sound,  simple,  and  clear-cut.  They 
are  designed  for  use  as  a guide  in  evaluating  avoidable 
factors  in  the  study  of  maternal  deaths,  based  upon 
minimal  standards  of  care.  The  Committee  is  of  the  firm 
conviction  that  if  these  principles  are  utilized  rigorously, 
there  will  be  an  appreciable  reduction  in  maternal  and 
perinatal  mortality  and  morbidity  in  Ohio. 


MALCOM  LABORATORY  SUPPLY 

Ohio’s  Largest  Prepared  Media  Center 

Blood  Plates,  G.C.  Media,  Sens!  Discs 
Pregnancy  and  Mono  Kits 
Vacutainers,  Needles,  Microscope  Slides 
Pipettes,  Reagents,  Specimen  Containers 


Same-Day  Service  Available 


In  Columbus,  call 

888-4800 


In  Cleveland,  cal 

433-4944 


Elsewhere,  call 

1-800-362-1414 
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insurance  policy.  Why  talk  with  a Pico  Life  representative? 

Well,  unless  you’re  extremely  well  insured,  you  will 
be  purchasing  additional  life  insurance.  You’ll  need  more 
coverage  to  offset  the  effect  of  inflation  on  plans  for 
your  family’s  financial  security,  should  something 
happen  to  you.  You’ll  need  more  coverage  to  increase  the  level 
of  guaranteed  income  during  your  slow  down  years.  We  have 
comprehensive,  low  cost  plans  to  meet  these  objectives. 

There’s  another  reason  we’d  like  to  talk  with  you.  As 
part  of  a physician  controlled  insurance  organization, 
we  have  a special  interest  in  your  future.  We’d  like  you 
to  have  an  interest  in  ours.  No  stock  purchase  is  necessary. 

All  you  do  is  purchase  the  life  insurance  you  need. 

When  we  call  for  an  appointment,  let’s  talk. 


Pico  Life  Insurance  Company 

6100  Channingway  Boulevard 
Columbus,  Ohio  43227 
Telephone  (614)  864-0280 

A Subsidiary  of  Physicians  Insurance  Company  of  Ohio  IPICO) 


July,  1979  / 439 


Cancer  Education  Series* * 


Ohio  Cancer  Information  Service 

Nancy  K.  Brant,  M.A. 

Thomas  D.  Stevenson,  M.D. 


Is  cancer  contagious? 

I found  a lump  in  my  breast.  Does  that  mean  I have 
cancer? 

My  husband  is  going  to  have  an  ostomy.  What  is 
that? 

Can  you  help  me  quit  smoking  cigarettes?  I don’t 
want  to  get  lung  cancer. 


THESE  AND  SIMILAR  questions  asked  daily  of  a 
national  information  service  emphasize  the  need  for 
making  accurate  and  understandable  data  about  can- 
cer available  for  the  lay  person.  Several  months  ago,  this 
national  information  service  received  over  700  requests  in 
one  day.  Many  people  ask  questions  because  a friend  or 
relative  has  cancer;  they  have  read  newspaper  articles  or 
seen  a report  on  television  about  cancer  and  are  concerned 
as  to  the  accuracy  of  the  information  and  the  effect  it 
may  have  on  their  lives. 


Ms.  Brant,  Columbus,  Director  of  Communications,  The 
Ohio  State  University  Comprehensive  Cancer  Center, 
and  Director,  Ohio  Cancer  Information  Service. 

Dr.  Stevenson,  Columbus,  Director,  Hematology  and  Oncol- 
ogy, Riverside  Methodist  Hospital ; Director,  Clinical 
Hematology  Laboratories,  The  Ohio  State  University 
Hospitals ; and  Professor  of  Pathology,  The  Ohio  State 
University  College  of  Medicine. 

Submitted  May  2,  1979. 

*The  Journal  is  pleased  to  publish  this  series  through  the 
cooperation  of  the  OSMA  Committee  on  Cancer  and  the 
American  Cancer  Society,  Ohio  Division,  Inc. 


To  meet  this  need,  the  National  Cancer  Institute 
(NCI)  has  funded  Cancer  Information  Services  (CIS)  at 
Comprehensive  Cancer  Centers  throughout  the  United 
States. 

Function  of  the  CIS 

Residents  of  Ohio  can  now  obtain  accurate,  up-to- 
date  information  on  various  aspects  of  cancer  from  the 
newly  created  Ohio  toll-free  telephone  information  ser- 
vice. The  information  service  is  funded  by  the  NCI 
through  The  Ohio  State  University’s  Comprehensive  Can- 
cer Center.  It  provides  general  information  on  various 
aspects  of  cancer  such  as  symptoms,  diagnosis,  treatment, 
rehabilitation,  incidence,  prevention,  and  etiology. 

Trained  volunteers  answer  the  phones  from  9 AM 
to  4:30  PM,  Monday  through  Friday.  These  volun- 
teers have  been  recruited  from  the  university  community 
primarily.  They  have  participated  in  a rigorous  20-hour 
orientation/ training  program  which  encompasses  clinical 
aspects  of  cancer,  listening  technics,  an  overview  of  the 
cancer  information  program,  and  use  of  prepared  mate- 
rials to  respond  to  information  requests.  Data  on  each  of 
the  calls  received  are  computerized  and  tabulated  for 
evaluation  purposes.  This  will  assist  the  CIS  in  identifying 
areas  of  need  and  will  provide  information  for  improve- 
ment of  the  service. 

Questions  of  a clinical  nature  are  answered  from  data 
contained  in  “fact  sheets”  developed  by  the  CIS  staff  and 
reviewed  and  approved  by  a panel  of  physicians  who  are 
experts  in  the  area  covered  by  the  fact  sheet.  Materials 
are  updated  on  a regular  basis  to  maintain  their  accuracy. 
There  are  no  deviations  from  the  data  presented  on  the 
fact  sheets.  However,  there  are  some  inquiries  that  can- 
not be  answered  from  fact  sheets.  These  are  considered 
appropriate  for  a response.  They  are  researched  and 
answered  by  a return  phone  call  or  letter.  The  CIS  also 
has  an  extensive  library  of  printed  material  available  from 
various  cancer  organizations;  it  will  be  sent  to  interested 
individuals  upon  request. 
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Questions  about  such  community  resources  as  trans- 
portation, home  health  service,  equipment  loans  and 
rentals  are  answered  from  data  collected  through  a state- 
wide survey. 


The  Patient’s  Medical  Care 

Some  questions  received  by  the  CIS  cannot  be 
answered  by  a lay  person.  Specific  questions  about  a pa- 
tient’s medical  care  are  always  referred  to  the  attending 
physician.  However,  even  though  the  physician  has  thor- 
oughly explained  the  details  of  the  case,  the  cancer  patient 
or  the  family  often  are  unable  to  advise  the  physician 
which  areas  or  items  they  do  not  understand.  Frequently, 
patients  are  confused,  frightened,  and  unable  to  ask 
meaningful  questions  of  the  physicians  when  they  have 
the  opportunity.  CIS  volunteers  help  callers  phrase  spe- 
cific questions  for  physicians;  this  helps  the  patient  gain 
understanding.  Often,  individuals  requesting  information 
want  to  be  reassured  that  their  inability  to  understand  a 
complex  and  frightening  illness  at  a very  trying  time  is  not 
because  of  a lack  of  intelligence.  Frequently,  the  CIS  is 
asked  questions  that  the  callers  hesitate  to  ask  their  phy- 
sicians because  they  feel  they  should  know  the  answers 
and  do  not  wish  to  appear  ignorant. 

Physician  Participation 

As  this  program  develops,  we  solicit  the  comments 
and  cooperation  of  physicians  in  Ohio.  Similar  programs 
in  other  states  have  operated  closely  with  the  medical 
community;  others  have  not.  It  is  clear,  however,  that 
the  success  of  the  program  requires  physician  cooperation. 
Comments  by  physicians  concerning  the  Cancer  Infor- 
mation Service  are  necessary,  and  it  is  hoped  that  physi- 
cians will  use  the  service  as  a source  of  patient  informa- 
tion. 

The  toll-free  number  for  Ohio’s  Cancer  Information 
Service  is  1-800-282-6522.  'fctirk 


Announcing  a new 
personal  lending 
service  designed 
especially  for 
health  care 
professionals. 


• Borrow  from  $5,000  fo  $25,000  for  up  to 
60  months.  Only  your  signature  is  required. 

• You  may  pay  off  or  reduce  the  interest- 
bearing  loan  at  any  time  without  prepay- 
ment penalty. 

• Quick,  confidential  service,  entire  transac- 
tion handled  by  mail. 

® Credit  life  insurance  available  at  low  cost. 
No  physical  examination  required. 


For  Complete  Information 
And  a Simple  Loan  Application 
CALL  TOLL  FREE  — 1/800/421-0355 
Ask  for  Mr.  Charles 


Ifirslmark  Capital 


Firstmark  Capital  Corporation 
7 Clocktower  Square 
Suite  270 

Aurora,  Colorado  .8001  I 


SERVING  THE  HEALTH  CARE  INDUSTRY 
FOR  MORE  THAN  SO  YEARS 


July , 1979  / 441 


'he  ‘Maker 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap."  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 

MYTH:  There  are  no  dif- 
ferences in  qualit}’  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary > is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy,  quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HC1  capsules 
which  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a 
reference  product.  As  you 
know,  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracycline  and  ery- 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  “ expensive ” brand 
names  and  denigrates  all 
generics. 

FACT:  PM  A companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 
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April  28-29,  1979 

A regular  meeting  of  the  Council  of  the  Ohio  State 
Medical  Association  was  held  Saturday,  April  28,  and 
Sunday,  April  29,  1979  at  the  OSMA  Headquarters’ 
Office,  600  South  High  Street,  Columbus,  Ohio. 

Those  present  Saturday  were : All  members  of  the 
Council  (with  the  exception  of  Doctors  W.  J.  Lewis  and 
H.  Judson  Reamy)  ; Robert  N.  Smith,  M.D.,  Toledo,  Vice 
Chairman,  Ohio  Delegation  to  the  AMA;  John  H. 
Ackerman,  M.D.,  Columbus,  Ohio  Director  of  Health; 
Craig  Barclay,  Esq.,  Columbus,  OSMA  Legal  Counsel; 
and  all  members  of  the  staff,  with  the  exception  of  Robert 
E.  Holcomb  and  Linda  A.  Porterfield. 

Those  present  Sunday  were:  All  members  of  the 
Council  (with  the  exception  of  Doctors  Robert  G. 
Thomas,  W.  J.  Lewis,  Theodore  J.  Castele,  and  H. 
Judson  Reamy)  ; Doctors  Anthony  Ruppersberg,  Jr., 
Columbus;  Richard  P.  Glove,  Cleveland;  William  J. 
Keating,  Cleveland;  Elizabeth  Rowland-Aplin,  Colum- 
bus; Richard  L.  Meiling,  Columbus;  Robert  E.  Logsdon, 
Marion;  and  Nino  M.  Camardese,  Norwalk;  Joseph  K. 
Gilmore,  Columbus,  President  of  the  Physicians  Insurance 
Company  of  Ohio;  all  members  of  the  OSMA  staff,  with 
the  exception  of  Robert  E.  Holcomb,  David  C.  Torrens, 
and  Carol  W.  Mullinax. 

ADMINISTRATIVE  DEPARTMENT 

The  minutes  of  the  March  17-18,  1979  meeting  of 
the  Council  were  approved. 

Ad  Hoc  Committee  of  Deans  and 
University-Affiliated  Members 

A report  of  the  organization  meeting  of  the  Ad  Hoc 
Committee  of  Deans  and  University-Affiliated  Members 
on  April  18,  1979  was  presented  by  Dr.  Gaughan  in  behalf 
of  the  chairman,  Dr.  John  R.  Beljan  of  Dayton. 

Honor  Award 

Dr.  Wells  reported  for  a presidential  committee 
assigned  to  recommend  candidates  for  the  12th  Annual 
Medical  Mutual  Honor  Award,  to  be  presented  at  the 
OSMA  House  of  Delegates,  “recognizing  outstanding 
achievement  by  a physician  in  the  fields  of  medicine  or 
research,  or  in  literary,  civic,  or  humanitarian  under- 
takings ...  or  by  any  other  person  in  efforts  related  to 
medicine  or  health.” 

The  committee  presented  for  the  award  the  name  of 
P.  John  Robechek,  M.D.,  of  Cleveland.  By  official  action, 
Dr.  Robechek  was  selected  to  receive  the  award. 


FINANCIAL  AND  MEMBERSHIP  DEPARTMENT 

Membership  statistics  were  presented  by  Mrs.  Wisse. 

Auditing  and  Appropriations  Committee 

The  minutes  of  the  April  27,  1979  meeting  of  the 
Auditing  and  Appropriations  Committee  were  presented 
by  Dr.  Williams. 

The  1978  audit,  which  was  detailed  for  the  Commit- 
tee by  Ben  Minutilli,  of  Coopers  and  Lybrand,  Certified 
Public  Accountants,  was  reviewed  by  Dr.  Williams  for 
the  Council’s  consideration.  The  audit  was  approved  by 
official  action. 

An  investment  committee,  with  Dr.  Williams  as 
chairman,  Dr.  Thomas,  Mr.  Page,  and  Mrs.  Wisse  was 
approved  in  accordance  with  the  recommendations  of  the 
Auditing  and  Appropriations  Committee. 

A resolution  concerning  investments  was  discussed 
and  then  adopted. 

A request  for  additional  programming  and  equip- 
ment for  the  OSMA  electronics  data  processing  program 

was  approved. 

The  Council  approved,  at  the  Committee’s  sugges- 
tion, the  appointment  of  a Building  Committee  to  deter- 
mine staff  space  needs  and  to  make  the  most  efficient  use 
of  the  property  located  south  of  the  OSMA  Headquarters’ 
building. 

The  updated  job  description  of  the  Executive  Direc- 
tor was  approved. 

The  report  as  a whole  was  approved  as  presented. 

DEPT.  OF  CONTINUING  MEDICAL  EDUCATION 
Committee  on  Education 

The  minutes  of  the  April  19,  1979  meeting  of  the 
Committee  on  Education  were  presented  by  Mrs.  Dodson 
and  the  report  was  approved. 

Three  institutions  were  granted  re-survey  accredita- 
tion and  three  received  first-time  accreditation. 

Committee  on  Maternal  and  Neonatal  Health 

Doctors  Ruppersberg,  Aplin,  Glove,  Keating,  Logs- 
don, and  Meiling  appeared  before  the  Council  to  discuss 
the  future  goals  and  objectives  of  the  Committee  on 
Maternal  and  Neonatal  Health  and  strategies  to  accom- 
plish its  mission. 

It  was  voted  by  the  Council  that  the  Committee  be 
retained  in  its  present  form  and  that  it  should  endeavor 
to  bring  its  statistics  up  to  current  status  and  to  examine 
present-day  needs  in  the  maternal  and  child  health  area 
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Cerebro-Nicin 


Alert  and 
functioning 
in  the 
sunset 
years 


Treat  the  symptoms 
the  geriatric  patient 

apathy 
irritability 
forgetfulness 
confusion 


in 


CAPSULES 


A gentle  cerebral  stimulant 
and  vasodilator  for  the 


geriatric  patient 


Each  CEREBRO-NICIN®  capsule 


contains: 

Pentylenetetrazole  . ...  100  mg 

Nicotinic  Acid 100  mg 

Ascorbic  Acid 100  mg 

Thiamine  HCL  25  mg 

l-Glutamic  Acid  50  mg 

Niacinamide 5 mg 

Riboflavin 2 mg 

Pyridoxine  HCL 3 mg 


AVAILABLE:  Bottles  100,  500, 1000 
SIDE  EFFECTS:  Most  persons  ex- 
perience a flushing  and  tingling 
sensation  after  taking  a higher 
potency  nicotinic  acid  As  a sec- 
ondary reaction  some  will  com- 
plain of  nausea,  sweating  and  ab- 


dominal cramps.  The  reaction  is 
usually  transient. 

INDICATIONS:  As  a cerebral 
stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC 
DOSAGE:  One  capsule  three 
times  daily  adjusted  to  the  indi- 
vidual patient. 

WARNING:  Overdosage  may 
cause  muscle  tremor  and  convul- 
sions. 

CONTRAINDICATIONS:  Epilepsy 
or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits 
dispensing  without  prescrip'ion 
Keep  out  of  reach  of  children. 


Write  for  literature  and  samples 

(BFtdirra  the  brown  pharmaceutical  co.,  inc. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 


where  investigative  studies  and  education  can  produce 
continued  improvements  in  the  medical  care  of  mothers 
and  infants. 


GOVERNMENT  MEDICAL  CARE  DEPARTMENT 

Ad  Hoc  Committee  on  Tax  Credits 

Mr.  Gillen  presented  the  minutes  of  the  April  7,  1979 
meeting  of  the  Ad  Hoc  Committee  on  Tax  Credits.  The 
Committee  advised  that  a tax  credit  option  in  lieu  of 
payments  to  providers  under  government  programs  is  “not 
feasible  at  this  time.”  The  report  was  approved. 

Committee  on  Workmen’s  Compensation 

The  minutes  of  the  April  18,  1979  meeting  of  the 
Committee  on  Workmen’s  Compensation  with  the  Ad- 
ministrator of  the  Bureau  of  Workers’  Compensation  were 
presented  by  Mr.  Gillen  and  were  accepted. 

Health  Planning  Report 

Mr.  Pennington  reported  on  health  planning  devel- 
opments including  SB  544  and  HR  3041,  planning  bills 
now  active  in  Congress. 

He  discussed  medical  organization  in  Ohio  HSA 
areas,  and  reported  on  a regional  meeting  of  AMA- 
affiliated  executives  who  are  involved  in  the  HSA  field. 

Cost  Effectiveness  Committee 

Dr.  Pfahl  reported  on  an  April  27,  1979  meeting  of 
the  Committee  on  Cost  Effectiveness  with  representatives 
of  the  Ohio  Hospital  Association. 

OMI 

The  Council  approved  a letter  from  Dr.  Gaughan, 
which  was  a communication  of  thanks  to  the  members  of 
the  Ohio  Medical  Indemnity  Board  of  Directors  who 
retire  in  April  1979. 

DEPARTMENT  OF  ORGANIZATION  SERVICES 

American  Medical  Association 

The  American  Medical  Association  report  was  pre- 
sented by  Dr.  Robert  N.  Smith,  Vice  Chairman  of  Ohio’s 
AM  A delegation.  The  campaign  of  Dr.  Jack  Lewis  for 
AMA  Trustee  was  discussed. 

JL1A  Statistics 

Current  Joint  Underwriting  Authority  statistics  were 
presented  by  Mr.  Campbell. 

Task  Force  on  Professional  Liability 

Consideration  of  the  minutes  of  the  March  18,  1979 
meeting  of  the  Task  Force  on  Professional  Liability  was 
deferred  pending  an  additional  meeting  or  meetings  of 
the  Task  Force. 

Committee  on  Medical  Services 

A report  from  the  Committee  on  Medical  Services 
was  presented  by  Dr.  Morgan. 

At  the  recommendation  of  the  Committee,  concern- 


ing  a case  from  the  Bureau  of  Workers’  Compensation, 
and  after  peer  review,  the  Council 

( 1 ) accepted  the  Peer  Review  report  and 
filed  it; 

(2)  voted  to  report  to  the  Bureau  of 
Workers’  Compensation  that  after  study,  “The 
OSMA  Council  has,  with  the  information  sup- 
plied, been  unable  to  find  evidence  that  any  of 
the  surgical  procedures,  and  certain  of  the  diag- 
nostic procedures,  were  medically  appropriate.” 

The  Council  instructed  that  the  peer  review  results 
on  the  case  be  forwarded  to  the  Ohio  State  Medical 
Board. 

Physicians  Insurance  Company  of  Ohio 

Mr.  Gilmore  reported  on  developments  at  Physicians 
Insurance  Company  of  Ohio. 

He  submitted  drafts  of  “A  Report  to  the  OSMA 
Membership  on  Physicians  Insurance  Company  of  Ohio” 
and  “Questions  and  Answers  about  PICO  — A Report  to 
the  OSMA  Membership  — May  1979.” 

The  Council  selected  Dr.  Gaughan,  or  Dr.  Morgan, 
or  Dr.  Gaughan’s  designee  to  vote  OSMA  shares  at  the 
PICO  Annual  Meeting. 

The  Council  voted  support  to  the  expansion  of  the 
PICO  board  from  a maximum  of  12  to  a maximum  of  15, 
and  to  include  each  year  the  current  president-elect, 
president,  and  past  president  of  the  OSMA. 

DEPARTMENT  OF  HEALTH  EDUCATION 
Committee  on  Cancer 

The  minutes  of  a meeting  of  the  Committee  on 
Cancer,  held  April  4,  1979  were  presented  by  Mr.  Clinger 
and  were  approved.  Approval  included  support  of  the 
concept  of  a statewide  consortium  for  cancer  control  and 
ratification  of  OSMA  involvement  in  a National  Cancer 
Institute  antismoking  campaign  for  physicians’  offices. 

Joint  Advisory  Committee  on  Special  Education 

The  minutes  of  the  April  11,  1979  meeting  of  the 
Joint  Advisory  Committee  on  Special  Education  were 
presented  by  Mr.  Clinger.  It  was  requested  that  the  word 
“optometrist”  be  deleted  under  rule  3301-51-03  on  “Visu- 
ally Impaired.”  The  remainder  of  the  minutes  were 
accepted. 

Conference  Committee  on  Common  Issues  and 
Concerns  with  ONA 

A meeting  of  the  Conference  Committee  on  Common 
Issues  and  Concerns  with  the  Ohio  Nurses  Association, 
held  April  18,  1979  was  discussed  by  Mr.  Clinger.  His 
verbal  report  was  accepted  for  information.  The  question 
of  publication  of  articles  on  nursing  in  The  Ohio  State 
Medical  Journal  was  referred  to  the  Health  Manpower 
Committee  for  study. 

Joint  Advisory  Committee  on  Sports  Medicine 

Proposed  Guidelines  for  Athletic  Team  Physicians 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


# 


I 


§ 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Immediate  Release 


LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily 
AVAILABLE:  Bottles  of  100,  500 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 


(brcAVUI  the  BROWN  PHARMACEUTICAL  CO.,  INC. 
2500  West  Sixth  Street,  Los  Angeles,  California  90057 


and  Athletic  Emergency  Procedures  were  referred  to  the 
Committee  for  further  evaluation. 

DEPARTMENT  OF  STATE  LEGISLATION 

Mr.  Mulgrew’s  discussion  of  state  legislative  develop- 
ments indicated  that  an  increase  of  $20  million  in  pro- 
vider reimbursement  (under  Medicaid)  has  been  removed 
at  the  gubernatorial  level  and  that  the  OSMA  has  been 
working  in  the  House  and  Senate  for  its  restoration. 

He  reported  that  OSMA  has  been  successful  in 
restoring  Medical  Board  budget  cuts  to  their  full  funding 
in  the  House. 

A proposal  to  permit  glaucoma  and  cancer  patients 
the  use  of  marijuana  in  certain  instances  awaits  the  rec- 
ommendations of  OSMA,  and  has  been  docketed  for 
study  bv  the  OSMA  Cancer  Committee. 

A proposal  to  increase  the  tax  on  liquor  to  finance 
an  information  campaign  on  alcoholism  is  under  study  by 
the  OSMA  Committee  on  Mental  Health. 

The  OSMA  is  supporting  legislation  to  again  require 
helmets  for  motorcyclists. 

OSMA  Jail  Health  Program 

The  OSMA  Jail  Health  Program  was  discussed  by 
Mr.  Ayish,  who  presented  a written  document  covering 
the  past  12-month’s  operation. 

The  Council  commended  the  members  of  the  Com- 
mittee, Mr.  Ayish,  and  Mr.  Zellers  on  the  progress  of  the 
program. 

FEDERAL  LEGISLATION  AND  PUBLIC  POLICY 

Mr.  Mulgrew  reported  for  the  Department  of  Fed- 
eral Legislation  and  Public  Policy. 

He  indicated  that  the  Federal  Cost  Control  legisla- 
tion includes  HR  2676  and  SB  570,  mandating  control  of 
hospitals  not  meeting  the  guidelines. 

He  discussed  communications  from  Dr.  Gaughan  to 
Ohio’s  Congressmen  with  regard  to  health  care  regula- 
tions and  their  impact  on  costs  of  health  care. 

SB  590,  the  Clinical  Laboratory  bill,  would  bring 
physicians’  offices  under  federal  control  and  would  pro- 
hibit percentage  contracts  and  lease  arrangements. 

National  Health  Insurance  debate  is  now  focused  on 
catastrophic  aspects  of  the  legislation,  according  to  Mr. 
Mulgrew. 

COMMUNICATIONS  DEPARTMENT 

Ms.  Doll  presented  a progress  report  on  the  OSMA 
Membership  Opinion  Survey,  which  at  mid-April  repre- 
sents a 25%  return  of  the  questionnaire. 

The  Council  approved  the  concept  of  a survey  at 
the  Annual  Meeting  concerning  the  proposed  production 
of  cassette  tapes  on  current  information  (including  legisla- 
tion) for  members. 

Dr.  Camardese  addressed  the  Council  with  regard  to 
education  materials  regarding  National  Health  Insurance. 

The  Council  stated  that  this  was  an  interesting  con- 
cept and  authorized  purchase  of  a sufficient  quantity  of 


the  materials  (stamps)  to  send  out  two  rows  with  the 
OSMAgram  along  with  an  information  statement  as  to 
where  they  can  be  obtained. 

THE  OHIO  STATE  MEDICAL  JOURNAL 

Dr.  Meiling  and  Mrs.  Porterfield  discussed  the  publi- 
cation of  “letters  to  the  editor”  of  The  Ohio  State  Medi- 
cal Journal. 

The  Council  authorized  the  appointment  of  a com- 
mittee of  Councilors  to  establish  policies,  parameters, 
and  guidelines  with  regard  to  these  communications  and 
recommendations  for  their  execution.  This  Committee 
will  report  its  suggestions  for  Council  consideration. 

With  regard  to  a letter  received  in  advance  of  the 
establishment  of  these  conditions,  the  Council  instructed 
that  the  letter  be  answered  paragraph  by  paragraph, 
point  by  point,  after  each  statement  in  the  letter;  that 
reprints  be  circulated  at  the  House  of  Delegates;  the 
explanation  be  attached  that  it  was  too  late  for  Council 
action  in  time  for  publication  in  advance  of  the  Annual 
Meeting;  and  that  the  writer  be  advised  that  it  will  be 
considered  for  publication  when  the  above  guidelines 
are  established. 

COUNCILOR  REPORTS 

The  Councilors  reported  on  activities  in  their  dis- 
tricts. 

STATE  DIRECTOR  OF  HEALTH 

Dr.  Ackerman  addressed  the  Council  with  regard  to 
public  health  matters. 

He  commended  the  OSMA  Physician  Effectiveness 
Program  and  commented  in  detail  concerning  budget 
areas  of  his  department. 

FAREWELL  CEREMONY 

Dr.  Gaughan  thanked  the  Councilors  retiring  at  this 
meeting:  Doctors  Wells,  Castele,  Hartle,  and  Pichette 
for  their  dedicated  service. 

He  paid  tribute  to  Dr.  Wells  whose  past-presidency 
expires  at  the  May  meeting  and  thanked  him  for  his  wis- 
dom and  his  advice  to  him,  as  well  as  for  his  long  service 
on  the  Council  in  behalf  of  the  members  and  the  public. 

Dr.  Wells  responded  and  thanked  the  Councilors  and 
the  staff  for  their  friendship. 

Dr.  Gaughan  received  a standing  ovation  from  the 
Council  and  staff  for  his  dedicated  service  as  presider  over 
the  Council  during  the  past  12  months. 

He  responded,  thanking  the  Council  for  the  pleasure 
of  the  learning  experience  and  for  their  “kindness,  cour- 
tesy, and  tolerance.” 

There  being  no  further  business,  the  meeting  was 
adjourned. 

ATTEST:  Hart  F.  Page,  CAE 
Executive  Director 
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A regular  meeting  of  the  Council  of  the  Ohio  State 
Medical  Association  was  held  Thursday,  May  17,  1979  at 
the  Sheraton-Columbus  Motor  Inn,  Columbus,  Ohio. 

Those  present  were:  Doctors  Thomas  W.  Morgan, 
Robert  G.  Thomas,  John  J.  Gaughan,  David  A.  Barr, 
Stewart  B.  Dunsker,  W.  J.  Lewis,  Alford  C.  Diller,  C. 
Douglass  Ford,  Edward  G.  Kilroy,  Joseph  P.  Yut,  H. 
Judson  Reamy,  Carl  E.  Spragg,  A.  Burton  Payne,  J. 
Elutchison  Williams,  S.  Baird  Pfahl,  Jr.,  and  William 
Dorner,  Jr.,  Officers  and  Councilors.  Also  present  were: 
Messrs.  Page,  Gillen,  Campbell,  Clinger,  Mulgrew,  Hol- 
comb, Ayish,  Torrens,  Pennington,  Mrs.  Wisse,  Mrs. 
Dodson,  Mrs.  Porterfield,  Ms.  Doll,  and  Ms.  Mullinax, 
of  the  OSMA  Staff,  James  E.  Pohlman,  Esq.,  OSMA 
Legal  Counsel,  and  Steve  Joyce,  a guest. 

Dr.  Morgan  introduced  the  new  members  of  the 
Council:  Doctors  Barr,  Kilroy,  Spragg,  and  Yut.  He  then 
complimented  and  thanked  Dr.  Gaughan  for  his  leader- 
ship during  the  year  and  for  his  conduct  of  the  Annual 
Meeting  activities. 

COMMITTEES  RATIFIED 

Dr.  Morgan  then  submitted  his  committee  appoint- 
ments for  the  1979-1980  year.  By  official  action,  the 
appointments  were  ratified  by  the  Council. 

RESEARCH  COMMISSION 

The  Council,  on  recommendation  of  the  President, 
selected  Dr.  Gaughan  to  represent  OSMA  on  the  com- 
mission which  will  be  organized  to  distribute  funds  for 
geriatric  research  under  the  Ohio  Medical  Indemnity, 
Inc.  grant  in  the  name  of  OSMA,  under  terms  of  the 
settlement  of  the  Attorney  General’s  suit  against  OSMA 
and  OMI. 


OHIO  STATE  MEDICAL  JOURNAL 

The  Executive  Director  announced  the  resignation  of 
Mrs.  Linda  A.  Porterfield  as  Executive  Editor  of  The 
Journal.  He  expressed  his  appreciation  to  Mrs.  Porterfield 
for  the  excellence  of  her  work,  the  timeliness  of  The 
Journal  in  responding  to  deadlines,  and  for  the  wide 
acceptance  and  acclaim  of  the  “special  issues”  on  specific 
subjects.  The  Council  voted  to  commend  Mrs.  Porterfield 
and  to  wish  her  well. 

The  Council,  on  recommendation  of  the  Executive 
Director,  voted  to  change  the  present  organization  struc- 
ture by  including  The  Ohio  State  Medical  Journal  orga- 
nization in  the  Department  of  Communications,  which 
will  be  responsible  for  its  operation. 


PICO 

Doctors  Morgan  and  Gaughan  were  authorized  to 
vote  “Class  B”  shares  at  the  annual  shareholders  meeting 
of  Physicians  Insurance  Company  of  Ohio. 

In  other  actions,  the  Council  appropriated  $350  to 
the  OSMA  Auxiliary  for  the  purchase  of  a motion  picture 
on  teenage  alcoholism;  approved  the  endorsement  by 
OSMA  of  the  Academy  of  Pediatrics  “Speak  Up  For 
Children”  program,  and  authorized  the  staff  and  leader- 
ship to  request  of  the  Board  of  Regents  the  establishment 
of  an  advanced  course  in  “lifelines”  for  emergency  medi- 
cal technicians. 

A request  for  the  OSMA  mailing  list  was  denied. 

ATTEST:  Hart  F.  Page,  CAE 
Executive  Director 


PND 

for 

Post  Nasal  Drip 

Best  treatment 
for 

Nasopharynx  and  adjacent  tissue 

Two  (2)  cc  of  solution  in  mouth  allowed  to  flow 
to  pharynx  in  prone  position,  then  elevate  chin 
to  allow  solution  to  flow  to  nasopharynx. 
Reaches  ostia  of  eustachian  tubes,  sphenoid, 
posterior  ethmoids  and  adenoid  area.  For  use 
as  gargle  in  acute  and  chronic  conditions. 
Two  hundred  forty  (240)  cc  container 
sufficient  for  four  (4)  months  treatment.  Harm- 
less, non-allergic,  local  effect  only.  Active  in- 
gredient Dioctyl  Sodium  Sulfosuccinate.  Retail 
price  ($3)  per  bottle.  Wholesale  price  ($1.50) 
a bottle  to  doctors  and  druggists.  Ask  your 
druggist  to  stock. 

Please  refer  this  ad  to  your  druggist. 

The  Cunningham  PND  Corporation 

2100  E.  High  St.  — Suite  101 
Springfield,  Ohio  45505 
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The  Ohio  State  University 
Center  for  Continuing  Medical  Education 

announces 

Third  Annual 

HYPERTENSION  SYMPOSIUM 

Tuesday,  September  18,  1979 
Fawcett  Center  for  Tomorrow 
2400  Olentangy  River  Road 
Columbus,  Ohio 


SPONSORED  BY:  The  Ohio  State  University  College  of  Medicine  Center  for  Continuing  Medical  Education, 
School  of  Nursing,  Departments  of  Pharmacology,  Family  Practice  and  Medicine,  and  The  Ohio  Depart- 
ment of  Health. 


OBJECTIVES:  This  symposium  will  focus  on  the  various  management  measures  that  benefit  the  hypertensive  pa- 
tient, including  considerations  of  basic  drug  treatment  with  an  update  on  new  advances,  as  well  as  the 
importance  of  diet  and  stress  in  individual  hypertensive  patients.  This  symposium  is  geared  to  meet  the 
needs  of  primary  care  physicians  as  well  as  nurses  and  dietitians  with  special  interest  in  hypertension.  The 
morning  session  will  include  presentations  from  three  outstanding  faculty  members  with  a panel  interaction 
following  these  presentations.  During  the  afternoon  sessions,  three  panel  discussions  with  audience  partici- 
pation will  be  held. 


VISITING  FACULTY: 

★ F.  Gilbert  McMahon,  M.D.,  Professor  of  Medicine,  Head  of 

Therapeutics,  Tulane  University  College  of  Medicine,  New 
Orleans,  Louisiana 

THE  OHIO  STATE  UNIVERSITY  FACULTY: 

★ Joseph  R.  Bianchine,  Ph.D.,  M.D.,  Professor  and  Chairman, 

Department  of  Pharmacology,  and  Professor,  Department 
of  Medicine,  College  of  Medicine 

★ Margaret  E.  Cox,  R.D.,  Consulting  Dietitian,  Central  Ohio 

Medical  Clinic,  Columbus,  Ohio 

★ Samuel  L.  Dixon,  Ph.D.,  Associate  Professor  of  Social  Work, 

College  of  Social  Work 

★ James  C.  Good,  M.D.,  Clinical  Assistant  Professor,  Depart- 

ment of  Family  Medicine,  College  of  Medicine 

★ Walter  Knopp,  M.D.,  Professor,  Department  of  Psychiatry, 

College  of  Medicine 

★ Marilyn  Moser,  R.N.,  Nurse  Practitioner,  Office  of  James  C. 

Good,  M.D.,  Columbus,  Ohio 


A Albert  J.  Stunkard,  M.D.,  Professor  of  Psychiatry,  University 
of  Pennsylvania  School  of  Medicine,  Philadelphia,  Pennsyl- 
vania 


A Stephen  F.  Pariser,  M.D.,  Assistant  Professor,  Department  of 
Family  Medicine;  Assistant  Professor,  Department  of  Psy- 
chiatry; and  Instructor,  Department  of  Obstetrics  and 
Gynecology,  College  of  Medicine 

★ Grayce  Sills,  R.N.,  Ph.D.,  Professor,  School  of  Nursing 

A’  Thomas  G.  Skillman,  M.D.,  Professor  of  Endocrinology,  Col- 
lege of  Medicine 

★ Mary  F.  Vaeth,  M.D.,  M.S.,  Chief,  Division  of  Chronic  Dis- 

eases, Bureau  of  Preventive  Medicine,  Ohio  Department 
of  Health,  Col  umbus,  Ohio 

A James  V.  Warren,  M.D.,  Professor  and  Chairman,  Department 
of  Medicine,  College  of  Medicine 
A Wilburn  H.  Weddington,  M.D.,  Clinical  Assistant  Professor, 
Department  of  Preventive  Medicine,  College  of  Medicine 


CREDIT:  As  an  organization  accredited  for  continuing  medical  education,  The  Ohio  State  University  College  of 
Medicine  Center  for  Continuing  Medical  Education  certifies  that  this  continuing  medical  education  offer- 
ing meets  the  criteria  for  six  hours  in  Category  I of  the  Physician's  Recognition  Award  of  the  American 
Medical  Association  and  the  Ohio  State  Medical  Association  provided  it  is  used  and  completed  as  de- 
signed. 

Program  is  acceptable  for  six  prescribed  hours  by  the  American  Academy  of  Family  Physicians. 

Nurses  will  receive  0.6  Continuing  Education  Units. 

Continuing  Education  Credits  have  been  requested  for  registered  dietitians  from  the  American  Dietetic 
Association. 


REGISTRATION:  The  registration  fee  of  $25  for  physicians  and  $15  for  nurses  and  dietitians  includes  the  cost 
of  registration  materials,  coffee  breaks,  and  luncheon.  A continental  breakfast  will  be  available  to  regis- 
trants compliments  of  the  Department  of  Pharmacology. 

Send  registration  fee  on  your  letterhead  to:  Center  for  Continuing  Medical  Education,  A342  Starling- 
Loving  Hall,  320  West  Tenth  Avenue,  Columbus,  Ohio  43210,  telephone  number  614/422-4985. 
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Continuing  Education 


Programs 


Editor’s  Note:  The  following  are  Category  I courses  offered  in 
Ohio.  Items  for  this  listing  come  from  many  sources,  often  far 
in  advance  of  the  publication  date.  Sometimes,  cancellations  or 
changes  in  dates,  places,  or  time  occur  too  late  to  be  corrected 
before  publication.  Physicians  interested  in  a course  are  urged 
to  contact  the  sponsoring  organization  to  confirm  the  information 
listed.  Sponsoring  organizations  may  list  Category  I courses  by 
contacting  the  OSMA  Department  of  Continuing  Medical  Edu- 
cation or  The  Journal.  Notification  90  days  prior  to  the  course 
would  be  appreciated.  Due  to  space  limitations,  announcements 
may  be  published  only  once.  See  previous  issues  of  The  Journal 
for  additional  courses. — L.A.P. 


OSMA  MEMBERS 

The  Ohio  State  Medical  Board  requests  that  you  send 
your  “Log  of  Continuing  Medical  Education  Activities”  to  the 
Board  as  soon  as  you  complete  the  150  hours  of  CME  required 
for  reregistration  of  your  medical  license,  January  1,  1980. 


OSMA  Sponsoring  Four 
Fall  Regional  Programs 

The  Department  of  Continuing  Medical  Education 
of  the  OSMA  will  offer  four  regional  education  programs 
this  fall.  Entitled  “Management  of  the  Acutely  111  Pa- 
tient,” the  course  content  is  designed  for  physicians  in- 
volved in  primary  care  of  the  acutely  ill. 

The  nine-member  faculty  will  discuss  a number  of 
topics  during  the  day,  including  “Resuscitation  From 
Coma  Due  to  Head  Injury,”  “Emergency  Management  of 
Diabetic  Comas,”  and0“Current  Concepts  in  Treatment 
of  Acute  Respiratory  Distress  Syndrome.” 

The  program,  accredited  for  six  hours  of  Category 
I,  will  occur  in  the  following  locations: 

*Dayton — September  8 
*Perrysburg — ■ September  9 
*Akron — September  15 
* Athens — September  16 

For  further  information,  contact  the  OSMA  Depart- 
ment of  Continuing  Medical  Education,  600  South  High 
Street,  Columbus,  Ohio  43215,  telephone:  614/288-6971. 
The  $60  registration  fee  includes  lunch. 

August  1979 

29TH  ANNUAL  SCIENTIFIC  ASSEMBLY:  August  10-12 ; 
Stouffer’s  Cincinnati  Towers;  sponsor:  Ohio  Academy  of  Family 
Physicians;  13  credit  hours;  no  fee;  contact:  Mrs.  Florence 

Landis,  Ohio  Academy  of  Family  Physicians,  4075  North  High 
Street,  Columbus  43214,  phone:  614/267-7867. 


September  1979 

HEAD  AND  NECK  CANCER—  PRINCIPLES  OF  RE- 
CONSTRUCTION: September  6-8;  University  of  Cincinnati 
College  of  Medicine;  sponsor:  Dept,  of  Otolaryngology,  Univ.  of 
Cincinnati  Medical  Center  and  American  Cancer  Society,  Ohio 
Division;  21  credit  hours;  fee:  $275,  $100  for  residents;  contact: 
David  J.  Quenelle,  M.D.,  University  of  Cincinnati  Medical 
Center,  231  Bethesda  Avenue,  Cincinnati  45267,  phone:  513/ 
872-4153. 


DERMATOPATHOLOGY  SELF-ASSESSMENT  EXAM: 

September  8;  Cleveland  Clinic;  sponsor:  Cleveland  Clinic  Edu- 
cational Foundation;  6 credit  hours;  fee:  $75,  $40  for  students 
or  physicians-in-training;  contact:  Director  of  CME,  Cleveland 
Clinic  Educational  Foundation,  9500  Euclid  Avenue,  Cleveland 
44106,  phone:  216/444-5696. 


CLINICAL  APPLICATIONS  OF  ECG,  BRAIN  STEM, 
MIDDLE  AND  CORTICAL  RESPONSES  OF  THE  AUDI- 
TORY SYSTEM:  September  10-11;  Cleveland  Clinic;  sponsor: 
Cleveland  Clinic  Educational  Foundation;  12  credit  hours;  fee: 
$200,  $100  for  students  or  physicians-in-training;  contact:  Direc- 
tor of  CME,  Cleveland  Clinic  Educational  Foundation,  9500 
Euclid  Avenue,  Cleveland  44106,  phone:  216/444-5696. 


COMPREHENSIVE  HEALTH—  THE  PRIMARY  PHY- 
SICIAN’S LEADERSHIP  ROLE:  September  19;  Sheraton  Day- 
ton  Downtown;  sponsor:  Wright  State  Univ.  School  of  Medicine, 
Dept,  of  Family  Practice;  8 credit  hours;  fee:  $40  for  Wright 
State  faculty,  $55  for  others;  contact:  Ms.  Arlene  Polster,  Wright 
State  University,  P.O.  Box  927,  Dayton,  45401,  phone:  513/ 
372-7140. 


SELECTED  SUBJECTS  IN  CANCER  SURGERY:  Sep- 
tember 26;  Sheraton  Dayton  Downtown;  sponsor:  Depts.  of 
Surgery,  Family  Practice  and  Internal  Medicine,  Wright  State 
University  School  of  Medicine;  7 credit  hours;  fee:  $40  for 
Wright  State  faculty,  $55  for  others;  contact:  Ms.  Arlene  Polster, 
Wright  State  University,  P.O.  Box  927,  Dayton  45401,  phone: 
513/372-7140. 


October  1979 

1979-1980  CORE  CONTENT  REVIEW  OF  FAMILY 
MEDICINE:  October  1979  -May  1980  (monthly  correspondence 
course)  ; sponsor:  Ohio  Academy  of  Family  Physicians,  cospon- 
sor: Connecticut  Academy  of  Family  Physicians;  32  credit  hours; 
fees  vary;  contact:  Mrs.  Florence  I.  Landis,  Ohio  Academy  of 
Family  Physicians,  4075  North  High  St.,  Columbus  43214, 
phone:  614/267-7867. 
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Conference  on  Medical  Games 
and  Sportsmedicine  in  August 

The  first  United  States  Medical  Games  and  Sports- 
medicine  Conference  is  scheduled  for  August  19-25,  1979 
at  the  University  of  Southern  California,  Los  Angeles. 
Nineteen  sports  classics,  designed  for  physicians  who  prac- 
tice sportsmedicine  or  are  amateur  athletes,  will  be  held 
during  this  conference  sponsored  by  the  publication  en- 
titled The  Physician  and  Sportsmedicine.  In  addition  to 
golf,  tennis,  and  track  and  field  events,  four  mornings  of 
this  one-week  event  will  be  devoted  to  group  sessions  on 
sportsmedicine  topics.  Among  the  guest  speakers,  is 
ROBERT  MURPHY,  M.D.,  Columbus,  head  team  phy- 
sician for  The  Ohio  State  University  and  an  authority  on 
the  care  of  football  injuries. 

For  more  information  regarding  this  event,  contact 
McGraw-Hill  Conference  and  Exposition  Center,  1221 
Avenue  of  the  Americas,  New  York,  New  York  10020, 
telephone:  212/977-3610. 


Membership  in  the  American  Physician’s  Art  Asso- 
ciation is  open  to  all  physicians,  and  Southern  Medical 
Association  membership  is  not  required  to  exhibit.  Inter- 
ested physicians  should  contact  Milton  S.  Good,  M.D., 
Treasurer,  APAA,  610  Highlawn  Avenue,  Elizabethtown. 
Pennsylvania  17022. 

Report  on  Health  in  1976 

The  Department  of  Health,  Education  and  Welfare 
has  released  its  annual  report  on  the  nation’s  health.  The 
figures  for  1976  indicate  that  the  death  rate  for  coro- 
nary heart  disease  fell  nearly  28%  between  1968  and 
1976.  Life  expectancy  for  a person  born  in  1976  is  72.8 
years,  compared  to  72.5  a year  earlier;  and  infant  mor- 
tality in  1976  was  15.2  per  1,000  live  births  compared  to 
16.1  in  1975.  For  people  under  age  45  years,  the  cancer 
death  rate'dropped  from  21.8  per  100,000  in  1950  to  14.7 
in  1976.  This  report  was  compiled  by  the  National  Center 
for  Health  Statistics  and  the  National  Center  for  Health 
Services  Research. 


PICO  Expands  Coverage 

The  Physicians  Insurance  Company  of  Ohio  (PICO) 
has  expanded  its  coverage  limits  for  eligible  physicians. 
Physicians  may  now  obtain  up  to  $2  million  of  excess 
coverage  over  primary  limits  of  $200,000/$600,000  and 
$1  million  excess.  The  expansion  of  coverage  limits  is  a 
result  of  interest  expressed  by  a number  of  PICO  policy- 
holders. Physicians  selecting  the  additional  coverage  will 
be  issued  a separate  policy. 

National  Art  Exhibit  for 
Physicians  in  Las  Vegas 

Now  in  its  42nd  year,  the  American  Physician’s  Art 
Association  (APAA)  offers  medical  professionals  a na- 
tional exhibit  in  which  to  display  their  artistic  talents.  All 
physicians  who  work  in  the  fields  of  painting,  sculpture, 
photography,  graphic  arts,  design,  and  creative  crafts  are 
encouraged  to  join  the  APAA  in  order  to  submit  entries 
for  the  exhibit  to  be  held  in  conjunction  with  the  South- 
ern Medical  Association  meeting,  November  4-7  in 
Las  Vegas. 

During  the  art  exhibit,  qualified  judges  will  award 
prizes  in  the  following  categories:  oil  and  acrylics  (classi- 
cal and  modern),  water  color,  sculpture,  arts  and  crafts, 
photography,  and  graphics.  Each  category  has  first,  sec- 
ond, and  third  prizes;  and  additionally,  special  masters 
awards,  honorable  mention,  and  best  of  show  are  to  be 
presented.  There  is  consideration  for  advanced  and  be- 
ginning artists. 


AMA  to  Sponsor  Congress 
on  Occupational  Health 

During  October  24-26,  1979,  the  39th  annual  Ameri- 
can Medical  Association  Congress  on  Occupational 
Health  will  occur  in  Chapel  Hill,  North  Carolina.  Co- 
sponsored by  the  National  Institute  for  Occupational 
Safety  and  Health  and  hosted  by  the  University  of  North 
Carolina,  the  conference  is  open  to  all  health  professionals 
and  will  be  of  particular  interest  to  part-time  occupational 
physicians.  The  conference  provides  up  to  12  hours  of 
Category  I credit  toward  the  AMA  Physician’s  Recogni- 
tion Award.  The  registration  fee  is  $60  for  physicians  and 
$40  for  allied  health  professionals.  For  more  information, 
contact  the  Department  of  Environmental,  Public  and 
Occupational  Health,  AMA  Headquarters,  535  N.  Dear- 
born Street,  Chicago,  Illinois  60610. 

AMA  Issues  New  Publication 

The  American  Medical  Association  has  distributed  a 
booklet  entitled  “Physician  Fee  and  Cost  Indicators.”  This 
publication  provides  a step-by-step  method  to  assist  indi- 
vidual physicians  in  managing  their  practices  more  effi- 
ciently and  to  restrain  fee  increases.  A dual  system — the 
Physician’s  Fee  Index  and  the  Physician’s  Cost  Index — 
are  used  to  measure  the  rate  of  fee  increases  against  other 
economic  gauges  and  the  rate  of  increase  in  direct  and 
overhead  expenses.  Copies  of  the  booklet  are  available 
from  the  AMA  Order  Department,  P.O.  Box  821,  Mon- 
roe, Wisconsin  53566. 


452  / The  Ohio  State  Medical  Journal 


^association  Obituaries 


LOUIS  PAUL  CASSADY,  M.D.,  East  Fultonham, 
The  Ohio  State  University  College  of  Medicine,  1934; 
age  70;  died  May  5;  member  OSMA  and  AMA. 

ROLLIN  R.  DURANT,  M.D.,  Columbus,  The  Ohio 
State  University  College  of  Medicine,  1932;  age  84;  died 
May  19;  member  OSMA  and  AMA. 

ROGER  C.  HENDERSON,  M.D.,  Xenia,  Univer- 
sity of  Chicago  Pritzker  School  of  Medicine,  Chicago, 
1934;  age  73;  died  April  28;  member  OSMA  and  AMA. 

ETHEL  M.  HITE,  M.D.,  Toledo,  Eclectic  Medical 
College,  Cincinnati,  1920;  age  93;  died  April  24;  mem- 
ber OSMA  and  AMA. 

SABINE  M.  HOLIN,  M.D.,  Cleveland,  Medizinische 
Fakultat  der  Universitat,  Wien,  Wien,  Germany,  1938; 
age  65;  died  April  20;  member  OSMA  and  AMA. 


JOSEPH  C.  LaVALLEE,  M.D.,  Cincinnati,  State 
University  of  New  York  College  of  Medicine,  Brooklyn, 
1926;  age  84;  died  May  20;  member  OSMA  and  AMA. 

S.  GREGORY  MICELI,  M.D.,  Cincinnati,  Univer- 
sity of  Cincinnati  College  of  Medicine,  Cincinnati,  1945; 
age  64;  died  May  2;  member  OSMA  and  AMA. 

CARTER  LEE  PITCHER,  M.D.,  Portsmouth, 
Northwestern  University  Medical  School,  Chicago,  1932; 
age  75;  died  April  23;  member  OSMA  and  AMA. 

F.  MICHAEL  SHEEHAN,  M.D.,  Ravenna,  Univer- 
sity of  Michigan  Medical  School,  Ann  Arbor,  1955;  age 
53;  died  April  29;  member  OSMA  and  AMA. 

WILLIAM  T.  WILKINS,  M.D.,  Piqua,  Harvard 
Medical  School,  Boston,  1923;  age  82;  died  April  12; 
member  OSMA  and  AMA. 
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DESCRIPTION:  Methyltestosterone  is  1 7/f-Hydroxy- 
17-Methylandrost-4-en-3-one.  ACTIONS:  Methyltesto- 
sterone  is  an  oil  soluble  androgenic  hormone. 
INDICATIONS:  In  the  male:  1.  Eunuchoidism  and 
eunichism.  2.  Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency.  3.  Impotence  due  to 
androgenic  deficiency.  4.  Post-puberal  cryptochidism 
with  evidence  of  hypogonadism  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone.  These  changes 
appear  to  be  related  to  dosage  of  the  drug.  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued.  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease.  In  treating  males  for  symptoms  of  climacteric, 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  If  priapism  or  other  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume.  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking 
androgens.  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued.  ADVERSE 


REACTIONS:  Cholestatic  jaundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma. 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia. 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements.  Daily  requirements  are  best  administered 
in  divided  doses.  The  following  is  suggested  as  an 
average  daily  dosage  guide.  In  the  male:  Eunuchoidism 
and  eunuchism,  lOto  40  mg.;  Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  REFERENCE:  R.  B. 
Greenblatt,  M.D.;  R.  Witherington,:  M.D.;  I.  B.  Sipahioglu, 
M.D  Hormones  for  Improved  Sexuality  in  the  Male 
and  the  Female  Climacteric.  Drug  Therapy,  Sept.  1976 
SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60.  250.  Rx  only. 
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Methyltestosterone  U.S.P  Tablets 

A well  absorbed  oral  androgen. 


Additional  indications:  Replacement  therapy.  When  androgen  deficiency  is  the  cause  of: 
male  climacteric /eunuchoidism,  eunuchism /post-puberal  cryptorchidism. 


Write  for  new  double-blind  study  reprints  and  samples. 
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Proceedings  of  the  OSMA  House  of  Delegates 
Assembled  at  the  1979  Annual  Meeting 

Minutes  of  the  First  Session 


The  first  session  of  the  House  of  Delegates  of  the 
Ohio  State  Medical  Association  was  convened  at  7 PM, 
Sunday,  May  13,  1979,  at  the  Sheraton-Columbus  Motor 
Inn,  Columbus,  with  President  John  J.  Gaughan  presid- 
ing. 

The  Invocation  was  offered  by  Father  Albert  Mac- 
Kenzie,  St.  Peter’s  Episcopal  Church,  Gallipolis. 

In  keeping  with  the  theme  of  the  meeting  “Commu- 
nications: The  Vital  Link,”  a slide  presentation  was 
shown  depicting  the  many  facets  of  communications. 

Dr.  Gaughan  introduced  James  L.  Golden,  Ph.D., 
Director  of  Communications,  The  Ohio  State  University, 
the  parliamentarian  retained  in  accordance  with  Reso- 
lution No.  1-76. 

Dr.  Paul  S.  Metzger,  Columbus,  President  of  the 
Academy  of  Medicine  of  Columbus  and  Franklin  County, 
welcomed  the  delegates  and  guests  to  Columbus. 

REPORT  ON  DELEGATES  PRESENT 

Dr.  Robert  S.  Heidt,  Cincinnati,  Chairman  of  the 
Credentials  Committee,  reported  that  out  of  180  delegates 
eligible  to  vote,  161  were  seated.  A number  of  alternate 
delegates,  guests,  officers  of  county  medical  societies,  and 
executive  secretaries  were  in  attendance. 

1978  MINUTES  APPROVED 

The  minutes  of  the  1978  sessions  of  the  House  of 
Delegates,  as  published  in  the  July  1978  issue  of  The 
Ohio  State  Medical  journal,  were  approved  by  official 
action. 

INTRODUCTION  OF  AMA  BOARD 
OF  TRUSTEES’  MEMBER 

Dr.  Gaughan  then  introduced  Dr.  Robert  B.  Hunter, 
Sedro  Woolley,  Washington,  Chairman  of  the  Board  of 
Trustees  of  the  American  Medical  Association.  Dr. 
Hunter  spoke  on  AMA  activities,  programs,  and  successes. 

INTRODUCTION  OF  OUT-OF-STATE  GUESTS 

Dr.  Gaughan  introduced  Dr.  Harold  L.  Bushey, 
Barbourville,  Kentucky,  Chairman,  Board  of  Trustees, 
Kentucky  Medical  Association,  and  Dr.  Robert  D.  Hess, 


Clarksburg,  West  Virginia,  President,  West  Virginia  State 
Medical  Association. 

INTRODUCTION  OF  REPRESENTATIVES 
OF  ALLIED  ORGANIZATIONS 

Dr.  Gaughan  introduced  the  following  representa- 
tives of  allied  organizations:  David  B.  Pearson,  D.D.S., 
President,  Ohio  Dental  Association;  Dr.  Gertrude  Torres, 
President,  Ohio  Nurses  Association;  Dr.  LeRoy  D.  Beltz, 
President,  Ohio  State  Pharmaceutical  Association;  Ron- 
ald Fuller,  D.V.M.,  President,  Ohio  Veterinary  Medical 
Association;  Glen  F.  Aukerman,  M.D.,  President,  Ohio 
Academy  of  Family  Physicians;  Mrs.  Emil  Barrows,  Presi- 
dent, and  Mrs.  Joel  E.  Kaye,  President-Elect,  Ohio  State 
Medical  Association  Auxiliary;  and  Ms.  Ellen  Young, 
President-Elect,  Ohio  State  Medical  Assistants. 

AMERICAN  MEDICAL  STUDENT 
ASSOCIATION  REPRESENTATIVE 

Dr.  Gaughan  then  introduced  a representative  from 
the  Ohio  Chapter  of  the  American  Medical  Student  Asso- 
ciation, Jeffrey  D.  Ries,  The  Ohio  State  University  Col- 
lege of  Medicine. 

INTRODUCTION  OF  OSMA  PAST  PRESIDENTS 

The  following  past  presidents  of  the  Association  were 
introduced:  Dr.  Carl  A.  Lincke,  Carrollton;  Dr.  H.  M. 
Clodfelter,  Columbus;  Dr.  Richard  L.  Meiling,  Colum- 
bus; Dr.  Frank  H.  Mayfield,  Cincinnati;  Dr.  George  W. 
Petznick,  Cleveland;  Dr.  Robert  E.  Tschantz,  Canton; 
Dr.  Robert  E.  Howard,  Cincinnati;  Dr.  Robert  N.  Smith, 
Toledo;  Dr.  Richard  L.  Fulton,  Columbus;  Dr.  P.  John 
Robechek,  Cleveland;  Dr.  William  R.  Schultz,  Wooster; 
Dr.  Oscar  W.  Clarke,  Gallipolis;  Dr.  James  L.  Henry, 
Grove  City;  Dr.  George  N.  Bates,  Toledo;  and  Dr.  Wil- 
liam M.  Wells,  Newark. 

INTRODUCTION  OF  PAST  MEMBERS 
OF  THE  OSMA  COUNCIL 

Dr.  Gaughan  then  introduced  former  members  of  the 
Council:  Dr.  Philip  B.  Hardymon,  Columbus;  Dr.  J.  P. 
McAfee,  Portsmouth;  Dr.  Paul  F.  Orr,  Perrysburg;  Dr. 
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Robert  E.  Rinderknecht,  Dover;  Dr.  George  J.  Schroer, 
Ft.  Loramie;  and  Dr.  James  G.  Tye,  Dayton. 

OTHER  GUESTS  INTRODUCED 

Dr.  Gaughan  introduced  the  following:  Dr.  John  H. 
Ackerman,  Columbus,  Director,  Ohio  Department  of 
Health;  James  E.  Pohlman,  Esq.,  Columbus,  OSMA 
Legal  Counsel;  and  Mr.  Oren  “Bud”  Wright,  Chicago, 
Director,  Department  of  Federation  Communications  of 
the  AMA. 

He  also  introduced  Dr.  John  H.  Budd,  Cleveland, 
Immediate  Past  President  of  the  AMA. 

PICO  REPORT 

Dr.  Gaughan  then  introduced  Dr.  George  N.  Bates, 
Toledo,  Chairman,  Board  of  Trustees,  Physicians  Insur- 
ance Company  of  Ohio.  Dr.  Bates  gave  a report  on  the 
current  status  of  the  company.  Material  had  been  dis- 
tributed to  the  delegates  giving  complete  details  of  the 
Company’s  progress. 

Dr.  Bushey,  Chairman  of  the  Board  of  Trustees, 
Kentucky  Medical  Association,  then  addressed  the  House, 
thanking  PICO  and  OSMA  for  the  help  received  in  orga- 
nizing the  Kentucky  Physicians  Insurance  Company. 

Dr.  Hess,  President,  West  Virginia  State  Medical 
Association,  thanked  the  House  for  its  hospitality  and 
extended  an  invitation  to  the  West  Virginia  Annual 
Meeting  at  the  Greenbrier,  White  Sulphur  Springs,  West 
Virginia. 

REPORT  OF  OSMA  AUXILIARY  PRESIDENT 

Mrs.  Emil  Barrows,  Cincinnati,  President  of  the 
Ohio  State  Medical  Association  Auxiliary,  was  escorted  to 
the  podium  by  Dr.  Frank  H.  Mayfield.  She  addressed  the 
House  of  Delegates  on  the  extension  of  the  role  of  medical 
spouses. 

AMA-ERF  CHECKS  PRESENTED 

Dr.  Philip  B.  Hardymon,  Columbus,  Chairman  of 
Ohio’s  Committee  for  the  American  Medical  Association’s 
Education  and  Research  Foundation  (AMA-ERF)  made 
the  presentation  of  the  AMA-ERF  checks  as  follows: 

• To  Dr.  Frederick  Suppes  of  the  Alumni  Associa- 
tion, Case  Western  Reserve  University  School  of  Medi- 
cine, Cleveland:  $11,559. 

• To  Dr.  Henry  G.  Cramblett,  Dean,  The  Ohio  State 
University  College  of  Medicine,  Columbus:  $25,064.07. 

• To  Dr.  Richard  D.  Ruppert,  President,  Medical 
College  of  Ohio  at  Toledo,  Toledo:  $7,274.67. 

• To  Dr.  Robert  S.  Daniels,  Dean,  University  of 
Cincinnati  College  of  Medicine,  Cincinnati:  $20,580.31. 

• To  Dr.  Robert  E.  Tschantz,  Board  of  Trustees, 
Northeastern  Ohio  LTniversities  College  of  Medicine, 
Kent:  $6,636.95. 

• To  Dr.  Robert  E.  Jewett,  Senior  Associate  Dean 


and  Associate  Dean  for  Academic  Affairs,  Wright  State 
University  School  of  Medicine,  Dayton:  $7,048.71. 

It  was  announced  that  these  contributions  totalled 
$78,163.71.  Dr.  Gaughan  expressed  thanks  on  behalf  of 
the  Association  to  Dr.  Hardymon  and  to  the  OSMA 
Auxiliary  for  its  usual  hard  work  in  making  this  campaign 
a success. 

MEDICAL  MUTUAL  HONOR  AWARD 

Dr.  Donavin  A.  Baumgartner,  Jr.,  escorted  Dr.  P. 
John  Robechek,  Cleveland,  and  Mr.  Ed  Lechner,  Chair- 
man and  President,  Medical  Mutual  of  Cleveland,  Inc., 
to  the  podium.  Mr.  Lechner  presented  to  Dr.  Robechek 
the  Medical  Mutual  of  Cleveland  Honor  Award.  Dr. 
Robechek  addressed  the  Flouse  and  expressed  his  appre- 
ciation. 

DISTINGUISHED  SERVICE  CITATION 

Dr.  H.  Judson  Reamy  escorted  Dr.  Carl  A.  Lincke, 
Carrollton,  to  the  microphone,  and  it  was  announced  that 
Dr.  Lincke  was  the  recipient  of  the  1979  Distinguished 
Service  Citation.  Dr.  Gaughan  then  read  the  Citation, 
and  Dr.  Lincke  addressed  the  House  and  expressed  his 
thanks. 

QUARTER-CENTURY  AWARD 

Dr.  J.  Hutchison  Williams  escorted  Dr.  Anthony 
Ruppersberg,  Jr.,  Columbus,  to  the  microphone  to  receive 
an  award  in  recognition  of  a quarter  of  a century  of 
service  to  the  OSMA  as  the  first  and  only  chairman  of  the 
Maternal  and  Neonatal  Health  Committee.  Dr.  Ruppers- 
berg addressed  the  House  expressing  his  thanks. 

CERTIFICATES  OF  APPRECIATION 

Dr.  William  M.  Wells,  Newark;  Dr.  Theodore  J. 
Castele,  Cleveland;  Dr.  Richard  E.  Hartle,  Lancaster; 
and  Dr.  C.  Edward  Pichette,  Youngstown,  received 
plaques  in  appreciation  of  their  service  to  the  Association 
as  retiring  members  of  the  Council. 

The  retiring  AMA  Delegation  members  honored  and 
receiving  plaques  were:  Dr.  Harry  K.  Hines,  Cincinnati 
(Delegate)  ; Dr.  P.  John  Robechek,  Cleveland  (Chair- 
man) ; and  Dr.  Thomas  E.  Fox,  Mason  (Alternate). 

OSMA  EXECUTIVE  DIRECTOR  HONORED 

Dr.  Gaughan  presented  a gift  to  the  Executive  Direc- 
tor in  honor  of  his  recent  service  as  Vice  President  of  the 
American  Society  of  Association  Executives  and  as  Presi- 
dent-Elect of  the  American  Association  of  Medical  Society 
Executives.  Mr.  Page  expressed  his  thanks. 

REFERENCE  COMMITTEES  APPOINTED 

The  following  House  of  Delegates  Reference  Com- 
mittee chairmen  were  appointed  and  introduced  by  the 
President : 

Credentials  of  Delegates  — Dr.  Robert  S.  Heidt, 
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Hamilton  County;  Tellers  and  Judges  of  Election  ■ — Dr. 
James  B.  Daley,  Cuyahoga  County;  President’s  Address  — 
Dr.  Thomas  J.  O’Grady,  Lucas  County;  Resolutions  Com- 
mittee No.  1 — Dr.  Homer  A.  Anderson,  Franklin 
County;  Resolutions  Committee  No.  2 — Dr.  Leonard  K. 
Smith,  Hardin  County;  Resolutions  Committee  No.  3 — 
Dr.  Robert  J.  White,  Cuyahoga  County. 

ELECTION  OF  COMMITTEE 
ON  NOMINATIONS 

The  House  of  Delegates  nominated  and  elected  the 
following  persons,  one  from  each  district,  for  the  Com- 
mittee on  Nominations:  First  District  — Dr.  Carl  A. 
Minning,  Clermont  County;  Second  District  — Dr.  Isador 
Miller,  Champaign  County;  Third  District  — Dr.  Joseph 
M.  Oppenheim,  Allen  County;  Fourth  District  — Dr. 
Roland  A.  Gandy,  Jr.,  Lucas  County;  Fifth  District  • — 
Dr.  John  A.  Bukovnik,  Lake  County;  Sixth  District  — Dr. 
Raymond  J.  McMahon,  Jr.,  Stark  County;  Seventh  Dis- 
trict ■ — - Dr.  Carl  A.  Lincke,  Carroll  County;  Eighth  Dis- 
trict — Dr.  John  P.  Anderson,  Jr.,  Licking  County;  Ninth 
District  — Dr.  Richard  Villarreal,  Scioto  County;  Tenth 
District  — Dr.  Joseph  A.  Bonta,  Franklin  County;  Elev- 
enth District  — - Dr.  Harold  F.  Mills,  Richland  County  ; 
and  Twelfth  District  — Dr.  Fred  F.  Somma,  Summit 
County. 

Dr.  Gaughan  then  announced  that  under  the  system 
of  rotation  approved  by  the  House  of  Delegates  in  1963, 
the  chairman  of  the  Committee  this  year  would  be  the 
delegate  from  the  Sixth  District,  Dr.  Raymond  J.  Mc- 
Mahon, Jr.,  Stark  County. 


Minutes  of  the  Second  Session 


The  final  business  session  of  the  House  of  Delegates 
convened  at  3:30  PM,  Wednesday,  May  16,  at  the 
Sheraton-Columbus  Hotel,  Columbus. 

The  House  conveyed  best  wishes  to  Charles  W.  Edgar 
of  the  OSMA  staff,  who  is  convalescing  from  gallbladder 
surgery. 

The  House  applauded  Gail  Dodson  and  Dave  Tor- 
rens, Director  and  Assistant  Director  of  the  OSMA  De- 
partment of  Continuing  Medical  Education,  for  their 
excellent  performance  in  arranging  the  1979  Annual 
Meeting  and  complimented  Chairman  Jerry  L.  Hammon, 
M.D.,  of  the  Committee  on  Scientific  Work. 

PRESENTATION  OF  PHOTOGRAPHIC  AWARDS 

The  1979  Ohio  State  Medical  Journal  Photographic 
Exhibit  awards  were  presented  by  Dr.  Richard  L.  Meiling, 
Consulting  Medical  Editor  of  The  Journal,  and  Dr. 


INTRODUCTION  OF  RESOLUTIONS 

Dr.  Gaughan  said  that  inasmuch  as  the  resolutions 
had  been  printed  and  distributed  prior  to  the  meeting 
and  the  assignment  of  resolutions  to  the  Resolutions  Com- 
mittees had  also  been  presented  in  writing,  the  necessity 
to  introduce  them  one  by  one  would,  without  objection,  be 
waived.  No  objection  was  voiced  by  the  House. 

Dr.  Manley  Ford,  Delegate,  Summit  County,  asked 
that  Resolution  No.  16-79,  entitled  “One  Man,  One 
Vote,”  be  withdrawn.  Since  there  was  no  objection,  Reso- 
lution No.  16-79  was  withdrawn. 

COMMITTEE  ON  EMERGENCY 
RESOLUTIONS  REPORT 

The  Committee  on  Emergency  Resolutions,  consist- 
ing of  the  chairmen  of  the  three  resolutions  committees, 
met  earlier  on  May  13  to  consider  one  emergency  reso- 
lution, submitted  by  the  First  Councilor  District,  and 
regarding  PICO.  Dr.  Homer  A.  Anderson,  Chairman, 
advised  that  the  Committee  did  not  accept  this  resolution. 

PRESIDENT  S ADDRESS 

Mr.  Page  then  introduced  President  John  J.  Gau- 
ghan, Cleveland,  who  delivered  his  Presidential  Address. 

Dr.  Gaughan  received  a standing  ovation. 

HOUSE  RECESSED 

After  several  announcements  regarding  meeting  times 
and  places  and  highlights  of  the  1979  Annual  Meeting, 
the  House  recessed  until  the  final  session,  3:30  PM, 
Wednesday,  May  16. 


George  W.  Waylonis,  Columbus,  Chairman  of  the  Exhibit, 
to  the  following  individuals: 

Best  in  Show — Dr.  Robert  L.  Willard,  Bucyrus, 
“December.” 

Outstanding  Entries — Dr.  Patricia  A.  Foust,  Bolivar, 
“Midnight  Sun  in  the  Arctic”;  Dr.  Earl  R.  Haynes, 
Zanesville,  “Children  of  Mykonos”;  Mrs.  Gotholds  Kal- 
nins,  Bucyrus,  “Morning  Tranquility”;  Dr.  Richard  V. 
Schneider,  Toledo,  “From  Here  to  Nowhere”;  Dr.  George 
W.  Waylonis,  Columbus,  “Duke  of  Gloucester  Street — - 
Williamsburg”;  Dr.  J.  Hutchison  Williams,  Columbus, 
“Dusk”  (The  photograph  appears  as  the  cover  of  this 
issue.)  ; and  Dr.  T.  R.  Yanes,  Fairfield,  “Feathers  Fes- 
tival.” 

REPORT  OF  CREDENTIALS  COMMITTEE 

Dr.  Robert  S.  Heidt,  Cincinnati,  Chairman  of  the 
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Committee  on  Credentials,  reported  that  out  of  180 
delegates  eligible  to  vote,  165  were  seated. 

ELECTION  OF  PRESIDENT-ELECT 

Dr.  Gaughan  called  for  nominations  for  the  office 
of  President-Elect. 

Dr.  William  M.  Wells,  Newark,  placed  in  nomination 
Dr.  Robert  G.  Thomas,  Elyria,  Lorain  County.  The  nomi- 
nation was  seconded  by  Dr.  S.  Baird  Pfahl,  Jr.,  Sandusky. 
There  being  no  other  nominations  from  the  floor,  Dr. 
Thomas  was  elected  unanimously  and  received  the  con- 
gratulations of  President  Gaughan. 

REPORT  OF  NOMINATING  COMMITTEE 

Dr.  Raymond  J.  McMahon,  Jr.,  Delegate,  Stark 
County,  Chairman  of  the  Nominating  Committee,  pre- 
sented the  report  of  the  Committee  on  Nominations,  as 
follows: 

Secretary-Treasurer 

The  Committee  on  Nominations  presented  the  names  of 
two  candidates  for  Secretary-Treasurer:  Dr.  David  A.  Barr, 

Lima,  Allen  County,  and  Dr.  C.  Edward  Pichette,  Youngstown, 
Mahoning  County.  The  nominations  were  seconded  and  a ballot 
taken.  Dr.  David  A.  Barr  was  elected  Secretary-Treasurer  for  a 
term  of  three  years,  1979-1982. 

Councilor 

Second  District:  As  Councilor  of  the  Second  District  to 
succeed  himself,  the  Committee  placed  in  nomination  Dr.  W.  J. 
Lewis,  Dayton.  The  nomination  being  duly  seconded  and  there 
being  no  further  nominations  from  the  floor,  by  official  action 
the  nominations  were  closed  and  Dr.  Lewis  was  declared 
reelected  Councilor  of  the  Second  District  for  a term  of  two 
years,  1979-1981. 

Fourth  District:  As  Councilor  of  the  Fourth  District  to 
succeed  himself,  the  Committee  placed  in  nomination  Dr.  C. 
Douglass  Ford,  Toledo.  The  nomination  being  duly  seconded 
and  their  being  no  further  nominations  from  the  floor,  by  official 
action  the  nominations  were  closed  and  Dr.  Ford  was  declared 
reelected  Councilor  of  the  Fourth  District  for  a term  of  two 
years,  1979-1981. 

Sixth  District:  As  Councilor  of  the  Sixth  District  to  succeed 
Dr.  C.  Edward  Pichette,  Youngstown,  the  Committee  placed  in 
nomination  Dr.  Joseph  P.  Yut,  Canton.  The  nomination  being 
duly  seconded  and  there  being  no  further  nominations  from  the 
floor,  by  official  action  the  nominations  were  closed  and  Dr.  Yut 
was  declared  elected  Councilor  of  the  Sixth  District  for  a term 
of  two  years,  1979-1981. 

Eighth  District:  As  Councilor  of  the  Eighth  District  to 
succeed  Dr.  Richard  E.  Hartle,  Lancaster,  the  Committee  placed 
in  nomination  Dr.  Carl  E.  Spragg,  New  Concord.  The  nomination 
being  duly  seconded  and  there  being  no  further  nominations  from 
the  floor,  by  official  action  the  nominations  were  closed  and  Dr. 
Spragg  was  declared  elected  Councilor  of  the  Eighth  District  for 
a term  of  two  years,  1979-1981. 

Tenth  District:  As  Councilor  of  the  Tenth  District  to  suc- 
ceed himself,  the  Committee  placed  in  nomination  Dr.  J.  Hutchi- 
son Williams,  Columbus.  The  nomination  being  duly  seconded 
and  there  being  no  further  nominations  from  the  floor,  by  official 
action  the  nominations  were  closed  and  Dr.  Williams  was  de- 
clared reelected  Councilor  of  the  Tenth  District  for  a term  of 
two  years,  1979-1981. 


Twelfth  District:  As  Councilor  of  the  Twelfth  District  to 
succeed  himself,  the  Committee  placed  in  nomination  Dr.  William 
Dorner,  Jr.,  Akron.  The  nomination  being  duly  seconded  and 
there  being  no  further  nominations  from  the  floor,  by  official 
action  the  nominations  were  closed  and  Dr.  Dorner  was  declared 
reelected  Councilor  of  the  Twelfth  District  for  a term  of  two 
years,  1979-1981. 

Fifth  District:  As  Councilor  of  the  Fifth  District  to  fill  the 
unexpired  term  of  Dr.  Theodore  J.  Castele,  Cleveland,  the  Com- 
mittee placed  in  nomination  Dr.  Edward  G.  Kilroy,  Cleveland. 
The  nomination  being  duly  seconded  and  there  being  no  further 
nominations  from  the  floor,  by  official  action  the  nominations 
were  closed  and  Dr.  Kilroy  was  declared  elected  Councilor  of  the 
Fifth  District  for  a term  of  one  year,  1979-1980. 

AMA  Delegates 

Dr.  McMahon  then  presented  the  nominees  for  the  office  of 
Delegate  to  the  American  Medical  Association  for  a term  of  two 
years  beginning  January  1,  1980:  Doctors  John  E.  Albers,  Cin- 
cinnati; George  N.  Bates,  Toledo;  Oscar  W.  Clarke,  Gallipolis; 
John  J.  Gaughan,  Cleveland;  and  W.  J.  Lewis,  Dayton.  The 
nominations  were  duly  seconded,  there  were  no  further  nomina- 
tions from  the  floor,  and  it  was  moved  to  elect  the  slate  approved 
by  the  Nominating  Committee.  The  motion  was  adopted  unani- 
mously and  Doctors  Albers,  Bates,  Clarke,  Gaughan,  and  Lewis 
were  declared  elected. 

AMA  Alternates 

For  Alternate  Delegates  to  the  American  Medical  Associa- 
tion for  a term  of  two  years  beginning  January  1,  1980,  the 
Nominating  Committee  placed  in  nomination  the  names  of  Doc- 
tors Theodore  J.  Castele,  Cleveland;  William  Dorner,  Jr.,  Akron; 
C.  Douglass  Ford,  Toledo;  Richard  L.  Fulton,  Columbus; 
Edward  E.  Grable,  Canton;  and  Frederick  T.  Suppes,  Cleveland. 
The  nominations  were  duly  seconded  and  there  were  no  further 
nominations  from  the  floor.  A secret  ballot  was  taken;  and 
Doctors  Castele,  Dorner,  Ford,  Fulton,  and  Grable  were  declared 
elected. 

NOMINATING  GOMMITTEE 
REGOMMENDATION  APPROVED 

The  House  approved  a supplementary  recommenda- 
tion of  the  Nominating  Committee,  as  follows: 

During  the  course  of  the  hearings  of  the  Nominations  Com- 
mittee, it  became  apparent  that  the  Constitution  and  Bylaws  of 
OSMA  have  not  been  followed  strictly  in  regards  to  the  notifi- 
cation to  OSMA  prior  to  the  annual  meeting  of  candidates  for 
district  councilor.  It  is,  therefore,  the  recommendation  of  this 
Committee  that  the  staff  of  OSMA  notify  the  County  Societies 
and  Councilors  two  months  prior  to  the  annual  meeting  of  the 
following: 

1.  Vacancies  in  offices 

2.  Incumbents  and  their  eligibility 

3.  Time  and  method  of  filing  the  names  of  candidates 

It  is  further  recommended  that  the  staff  of  OSMA  present 
to  the  Councilors  at  the  caucuses  immediately  prior  to  the  open- 
ing session  of  the  House  of  Delegates  a list  of  any  deficiencies  in 
filing  for  various  candidates. 

COMMITTEE  ON  PRESIDENT'S  ADDRESS 

Dr.  Gaughan  then  called  for  the  report  of  the 
Reference  Committee  on  President’s  Address,  which  was 
presented  by  Dr.  Thomas  J.  O’Grady,  Lucas  County, 
Chairman  of  the  Committee.  The  report  read  as  follows: 

It  is  fitting  that  the  Presidential  Address  should  highlight 
patient  welfare  and  the  strengthening  of  the  doctor-patient  rela- 
tionship— not  merely  because  governmental  regulations  are 
forging  a wedge  between  physician  and  patient — but  more  espe- 


464  I The  Ohio  State  Medical  Journal 


cially  because  it  embraces  the  philosophy  of  Dr.  Gaughan’s  pro- 
fessional career  and  stewardship  of  the  Ohio  State  Medical 
Association.  At  a time  when  organized  medicine  is  increasingly 
embroiled  in  socioeconomic  and  political  activities,  it  is  timely, 
appropriate,  and  in  the  Hippocratic  tradition  that  he  should 
refocus  our  perspective  on  the  very  reason  for  our  existence — the 
patient! 

Although  it  periodically  became  “the  worst  of  times”  for  Dr. 
Gaughan,  it  was  consistently  “the  best  of  times”  for  the  members 
of  the  OSMA  to  have  his  tireless  and  steady  leadership  during 
the  negotiations  involving  Ohio  Medical  Indemnity  (OMI)  and 
Medical  Advances  Institute  (MAI).  Under  his  guidance,  the 
Attorney  General’s  lawsuit  against  OSMA  and  OMI  was  volun- 
tarily dismissed,  culminating  in  a legal  victory  which  put  a stop 
to  the  enormous  drain  on  our  financial  and  manpower  resources. 

The  unhappy  and  difficult  decision  to  withdraw  OSMA 
support  from  MAI  was  counterbalanced  by  the  bright  prospects 
of  the  Physicians  Insurance  Company  of  Ohio  (PICO),  which 
was  formed  to  meet  the  professional  liability  needs  of  Ohio  phy- 
sicians. It  is  fulfilling  that  mandate  by  the  House  of  Delegates 
with  such  fiscal  and  actuarial  success  that  questions  and  criticisms 
have  arisen  with  respect  to  the  Company’s  growth  and  develop- 
ment. Dr.  Gaughan  wisely  cautioned  the  membership  to  avoid 
any  precipitous  action  which  would  render  it  impotent. 

His  personal  commitment  to  breaking  down  communication 
barriers  between  physicians,  the  consumer  public,  and  govern- 
mental legislators  and  regulators  was  in  high  profile  during  his 
tenure.  District  meetings  were  held  throughout  the  state;  a spe- 
cial OSMA-AMA  meeting  with  county  medical  society  officers 
was  held  in  November;  legislative  bulletins  were  disseminated; 
letters  were  forwarded  to  the  membership  on  timely  matters;  the 
patient-oriented  newsletter  Synergy  continued  its  vigorous  expan- 
sion; a membership  survey  was  completed,  ascertaining  the  atti- 
tudes and  beliefs  of  the  majority  of  Ohio  physicians;  an  Ad  Hoc 
Committee  of  Deans  of  the  Ohio  Medical  Schools  was  convened; 
and  the  designated  theme  of  this  year’s  meeting  is  “Communica- 
tions,” emphasizing  its  importance  in  resolving  some  of  our  cur- 
rent dilemmas  within,  as  well  as  outside,  of  the  profession. 

No  presidential  year  closes  without  some  insight  into  the 
problems  forming  on  the  horizon.  Dr.  Gaughan  addresses  our 
attention  to  the  burgeoning  numbers  of  paraprofessionals  who 
would  practice  medicine  without  benefit  of  sufficient  learning  or 
supervision.  His  warning  was  coupled  with  the  charge  to  take  the 
necessary  steps  to  inform  the  public  and  the  legislators  that  a 
deterioration  in  the  quality  of  medical  care  is  inevitable  unless  the 
trend  is  reversed. 

The  man  who  would  conclude  the  remarks  of  his  Presiden- 
tial Address  with  an  Irish  blessing  for  those  who  assisted  him, 
certainly  needs  no  “John  the  Baptist”  paving  his  way  and  extoll- 
ing his  virtues.  His  competence,  energy,  verve,  and  humility 
speak  for  themselves.  On  behalf  of  the  House  of  Delegates,  Dr. 
Gaughan,  I would  like  to  call  forth  that  same  leprechaun’s 
blessing  upon  you  for  a job  extraordinarily  well  done. 

On  a motion  made  and  seconded,  the  House  of 
Delegates,  by  official  action,  approved  the  report  of  the 
Reference  Committee  on  President’s  Address. 

REPORT  OF  RESOLUTIONS  COMMITTEE 
NO.  1 

Dr.  Homer  A.  Anderson,  Franklin  County,  reported 
for  Resolutions  Committee  No.  1,  of  which  he  was  Chair- 
man. The  report  is  as  follows: 

Resolutions  Committee  No.  1 met  in  open  session  on  Mon- 
day, May  14,  1979,  and  heard  testimony  relating  to  the  12 
resolutions  which  were  assigned  to  this  Committee.  The  hearings 
were  very  well  attended,  and  the  Committee  wishes  to  thank  all 
individuals  who  presented  their  sincere  opinions  of  the  various 
resolutions. 


RESOLUTION  NO.  1-79 
Department  of  Legal  Medicine 

The  first  resolution  to  be  considered  is  Resolution  No.  1-79, 
which  deals  with  the  creation  of  an  OSMA  Department  of  Legal 
Medicine.  Because  no  one  appeared  to  testify  on  behalf  of  this 
resolution  and  there  was  no  fiscal  note  giving  the  estimated  cost 
for  the  implementation  of  the  resolution,  the  Committee  recom- 
mends that  Resolution  No.  1-79  be  NOT  adopted  and,  Mr. 
President,  I so  move. 

By  official  action,  the  House  voted  to  reject  Resolu- 
tion No.  1-79. 

RESOLUTION  NO.  2-79 
Legal  Defense  Fund 

Resolution  No.  2-79,  Legal  Defense  Fund,  asks  that  OSMA 
members  be  assessed  $25  yearly  to  fund  a legal  defense  fund. 
Again,  no  one  appeared  to  testify  on  behalf  of  the  resolution  and 
no  fiscal  note  was  given;  therefore,  the  Committee  recommends 
that  Resolution  No.  2-79  be  NOT  adopted  and,  Mr.  President, 
I so  move. 

By  official  action,  the  House  voted  to  reject  Resolu- 
tion No.  2-79. 

RESOLUTION  NO.  3-79 
Funds  for  Defense 

The  Committee  heard  an  extensive  amount  of  testimony 
regarding  this  resolution  and,  after  a reasonable  amount  of  dis- 
cussion, voted  to  recommend  the  following  substitute  resolution : 

Substitute  Resolution  No.  3-79 

WHEREAS,  Under  OSMA  Substitute  Resolution  No.  17-78,  it 
was  resolved  “That  the  President  appoint  an  Ad  Hoc  Legal 
Assistance  Committee  to  investigate  methods  of  providing 
legal  assistance  to  members  in  matters  and  litigation  involv- 
ing issues  of  common  interest  and  concern  to  the  member- 
ship giving  due  consideration  to  the  scope  of  such  legal 
assistance,  the  alternate  methods  for  delivering  such  legal 
assistance,  their  costs  and  methods  of  funding  and  the  effect, 
if  any,  of  such  legal  assistance  upon  the  Association’s  tax 
status,  and  to  consider  the  possibility  of  inclusion  of  other 
professional  groups,”  and 

WHEREAS,  The  following  action  was  adopted  by  the  Ohio 
State  Medical  Association  Council  as  a result  of  OSMA 
Substitute  Resolution  No.  17-78: 

( 1 ) The  OSMA  Council  be  established  as  the  administering 
body. 

(2)  That  contingency  funds  be  budgeted  for  the  purposes 
outlined. 

(3)  That  the  Council  consider  requests  for  assistance  on  a 
case  by  case  basis. 

(4)  That  only  cases  involving  broad  general  principles  of 
common  concern  to  the  membership  be  considered. 

(5)  That  assistance  in  extraordinary  cases  be  handled  by 
special  solicitation  of  the  membership;  THEREFORE 
BE  IT 

RESOLVED,  That  this  House  of  Delegates  urge  the  OSMA 
Council  to  continue  to  consider  providing  assistance  on 
request  on  legal  cases  involving  broad  general  principles  of 
common  concern  to  the  OSMA  membership. 

Mr.  President,  I move  the  adoption  of  Substitute  Resolution 
No.  3-79. 

By  official  action,  the  House  voted  to  adopt  Substi- 
tute Resolution  No.  3-79. 
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RESOLUTION  NO.  4-79 

Second  Surgical  Consultation 

The  Committee  next  discussed  Resolution  No.  4-79  regard- 
ing second  surgical  consultations  and,  after  due  consideration, 
recommended  the  adoption  of  the  resolution  and,  Mr.  President, 
I so  move. 

The  resolution  reads  as  follows: 

WHEREAS,  Many  third  party  payers  have  been  advocating  the 
use  of  second  opinions  prior  to  elective  surgery;  and, 
WHEREAS,  Physicians  have  traditionally  supported  the  free  use 
of  voluntary  second  opinion;  and, 

WHEREAS,  There  is  considerable  question  as  to  the  cost  effec- 
tiveness of  a universal  plan  of  second  opinion;  THERE- 
FORE, BE  IT 

RESOLVED,  That  county  medical  societies  and  the  Ohio  State 
Medical  Association  support  only  those  programs  for  second 
surgical  consultation  that  conform  to  the  following  prin- 
ciples: 

( 1 ) Referrals  may  wiR  be  made  only  upon  the  request  of  the 
patient,  either  directly  or  through  the  carrier  acting  as 
the  agent  of  the  patient  provided  that  a signed  request 
from  the  patient  for  a consultant  in  that  specific  case 
(not  simply  as  a general  condition  of  the  original  con- 
tract with  the  patient)  accompany  the  carrier’s  request 
for  a consultant ; 

(2)  The  county  or  state  medical  society  will  act  as  a clear- 
ing house  for  referrals; 

(3)  The  request  be  in  accordance  with  points  1 and  2 of 
Resolution  77  as  approved  by  the  American  Medical 
Association  House  of  Delegates  at  the  Annual  Meeting 
in  June  1977  to  wit: 

(a)  reaffirm  the  right  of  a patient  or  a physician  to 
seek  consultation  freely  with  any  consultant  of 
his/her  choice; 

(b)  oppose  the  concept  of  mandatory  consultation 
when  required  by  a third  party  payer; 

(4)  There  shall  be  no  reduction  of  benefits  if  patient 
chooses  not  to  seek  second  opinion;  and,  BE  IT 
FURTHER 

RESOLVED,  That  the  names  of  the  consultants  shall  be  pro- 
vided on  a strict  rotating  basis  and  shall  be  taken  from  a 
list  of  all  physicians  willing  to  participate  in  the  second 
surgical  consultation  programs;  and  BE  IT  FURTHER 
RESOLVED,  That  to  the  extent  possible,  the  consultants  whose 
names  are  given  to  a patient  be  in  the  same  general  area  of 
residence  as  the  patient. 

By  official  action,  the  House  voted  to  adopt  Resolu- 
tion No.  4-79,  with  one  editorial  change. 

RESOLUTION  NO.  5-79 
Insurance  Coverage  for  Ambulatory  Surgery 

The  Committee  next  discussed  Resolution  No.  5-79,  Insur- 
ance Coverage  for  Ambulatory  Surgery.  After  due  consideration, 
the  Committee  voted  to  recommend  the  following  amended 
resolution. 

Amended  Resolution  No.  5-79 

WHEREAS,  Third  party  payers  routinely  pay  substantial  operat- 
ing room  charges  to  hospitals  for  ambulatory  surgery  under 
local  anesthesia  but  do  not  allow  payment  for  the  same 
surgery  in  physicians’  offices  or  clinics;  and 
WHEREAS,  Such  surgery  can  frequently  be  performed  as  well 
and  at  substantial  savings  in  out-patient  settings  including 
the  physician’s  office;  and 


WHEREAS,  Third  party  payers  have  frequently  expressed  con- 
cern over  rising  costs;  THEREFORE  BE  IT 
RESOLVED,  That  all  major  third  party  payers  be  strongly  urged 
by  the  Ohio  State  Medical  Association  Council  to  develop 
a plan  to  provide  coverage  for  ambulatory  surgery  of  minor 
type  performed  in  physicians’  offices;  and  BE  IT  FUR- 
THER 

RESOLVED,  That  in  cases  where  individual  third  party  payers 
fail  to  act  on  such  coverage,  this  fact  and  the  third  party’s 
failure  to  utilize  this  method  of  cost  containment  should 
be  made  known. 

Mr.  President,  I move  the  adoption  of  this  amended  reso- 
lution. 

By  official  action,  the  House  voted  to  adopt 
Amended  Resolution  No.  5-79. 

RESOLUTION  NOS.  6,  7,  9,  and  10-79 
Physicians  Insurance  Company  of  Ohio 
and 

RESOLUTIOxN  NO.  8-79 

Maintaining  OSMA-PICO  Integrity  to  the  Membership 

Resolution  Nos.  6,  7,  8,  9,  and  10-79  were  discussed  together 
since  each  resolution  dealt  with  the  Physicians  Insurance  Com- 
pany of  Ohio.  After  hearing  lengthy  testimony  in  the  open 
session  and  discussing  each  resolution  again  at  length  in  the 
closed  session,  the  Committee  felt  it  best  to  combine  several 
important  considerations  raised  by  these  resolutions  and  to 
submit  a substitute  resolution  written  as  follows: 

Substitute  Resolution  No.  7-79 

Physicians  Insurance  Company  of  Ohio 

WHEREAS,  “On  August  1,  1976,  a special  session  of  the  House 
of  Delegates  of  the  Ohio  State  Medical  Association  author- 
ized the  formation  of  a Medical  Professional  Liability 
Insurance  Company,”  and  indeed  such  a stock  company 
was  formed ; and 

WHEREAS,  The  Physicians  Insurance  Company  of  Ohio 
(PICO)  has  demonstrated  that  medical  professional  liability 
insurance  can  be  written  profitably  in  Ohio  and  has  now 
begun  to  return  these  profits  to  its  policyholders  and  share- 
holders; and 

WHEREAS,  This  demonstration  has  encouraged  the  return  of 
older  professional  liability  insurance  companies  to  Ohio;  and 
WHEREAS,  PICO’s  Board  of  Directors  has  demonstrated  its 
commitment  to  being  a continuing  force  in  providing  mem- 
bership benefits  to  Ohio  State  Medical  Association  (OSMA) 
members  through  its  efforts  in  other  property,  casualty  and 
life  insurance  endeavors  as  recommended  and  adopted  in 
OSMA  Amended  Resolution  No.  30-78;  and 
WHEREAS,  These  and  future  endeavors  will  enable  PICO  to 
withstand  the  cyclical  nature  of  the  insurance  industry  and 
thus  provide  a stable  market  for  providing  medical  profes- 
sional liability  insurance  for  OSMA  members;  THERE- 
FORE, BE  IT 

RESOLVED,  That  the  Board  of  Directors  of  PICO  and  the 
Officers  and  Executive  Staff  be  advised  to : 

( 1 ) Continue  to  make  professional  liability  insurance  avail- 
able to  OSMA  members ; 

(2)  Work  toward  the  reduction  of  premiums  and  the  devel- 
opment of  innovative  programs  when  both  are  consistent 
with  sound  insurance  practices; 

(3)  Provide  for  improved  communications  and  inform 
PICO  stockholders  and  OSMA  members  in  matters  of 
mutual  concern;  and  BE  IT  FURTHER 
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RESOLVED,  That  the  OSMA  House  of  Delegates  encourage 
the  Board  of  Directors  of  PICO  to  continue  its  efforts  to 
provide  financial  stability  for  future  years  through  diligent 
operation  of  the  Company;  and  BE  IT  FURTHER 
RESOLVED,  That  the  OSMA  House  of  Delegates  recommend 
to  the  PICO  Board  of  Directors  that  the  annual  stockholders 
meeting  of  PICO  be  held  immediately  preceding  or  imme- 
diately following  the  OSMA  Annual  Meeting. 

Mr.  President,  I move  that  Substitute  Resolution  No.  7-79 
be  adopted. 

By  official  action,  the  House  voted  to  adopt  Substi- 
tute Resolution  No.  7-79. 

RESOLUTION  NO.  11-79 

Binding  Arbitration  Service  for  Physicians 
and  Insurance  Companies 

The  Committee  heard  favorable  comments  regarding  Reso- 
lution No.  11-79  which  addressed  the  binding  arbitration  service 
for  physicians  and  insurance  companies  which  is  successfully 
operating  in  Summit  County.  Although  the  Committee  thanks 
the  Summit  County  Medical  Society  members  for  bringing  this 
matter  to  the  attention  of  the  OSMA  House  of  Delegates,  the 
Committee  felt  that  this  matter  was  a local  option  and  that  any 
county  medical  society  interested  in  this  service  should  contact 
the  Summit  County  Medical  Society.  Therefore,  the  Committee 
recommends  that  Resolution  No.  11-79  be  NOT  adopted,  and, 
Mr.  President,  I so  move. 

By  official  action,  the  House  voted  to  reject  Resolu- 
tion No.  11-79. 

RESOLUTION  NO.  12-79 
Liability  Immunity  for  Emergency  Room  Physicians 

Finally,  the  last  resolution  considered  by  the  Committee  was 
Resolution  No.  12-79  which  deals  with  qualified  liability  immu- 
nity for  emergency  room  physicians.  After  much  discussion,  the 
Committee  voted  to  recommend  that  this  resolution  be  NOT 
adopted,  and,  Mr.  President,  I so  move. 

By  official  action,  the  House  voted  to  refer  Resolu- 
tion No.  12-79  to  the  Ohio  State  Medical  Association 
Task  Force  on  Professional  Liability. 

The  report  of  Resolutions  Committee  No.  1,  as  a 
whole,  was  approved  by  the  House. 

REPORT  OF  RESOLUTIONS  COMMITTEE 
NO.  2 

Dr.  Leonard  K.  Smith,  Hardin  County,  reported  for 
Resolutions  Committee  No.  2,  of  which  he  was  Chairman. 
The  report  is  as  follows: 

Resolutions  Committee  No.  2 met  in  open  session  on  Mon- 
day, May  14,  1979,  and  heard  testimony  relating  to  Resolutions 
No.  13-79  through  No.  32-79  which  were  assigned  to  this 
Committee. 

RESOLUTION  NOS.  13  and  15-79 

Supervision  and  Institutional  Employment  of 
Physician  Assistants 

The  Committee  considered  together  Resolution  Nos.  13-79 
and  15-79  which  deal  with  supervision  and  institutional  employ- 


ment of  physician  assistants.  After  much  discussion  the  Committee 
recommends  the  following  Substitute  Resolution : 

Substitute  Resolution  No.  13-79 

WHEREAS,  Legislation  has  been  introduced  into  the  Ohio 
General  Assembly  calling  for  direct  institutional  employment 
of  physician  assistants  and  alterations  in  the  manner  of  their 
supervision;  and 

WHEREAS,  Proposed  terminology  describing  the  nature  of 
physician  supervision  may  invite  abuse  of  the  relationship  of 
the  patient,  assistant  and  physician;  THEREFORE,  BE  IT 
RESOLVED,  That  this  House  of  Delegates  oppose  direct  insti- 
tutional employment  of  physician  assistants;  and,  BE  IT 
FURTHER 

RESOLVErDr-Th-at-4Re~  ORM-A-e<pk>fe-aRern»hve-  -methods-  -of 
i ns t it-u-tion a 1-  fkra-nc mg-  —of — phys-kfafl — assistants’ — programs 
through  -the — empl»yi»g--physiera«---ep---physi€ift«S’t  -and-, — BE 
TF-FURTWErR- 

RESOLVED,  That  the  OSMA  support  GIVE  FURTHER 
STUDY  TO  the  concepts  of  physician  supervision  of 
assisistants  as  set — forth — irrothe— r-eGommoftdations — of  the 
Maapower -Committee  RECOMMENDED  BY  THE  COM- 
MITTEE ON  HEALTH  MANPOWER  of  the  OSMA. 

Mr.  President,  the  Committee  recommends  adoption  of 
Substitute  Resolution  No.  13-79,  and  I so  move. 

By  official  action,  the  House  voted  to  amend  Substi- 
tute Resolution  No.  13-79  as  indicated  by  deleting  the 
language  stricken  out  and  by  adding  the  language  set 
forth  in  capital  letters,  then  adopted  it. 

RESOLUTION  NO.  14-79 
Physician  Manpower 

After  a discussion  of  Resolution  No.  14-79,  the  Committee 
voted  to  recommend  the  following  amended  resolution: 

Amended  Resolution  No.  14-79 

WHEREAS,  Recent  evidence  submitted  by  the  Department  of 
Health,  Education  and  Welfare  has  suggested  that  the  phy- 
sician shortage  of  previous  decades  is  now  subsiding;  and 
WHEREAS,  The  Department  of  Health,  Education  and  Welfare 
is  seeking  to  reduce  funds  for  medical  school  education;  and 
WHEREAS,  Several  paramedical  professions  are  playing  an 
increasingly  complementary  role  in  health  care;  THERE- 
FORE, BE  IT 

RESOLVED,  That  the  Ohio  State  Medical  Association  in  co- 
operation with  Ohio  State  Medical  Schools  seek  to  assess 
current  physician  manpower  needs  in  the  State  of  Ohio  on  a 
continuing  basis;  and,  BE  IT  FURTHER 
RESOLVED,  That  the  OSMA  Council  report  its  findings  in  its 
action  report  to  the  next  House  of  Delegates. 

Mr.  President,  the  Committee  recommends  adoption  of 
Amended  Resolution  No.  14-79,  and  I so  move. 

By  official  action,  the  House  voted  to  adopt 
Amended  Resolution  No.  14-79. 

RESOLUTION  NO.  17-79 
Consent  Calendar 

It  was  the  consensus  of  the  Committee  that  a business  pro- 
cedure expedient  in  disposition  of  resolutions  that  are  clear  in 
their  intent  and  do  not  require  discussion  or  amendment  should 
be  adopted.  Therefore,  the  Committee  recommends  the  following 
Substitute  Resolution: 
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Substitute  Resolution  No.  17-79 

WHEREAS,  There  are  resolutions  presented  to  the  OSMA 
House  of  Delegates  that  are  unequivocal,  clear  in  content 
and  require  no  discussion  or  amendment  by  the  Reference 
Committee  or  House  of  Delegates;  and 

WHEREAS,  The  use  of  a House  procedure  rule  called  a Consent 
Calendar  has  proven  to  expedite  the  disposition  of  this  type 
of  resolution  for  the  American  Medical  Association; 
THEREFORE,  BE  IT 

RESOLVED,  The  OSMA  adopt  the  House  procedure  rule  called 
a Consent  Calendar  for  use  by  its  Resolution  Committees; 
and,  BE  IT  FURTHER 

RESOLVED,  This  Consent  Calendar  be  placed  at  the  end  of  a 
Resolutions  Committee  Report  for  approval  as  a group;  and, 
BE  IT  FURTHER 

RESOLVED,  That  any  delegate  may  request  a resolution (s)  on 
the  Consent  Calendar  be  removed  and  be  considered  sepa- 
rately prior  to  the  vote  for  the  resolutions  on  the  Consent 
Calendar. 

Mr.  President,  the  Committee  recommends  adoption  of 

Substitute  Resolution  No.  17-79,  and  I so  move. 

By  official  action,  the  House  voted  to  adopt  Substi- 
tute Resolution  No.  17-79. 

RESOLUTION  NO.  18-79 
Amendment  of  OSMA  Constitution  and  Bylaws 

WHEREAS,  It  has  been  determined  by  OSMA  Council  that 
revision  of  the  OSMA  Constitution  and  Bylaws  is  appropri- 
ate in  the  following  particulars: 

(1)  RESOLVED,  That  OSMA  Constitution,  Article  III,  Section 
2 be  revised  to  place  an  asterisk  at  the  bottom  of  the  cor- 
responding page  of  the  Constitution  with  the  following 
notation : 

“As  used  herein  the  use  of  a masculine  pronoun  is 
also  meant  to  include  the  female  gender.” 

(2)  RESOLVED,  That  OSMA  Bylaws,  Chapter  1,  Section 
2(d)  “Nonresident  Members”  be  revised  to  add  the  follow- 
ing to  the  current  subsection: 

“Nonresident  members  shall  also  include  those  physi- 
cians who  reside  and  practice  outside  Ohio  but  who 
hold  Ohio  licenses  to  practice  medicine  and  surgery 
and  who  are  not  eligible  for  membership  in  a compo- 
nent society  of  this  Association  and  who  are  approved 
for  nonresident  membership  by  the  Council.” 

(3)  RESOLVED,  That  OSMA  Bylaws,  Chapter  1,  Section 
2(i)  be  revised  to  read  as  follows: 

“(i)  Student  Members.  Student  Members  of  this  Asso- 
ciation shall  comprise  those  students  in  good  standing 
who  are  pursuing  the  diploma  of  Doctor  of  Medicine  or 
Doctor  of  Osteopathy  in  an  approved  medical  or  osteo- 
pathic college  or  institution  in  the  State  of  Ohio  and 
are  approved  for  student  membership  by  the  Council.” 

(4)  RESOLVED,  That  OSMA  Bylaws,  Chapter  1,  Section  6 
be  revised  to  delete  the  last  paragraph  and  in  its  place  add 
the  following: 

“The  accused  member  may  appeal  the  decision  of 
Council  on  questions  of  law  and  procedure,  but  not  of 
fact,  to  the  Judicial  Council  of  the  AMA  by  filing  a 
notice  of  appeal  with  the  Judicial  Council  within  thirty 
days  of  the  decision  of  Council,  such  appeal  to  be 
governed  by  the  rules  and  regulations  of  the  Judicial 
Council.  The  decision  of  Council  shall  be  final  pending 
an  appeal  to  the  Judicial  Council.” 

(5)  RESOLVED,  That  OSMA  Bylaws,  Chapter  1,  Section  7 be 
revised  to  read  as  follows: 


“Limitation  of  Liability.  No  member  or  employee  serv- 
ing on  a utilization  committee,  a peer  review  or  profes- 
sional standards  review  committee,  which  includes  par- 
ticipation in  the  context  of  this  disciplinary  Chapter, 
of  this  Association  shall  be  deemed  liable  in  damages 
to  any  person  for  any  action  taken  or  recommendation 
made  within  the  scope  of  the  functions  of  said  commit- 
tee, if  such  committee  member  or  employee  acts  without 
malice  and  in  the  reasonable  belief  that  such  action  or 
recommendation  is  warranted  by  the  facts  known  to 
him  after  reasonable  effort  to  obtain  the  facts  of  the 
matter  as  to  which  such  action  is  taken  or  recom- 
mendation is  made.” 

(6)  RESOLVED,  That  OSMA  Bylaws,  Chapter  4,  Section  8 be 
revised  to  add  at  the  end  of  the  present  section: 

“Any  resolution  adopted  by  the  House  of  Delegates  in 
1979  and  thereafter  will  become  null,  void  and  of  no 
effect  if  not  re-proposed  and  re-adopted  WITHIN 
FOUR  YEARS  from  the  effective  date  of  the  adoption 
of  the  Resolution.  Within  the  fourth  year  of  their  effec- 
tive date,  the  House  of  Delegates  will  be  notified  by 
January  31  in  writing  of  those  resolutions  subject  to 
re-adoption  at  the  Annual  Meeting  at  which  they  will 
be  considered.” 

(7)  RESOLVED,  That  the  OSMA  Bylaws,  Chapter  10,  Section 
7,  should  be  amended  to  read  as  follows: 

“Each  component  society  shall  have  general  direction 
of  the  business  and  affairs  of  the  profession  in  the 
county,  and  it  shall  exert  its  influence  to  promote  the 
science  and  art  of  medicine,  the  moral  condition  of  the 
membership,  and  the  betterment  of  public  health.” 

(8)  RESOLVED,  That  OSMA  Bylaws,  Chapter  11,  Section 
1(b)  be  deleted  in  its  entirety. 

(9)  RESOLVED,  That  OSMA  Bylaws,  Chapter  11,  Section 
2 be  revised  to  delete  the  last  sentence  in  its  entirety. 

(10)  RESOLVED,  That  OSMA  Bylaws,  Chapter  11,  Section  6 
be  revised  to  read  as  follows: 

“Section  6.  Effect  of  Failure  of  a Component  Society  to 
take  Requested  Disciplinary  Action.  In  the  event  that 
a component  society  shall  fail  or  refuse  to  take  prompt 
disciplinary  action  against  one  of  its  members  after 
being  requested  in  writing  by  the  Council  of  this  Asso- 
ciation to  do  so,  the  Council  of  this  Association  may 
cause  such  disciplinary  action  to  be  instituted  and 
prosecuted;  and  in  any  such  disciplinary  action  so 
instituted  the  procedure  prescribed  by  Section  6 of 
Chapter  1 of  these  Bylaws  shall  govern ; and  at  the 
conclusion  of  the  hearing  by  the  Council  it  may  enter 
such  order  of  (a)  dismissal  of  the  charges,  or  (b)  cen- 
sure of  the  accused  member,  or  (c)  suspension  from  the 
society,  or  (d)  expulsion  from  the  society  as  the  evi- 
dence adduced  at  such  hearing  shall  warrant.  The 
accused  member  may  appeal  the  decision  of  Council  on 
questions  of  law  and  procedure,  but  not  of  fact,  to  the 
Judicial  Council  of  the  AMA  by  filing  a notice  of 
appeal  with  the  Judicial  Council  within  thirty  days  of 
the  decision  of  Council,  such  appeal  to  be  governed  by 
the  rules  and  regulations  of  the  Judicial  Council.  The 
decision  of  Council  shall  be  final  pending  an  appeal 
to  the  Judicial  Council.” 

(11)  RESOLVED,  That  OSMA  Bylaws,  Chapter  11,  Section  7 
be  revised  to  read  as  follows: 

“Limitation  of  Liability.  No  member  or  employee  serv- 
ing on  a utilization  committee,  a peer  review  or  profes- 
sional standards  review  committee,  which  includes 
participation  in  the  context  of  this  disciplinary  Chapter, 
of  the  Association  shall  be  deemed  liable  in  damages  to 
any  person  for  any  action  taken  or  recommendation 
made  within  the  scope  of  the  functions  of  said  commit- 
tee, if  such  committee  member  or  employee  acts  without 
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malice  and  in  the  reasonable  belief  that  such  action  or 
recommendation  is  warranted  by  the  facts  known  to 
him  after  reasonable  effort  to  obtain  the  facts  of  the 
matter  as  to  which  such  action  is  taken  or  recommen- 
dation is  made.” 

Mr.  President,  the  Committee  recommends  adoption  of 
Resolution  No.  18-79,  and  I so  move. 

By  official  action,  the  House  voted  to  amend  Resolu- 
tion No.  18-79  as  indicated  by  adding  the  language  set 
forth  in  capital  letters,  then  adopted  it. 

RESOLUTION  NO.  19-79 
Llpdate  of  OSMA  Policy 

WHEREAS,  The  Bylaws  of  the  OSMA  are  being  revised  address- 
ing among  other  things,  the  continued  effectiveness  of  reso- 
lutions; THEREFORE,  BE  IT 

RESOLVED,  That  Council  appoint  an  Ad  Hoc  committee  from 
the  OSMA  Council  and  the  House  of  Delegates  to  review 
past  resolutions  of  the  House  of  Delegates  up  to  and  includ- 
ing those  from  1978,  said  committee  to  report  to  Council 
PRIOR  TO  witlwB-  60  days  from  the  next  annual  meeting 
with  its  recommendations  as  to  those  resolutions  that  should 
continue  to  be  the  policy  of  this  Association  AND  THE 
COUNCIL  SHALL  IN  TURN  SUBMIT  ITS  RECOM- 
MENDATIONS TO  THE  HOUSE  OF  DELEGATES 
FOR  ITS  ACTION  AT  THE  OPENING  SESSION  OF 
THE  1980  ANNUAL  MEETING. 

By  official  action,  the  House  voted  to  amend  Resolu- 
tion No.  19-79  as  indicated  by  deleting  the  language 
stricken  out  and  by  adding  the  language  set  forth  in 
capital  letters,  then  adopted  it. 

RESOLUTION  NO  20-79 

Development  of  Cumulative  Index  of  Actions  of 
House  of  Delegates 

WHEREAS,  Many  resolutions  submitted  each  year  duplicate 
resolutions  submitted  in  previous  years;  and 
WHEREAS,  The  action  on  previous  resolutions  is  sometimes 
difficult  to  remember;  and 

WHEREAS,  The  action  report  regarding  previous  resolutions  is 
dispensed  to  OSMA  Delegates  with  respect  to  the  previous 
year’s  resolutions  only;  THEREFORE,  BE  II 
RESOLVED,  That  the  OSMA  make  an  index  of  the  action  re- 
ports, which  will  be  distributed  to  the  Delegates ; and 
FURTHERMORE,  BE  IT 

RESOLVED,  That  the  index  be  revised  each  year;  and  BE 
IT  FURTHER 

RESOLVED,  That  each  Delegate  receive  a revised  cumulative 
index  along  with  the  action  report  each  year  before  the 
annual  meeting. 

Mr.  President,  the  Committee  recommends  adoption  of 
Resolution  No.  20-79,  and  I so  move. 

By  official  action,  the  House  voted  to  adopt  Resolu- 
tion No.  20-79. 

RESOLUTION  NO.  21-79 

Reduction  of  Dues  for  Physicians  in 
Their  First  Year  of  Practice 

WHEREAS,  A thorough  research  study  conducted  by  the  Ameri- 
can Medical  Association  resulted  in  the  adoption  of  reduced 
dues  for  physicians  in  their  first  year  of  practice;  and 


WHEREAS,  All  state  medical  societies  were  informed  of  this 
action  to  reduce  dues  for  new  AMA  members  in  their  first 
year  of  practice,  after  completion  of  training;  and 
WHEREAS,  State  medical  societies  are  encouraged  to  take 
advantage  of  the  opportunity  this  reduction  offers  for  mem- 
bership development  both  at  the  state  and  county  levels;  and 
WHEREAS,  At  least  19  state  medical  societies  already  offer  dues 
incentives  to  new  members;  THEREFORE,  BE  IT 
RESOLVED,  That  the  OSMA  dues  for  Active  Members  and 
Associate  Members  be  reduced  by  50%  for  one  year  for 
physicians  in  their  first  year  of  practice  after  training  is 
completed. 

Mr.  President,  the  Committee  recommends  adoption  of 
Resolution  No.  21-79,  and  I so  move. 

By  official  action,  the  House  voted  to  adopt  Reso- 
lution No.  21-79. 

RESOLUTION  NO.  22-79 
Redistricting  the  State  of  Ohio 

This  resolution  presented  a concern  for  equitable  participa- 
tion by  members  in  the  Ohio  State  Medical  Association.  After 
deliberation,  the  Committee  felt  it  appropriate  to  have  further 
consideration  given  this  issue.  However,  the  Committee  does  not 
believe  there  is  a need  for  redistricting  the  entire  State  of  Ohio. 
The  Committee  voted  to  recommend  the  following  Substitute 
Resolution : 

Substitute  Resolution  No.  22-79 

Redistricting  Northeast  Ohio 

WHEREAS,  There  have  been  recurrent  requests  to  redistrict 
various  counties  in  northeast  Ohio;  and 
WHEREAS,  Active  participation  by  members  in  the  OSMA  is 
important  for  a strong  and  viable  organization ; THERE- 
FORE, BE  IT 

RESOLVED,  That  the  President  of  the  OSMA  appoint  an  Ad 
Hoc  committee  to  confer  with  the  counties  in  northeast  Ohio 
regarding  redistricting;  and  BE  IT  FURTHER 
RESOLVED,  That  the  Ad  Hoc  committee  report  their  findings 
with  recommendations  at  least  60  days  before  the  next 
meeting  of  the  OSMA  House  of  Delegates. 

Mr.  President,  the  Committee  recommends  adoption  of  Sub- 
stitute Resolution  No.  22-79,  and  I so  move. 

By  official  action,  the  House  voted  to  adopt  Substi- 
tute Resolution  No.  22-79. 

RESOLUTION  NO.  23-79 
More  Direct  Representation  to  AMA 

The  intended  goal  in  this  resolution  was  to  achieve  an 
increase  in  AMA  membership  through  direct  representation  of 
large  county  medical  societies  to  the  AMA.  The  Committee  felt 
that  this  proposed  plan  would  not  achieve  this  goal  and  therefore, 
recommends  that  it  be  NOT  adopted.  Mr.  President,  I so  move. 

By  official  action,  the  House  voted  to  reject  Resolu- 
tion No.  23-79. 

RESOLUTION  NO.  24-79 
Interim  Sessions  of  the  OSMA  House  of  Delegates 

The  Committee  considered  Resolution  No.  24-79  in  light  of 
Substitute  Resolution  No.  3-78.  Substitute  Resolution  No.  3-78 
provides  a three-year  mandate  for  an  informational  meeting  to  be 
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held  prior  to  the  December  meeting  of  the  AMA  as  well  as 
district  meetings  between  county  society  representatives  and  the 
OSMA.  The  first  of  these  meetings  was  held  in  the  fall  of  1978 
and  proved  to  be  an  excellent  forum  for  exchange  of  information 
and  opinions.  The  Committee  believes,  therefore,  that  the  experi- 
ence of  this  three-year  program  should  first  be  completed  and 
evaluated  before  considering  another  type  of  meeting  such  as  an 
interim  session.  Therefore,  Mr.  President,  I move  that  Resolution 
No.  24-79  be  NOT  adopted. 

By  official  action,  the  House  voted  to  reject  Resolu- 
tion No.  24-79. 

RESOLUTION  NO  25-79 

Development  of  OSMA  Department  of  Negotiations 

It  was  the  consensus  of  the  Committee  that  the  OSMA  staff 
is  currently  active  in  this  field  and,  therefore,  that  a separate 
department  is  not  needed.  Mr.  President,  I move  that  Resolution 
No.  25-79  be  NOT  adopted. 

By  official  action,  the  House  voted  to  refer  Resolu- 
tion No.  25-79  to  the  OSMA  Council. 

RESOLUTION  NO.  26-79 

LHilization  of  County  Society  Leadership  by  OSMA 

After  a discussion  of  Resolution  No.  26-79,  the  Committee 
voted  to  recommend  the  following  amended  resolution : 

Amended  Resolution  No.  26-79 

WHEREAS,  The  presidents  of  Ohio  county  medical  societies 
constitute  highly  selective  leadership  talent;  THEREFORE, 
BE  IT 

RESOLVED,  That  the  OSMA  president  issue  a copy  of  the 
agenda  to  each  county  medical  society  president  ten  (10) 
days  prior  to  the  Council  meetings  inviting  comments,  criti- 
cisms and  suggestions  from  these  local  leaders  to  the  OSMA 
president  and  district  councilors;  and  BE  IT  FURTHER 
RESOLVED,  That  this  plan  be  done  on  a trial  basis  of  one  year 
and  at  the  end  of  that  time  be  assessed  by  the  OSMA 
Council  to  determine  its  effectiveness. 

Mr.  President,  the  Committee  recommends  adoption  of 
Amended  Resolution  No.  26-79,  and  I so  move. 

By  official  action,  the  House  voted  to  adopt 
Amended  Resolution  No.  26-79. 

RESOLUTION  NO.  27-79 

Pharmacists  Liability  in  Drug  Substitution 

This  resolution  asked  that  legislation  be  submitted  to  make 
the  pharmacist  responsible  for  any  drug  substitution  made  by  the 
pharmacist.  Under  current  Ohio  Revised  Code  Section  4720.38, 
the  pharmacist  is  held  liable  for  drug  substitutions.  Furthermore, 
the  prescriber  (physician)  is  not  liable  for  civil  damages  or 
criminal  prosecution  arising  from  the  interchange  of  a generically 
equivalent  drug  for  a prescribed  brand  name  dangerous  drug 
made  by  a pharmacist.  Therefore,  there  is  no  need  for  the  legisla- 
tion requested  by  this  resolution.  Therefore,  Mr.  President,  the 
Committee  recommends  that  Resolution  No.  27-79  be  NOT 
adopted,  and  I so  move. 

By  official  action,  the  House  voted  to  reject  Resolu- 
tion No.  27-79. 


RESOLUTION  NO.  28-79 
Ohio  State  Board  of  Pharmacy 

The  Ohio  State  Board  of  Pharmacy  in  April  of  this  year 
again  refused  to  reconsider  its  restrictive  interpretation  of  the 
Ohio  Dangerous  Drug  Distribution  Act  and  registrants  under  the 
act.  The  Committee  believes  the  OSMA  should  continue  to  seek 
a more  liberal  interpretation  when  the  opportunity  arises.  There- 
fore, the  Committee  voted  to  recommend  the  following  Substi- 
tute Resolution: 

Substitute  Resolution  No.  28-79 

WHEREAS,  The  Ohio  State  Board  of  Pharmacy  has  stated  that 
it  is  necessary  to  apply  for  and  obtain  a license  as  a terminal 
distributor  of  dangerous  drugs  if  a physician  purchases  drugs 
in  the  name  of  a clinic,  association  or  corporation  or  in  any 
name  other  than  his  own;  and 

WHEREAS,  Many  physicians  do  practice  in  a clinic,  association 
or  corporate  setting;  and 

WHEREAS,  This  requirement  seems  unduly  restrictive,  unnec- 
essary and  inequitable;  THEREFORE,  BE  IT 
RESOLVED,  That  the  OSMA  continue  to  seek  from  the  Ohio 
State  Board  of  Pharmacy  a more  liberal  interpretation  for 
the  need  of  a terminal  distributor  license  of  dangerous  drugs. 

Therefore,  Mr.  President,  the  Committee  recommends  adop- 
tion of  Substitute  Resolution  No.  28-79,  and  I so  move. 

By  official  action,  the  House  voted  to  adopt  Substi- 
tute Resolution  No.  28-79. 

RESOLUTION  NO.  29-79 
Safety  Caps  on  Prescription  Bottles 

Presently,  the  Poison  Prevention  Packaging  Act  of  1970 
(Public  Law  91-601)  regulates  certain  substances  (defined  as 
“household  substances”)  and  requires  that  these  substances  be 
packaged  for  consumer  use  in  “special  packaging”  that  will  make 
it  significantly  difficult  for  children  under  the  age  of  five  years 
to  open  but  not  difficult  for  adults  to  open.  The  special  exemp- 
tions except  from  the  special  packaging  requirement  drugs  dis- 
pensed by  prescriptions  or  on  medical  practitioners  order  if  the 
prescribing  doctor  specifies  a noncomplying  container  to  be 
provided  with  the  prescription.  Also,  the  law  excepts  from  the 
special  packaging  requirement  drugs  dispensed  under  the  order 
or  prescription  of  a physician  if  the  patient  or  customer  receiving 
the  drug  requests  the  noncomplying  container.  Another  exemp- 
tion is  made  in  the  act  for  over-the-counter  items  for  elderly  or 
handicapped  persons.  Therefore,  the  Committee  recommends  that 
Resolution  No.  29-79  be  NOT  adopted,  and  I so  move. 

By  official  action,  the  House  voted  to  reject  Resolu- 
tion No.  29-79. 

RESOLUTION  NO.  30-79 
Pap  Tests 

The  Resolution  Committee  feels  that  the  OSMA  member- 
ship wholeheartedly  supports  the  concept  of  repeal  of  this  un- 
wieldly  and  unnecessarily  mandated  procedure.  However,  this 
House  of  Delegates  requested  the  repeal  of  this  law  under  Reso- 
lution No.  65-77.  Also,  the  OSMA  is  currently  supporting  House 
Bill  14  which  calls  for  the  repeal  of  the  uterine  cytological 
examination  as  required  under  Ohio  Revised  Code  3701.60.  The 
Committee  does  not  find  it  necessary  to  duplicate  this  action.  It 
does  support  vigorous  action  on  the  part  of  OSMA  to  repeal  this 
requirement.  Therefore,  Mr.  President,  the  Committee  recom- 
mends that  Resolution  No.  30-79  be  NOT  adopted,  and  I so 
move. 
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By  official  action,  the  House  voted  to  reject  Resolu- 
tion No.  30-79. 

RESOLUTION  NO.  31-79 
Licensure  of  Medical  Faculty 

This  is  an  isolated  incident  of  one  faculty  member  of  a 
college  of  medicine,  who  holds  a doctor  of  medicine  degree,  who 
does  not  hold  an  Ohio  license  to  practice  medicine,  and  who  is 
involved  in  the  clinical  care  of  patients.  This  situation  has  been 
brought  to  the  attention  of  the  Ohio  State  Medical  Board  as 
attested  in  the  Reference  Committee  hearing.  Mr.  President,  the 
Committee  voted  to  recommend  that  Resolution  No.  31-79  be 
NOT  adopted,  and  I so  move. 

By  official  action,  the  House  voted  to  reject  Resolu- 
tion No.  31-79. 

RESOLUTION  NO.  32-79 
AMA  Section  on  Bioethics 

The  Committee  is  aware  that  the  American  Medical  Asso- 
ciation adopted  AMA  Resolution  No.  30,  “The  American  Medi- 
cal Association  and  Bioethics,”  at  the  December  1978  Interim 
Meeting.  This  Resolution  requests  AMA  official  representation  on 
any  national  commission  dealing  with  ethical  problems  affecting 
the  medical  profession.  It  was  the  Committee’s  belief  that  a panel 
of  medical  experts  should  be  established  to  assist  its  membership. 
Therefore,  after  a discussion  of  Resolution  No.  32-79,  the  Com- 
mittee voted  to  recommend  the  following  amended  resolution: 

Amended  Resolution  No.  32-79 

WHEREAS,  Medical  technology  has  made  unprecedented  strides 
in  recent  years  in  genetic  engineering,  recombinant  DNA 
research  and  related  fields;  and 

WHEREAS,  Such  new  found  scientific  understanding  will  most 
certainly  lead  to  experimentation  toward  human  application 
for  the  treatment  and  prevention  of  disease  for  the  benefit 
of  mankind ; and 

WHEREAS,  Human  experimentation  and  application  of  such 
technology  will  have  profound  moral  implications  for  society 
and  can  place  the  physician  in  an  ethical  dilemma  far 
beyond  the  scope  of  such  technological  pursuits;  THERE- 
FORE, BE  IT 

RESOLVED,  That  the  American  Medical  Association  be  encour- 

AN  APPROPRIATE  BODY  to  concern  itself  with  Bio- 
ethics, consisting  of  a panel  of  medical  experts  from  which 
appropriate  representation  of  the  medical  profession  may  be 
drawn  to  serve  on  governmental  or  national  professional 
panels  considering  the  ethical  implication  of  research  in  the 
area  of  recombinant  DNA  research,  human  genetic  engineer- 
ing and  other  areas  of  medical  research;  and,  FURTHER 
BE  IT 

RESOLVED,  That  the  OSMA  delegates  submit  this  to  the 
American  Medical  Association  House  of  Delegates  for 
consideration. 

Mr.  President,  the  Committee  recommends  adoption  of 
Substitute  Resolution  No.  32-79,  and  I so  move. 

By  official  action,  the  House  voted  to  amend  Substi- 
tute Resolution  No.  32-79  as  indicated  by  deleting  the 
language  stricken  out  and  by  adding  the  language  set 
forth  in  capital  letters,  then  adopted  it. 


The  report  of  Resolutions  Committee  No.  2,  as  a 
whole,  as  amended,  was  approved  by  the  House. 

REPORT  OF  RESOLUTIONS  COMMITTEE 
NO.  3 

Dr.  Robert  J.  White,  Cuyahoga  County,  reported  for 
Resolutions  Committee  No.  3,  of  which  he  was  Chairman. 
The  report  is  as  follows: 

Resolutions  Committee  No.  3 met  in  open  and  closed  session 
on  Monday,  May  14,  1979  and  heard  testimony  and  commen- 
taries relating  and  relevant  to  the  resolutions  which  were  assigned 
to  this  Committee.  The  Committee  was  presented  with  resolu- 
tions that  varied  considerably  as  to  the  issues  they  addressed.  The 
resolutions  dealing  with  cost  containment  and  National  Health 
Insurance  were  vigorously  and  spiritedly  discussed.  After  proper 
review  and  consideration,  some  of  the  resolutions  were  combined. 

The  Committee  deems  it  a pleasure  to  present  the  resolutions 
considered  by  Resolutions  Committee  No.  3 in  this  formal  report 
to  our  House  of  Delegates. 

RESOLUTION  NO.  33-79 
Public  Relations 

The  Committee  discussed  this  resolution  and  submits  the 
following  amended  resolution : 

Amended  Resolution  No.  33-79 

WHEREAS,  Since  May,  1975  Theodore  John  Castele,  M.D.  of 
Cleveland  has  reflected  honor  and  professional  dignity  on 
the  medical  profession  of  Northeast  Ohio  as  a regular  medi- 
cal news  commentator  for  WEWS-ABC  Channel  Five; 
THEREFORE,  BE  IT 

RESOLVED,  That  the  House  of  Delegates  of  the  Ohio  State 
Medical  Association  commend  Dr.  Castele  for  his  contribu- 
tion to  public  health  education  and  to  the  betterment  of 
medical  public  relations. 

Mr.  President,  the  Committee  recommends  adoption  of 
Amended  Resolution  No.  33-79,  and  I so  move. 

By  official  action,  the  House  voted  to  adopt 
Amended  Resolution  No.  33-79. 

RESOLUTION  NO.  34-79 
Free  Doctor  Mudd 

After  considerable  deliberation  the  Committee  recommends 
rejection  of  this  resolution  for  the  following  reasons: 

1.  At  the  hands  of  President  Andrew  Johnson,  Dr.  Mudd 
received  a full  and  unconditional  pardon. 

2.  In  spite  of  considerable  research,  the  Committee  was 
unable  to  gather  sufficient  data  to  make  judgment  as  to  whether 
or  not  it  would  be  appropriate  for  our  State  Medical  Association 
to  go  on  record  favoring  restoration  of  all  of  his  rights  as  a citi- 
zen. 

In  summary,  the  Committee  felt  it  simply  was  not  in  a 
position,  on  the  basis  of  information  provided,  to  recommend 
approval  of  Resolution  No.  34-79. 

Mr.  President,  the  Committee  recommends  rejection  of 
Resolution  No.  34-79,  and  I so  move. 

By  official  action,  the  House  voted  to  refer  Resolu- 
tion No.  34-79  to  the  OSMA  Council. 
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RESOLUTION  NOS.  35-  and  37-79 
Cost  Containment 

National  Commission  on  Medical  Care  Costs 

The  Committee  felt  there  were  considerable  similarities  in 
Resolution  Nos.  35-79  and  37-79.  As  a result,  a substitute  reso- 
lution was  prepared  in  lieu  of  the  above  resolutions  as  follows: 

Substitute  Resolution  No.  35-79 

Physician  Cost  Containment 

WHEREAS,  Physicians  are  concerned  about  the  overall  cost  of 
medical  care  and  wish  to  demonstrate  their  voluntary  com- 
mitment to  cost  containment;  and 
WHEREAS,  By  voluntary  efforts  the  rate  of  increase  in  physician 
fees  has  declined  since  1976;  and 
WHEREAS,  The  American  Medical  Association  has  called  for  a 
limitation  on  fee  increases  to  a level  no  greater  than  the 
rate  of  inflation ; and 

WHEREAS,  The  House  of  Delegates  passed  at  its  1978  session 
Substitute  Resolution  No.  32-78  on  cost  containment,  which 
spoke  to  the  seriousness  of  the  problem  and  emphasized  the 
importance  of  voluntary  containment  of  health  care  costs; 
THEREFORE,  BE  IT 

RESOLVED,  That  physicians  be  encouraged  to  pledge  their 
active  support  for  continuing  voluntary  efforts  to  contain 
health  care  costs;  and  BE  IT  FURTHER 
RESOLVED,  That  the  Ohio  State  Medical  Association  House 
of  Delegates  commend  the  initiative  of  the  American  Medi- 
cal Association  administration  and  House  of  Delegates  for 
their  efforts  in  emphasizing  the  need  for  commitment  in  the 
area  of  voluntary  cost  containment. 

Mr.  President,  the  Committee  recommends  the  adoption  of 
Substitute  Resolution  No.  35-79,  and  I so  move. 

By  official  action,  the  House  voted  to  adopt  Substi- 
tute Resolution  No.  35-79. 

RESOLUTION  NO  36-79 
Voluntary  Cost  Containment 

After  lengthy  deliberation  the  Committee  recommends  the 
following  amended  resolution: 

Amended  Resolution  No.  36-79 

Hospital  Cost  Containment 

WHEREAS,  The  hospitals  of  the  State  of  Ohio  in  1978  were 
successful  in  a voluntary  plan  to  limit  the  rate  of  increase  of 
costs  to  a degree  below  the  level  proposed  by  the  National 
Voluntary  Effort;  THEREFORE,  BE  IT 
RESOLVED,  That  the  Ohio  State  Medical  Association  commend 
the  voluntary  cost  containment  efforts  of  the  hospitals  and 
encourage  their  continued  efforts  in  this  vital  area. 

Mr.  President,  the  Committee  recommends  the  adoption  of 
Amended  Resolution  No.  36-79,  and  I so  move. 

By  official  action,  the  House  voted  to  adopt 
Amended  Resolution  No.  36-79. 


RESOLUTION  NOS.  38,  39,  and  40-79 

Principles  of  National  Health  Insurance 
National  Health  Insurance  (NHI) 

A New  Direction  for  AMA 

Mr.  President,  obviously  the  problem  of  National  Health 
Insurance  is  a serious  one,  one  that  commands  the  consideration 
and  concern  of  not  only  the  medical  profession  but  the  entire 


American  public.  Recognizing  the  divisive  nature  of  this  issue 
as  well  as  the  concerns  expressed  very  openly  and  repeatedly 
during  the  testimony,  the  Committee  worked  diligently  to  arrive 
at  a consensus  resolution  which  would  incorporate  not  only 
positive  elements  of  the  resolutions  submitted,  but  also  the  tenor 
of  the  testimony  that  was  given.  As  a consequence,  the  following 
substitute  resolution  has  been  prepared  in  lieu  of  Resolution  Nos. 
38-79,  39-79,  and  40-79: 

Substitute  Resolution  No.  38-79 

National  Health  Insurance 

BE  IT  RESOLVED,  That  this  House  of  Delegates  reaffirm  the 
action  taken  at  the  December,  1977  Special  Session  of  the 
OSMA  House  of  Delegates  on  National  Health  Insurance/ 
and  BE  IT  FURTHER 

RESOLVED,  That  this  House  of  Delegates  endorse  the  action 
on  National  Health — Insurance  that — was  approved  by  the 
AMA  House  of  Delegates  at  its  1978  Interim  Meeting  which 
reads  as  follows;- 

“RESOLVED,  That  the  Ameriean-Medical  Association  recom 
mend  to  the  Congress  of  the  United  States  of  America  modi- 
fications te— our  present  health  care  system  embodying  the- 
following  principles: 

-L — Minimum — standards — ef — adequate — benefits — m — &H- 
health — insurance — policies — sold — m — the — United — StatC3  with 
appropriate — deductible — a«d — co  insuraneer 

-2.  A simple  system-^f  uniform  Benefits  provided  by  the 
■federal, — state — and — local — governments — for  those — individuals 
who  are  unfortunate  enough  (through  no  fault  of  their  own,' 
■i.e.,  age,  disability,  financial  hardship,  etc.)  not  to  be  able 
to  provide  for  their  own  medical  care. 

-h — A — nationwide — program — by — the-- private  ■ insurance 
■industry  of  America  (and  government,  if  ■■necessary,  for  rein 
■swaneol — to  make  available  catastrophic  insurance  coverage 
for — those — illnesses — and — individuals — where — the — economic 
impact  of  a catastrophic  illness  could  be  tragic.  All  cata- 
strophic coverage  should  have-an  appropriate  deductible  and 
■eo -insurance  to  make  it  economically  feasible  and  to  avoid 
ahose. 

4t — A — program-developed — pursuant — to — these — principles 
should — be — administered — at — the — state — level — with — national 
standardization  through  federal  guidelines.” 

Mr.  President,  the  Committee  recommends  the  adoption  of 
Substitute  Resolution  No.  38-79,  and  I so  move. 

By  official  action,  the  House  voted  to  amend  Substi- 
tute Resolution  No.  38-79  as  indicated  by  deleting  the 
language  stricken  out,  then  adopted  it. 

RESOLUTION  NO.  41-79 
Involuntary  Servitude 

Mr.  President,  the  Committee  recommends  the  following 
amended  resolution : 

Amended  Resolution  No.  41-79 

Direct  Patient  Billing 

WHEREAS,  It  has  recently  come  to  light  that  the  U.S.  Govern- 
ment intends  to  have  doctors  accept  government  set  fees  as 
payments  in  full  for  services  rendered  to  certain  segments 
of  the  population;  and 

WHEREAS,  This  proposal  (and  possible  action)  would  tend  to 
interfere  with  one  of  the  fundamental  rights  — the  right 
between  two  parties  to  enter  voluntarily  into  an  enforceable 
contract;  THEREFORE,  BE  IT 
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RESOLVED,  That  the  House  of  Delegates  of  the  OSMA  urge 
all  members  of  the  OSMA  to  direct  bill  patients;  and  BE 
IT  FURTHER 

RESOLVED  That  the  OSMA  submit  a copy  of  this  resolution 
to  the  AMA  for  its  consideration. 

Mr.  President,  the  Committee  recommends  the  adoption  of 
Amended  Resolution  No.  41-79,  and  I so  move. 

By  official  action,  the  House  voted  to  adopt 
Amended  Resolution  No.  41-79. 


RESOLUTION  NO.  42-79 
Retrospective  Review 

Mr.  President,  this  particular  resolution  caused  considerable 
concern  among  the  members  of  the  Committee  due  to  contradic- 
tory and  confusing  testimony.  Because  the  Committee  recognized 
the  problems  in  Cleveland  exist  elsewhere  as  well,  it  felt  that  this 
resolution  should  be  prepared  in  such  a way  that  it  would  be 
more  appropriate  on  state  and  national  levels.  Therefore,  the 
following  amended  resolution  has  been  prepared : 

Amended  Resolution  No.  42-79 

RESOLVED,  That  the  Ohio  State  Medical  Association  state  its 
objections  to  retrospective  review  for  fiscal  denial  and 
oppose  any  new  retrospective  review  for  this  purpose;  and 
BE  IT  FURTHER 

RESOLVED,  That  where  retrospective  review  and  denial  is 
presently  being  carried  out  by  third-party  payors,  the  Ohio 
State  Medical  Association  should  seek  to  alter  such  programs 
to  allow  an  appeal  mechanism  available  upon  request  of 
physician  or  patient  which  would  not  be  under  the  control 
of  the  third-party  payor  and  would  consist  of  a committee 
of  the  physician’s  peers. 

Mr.  President,  the  Committee  recommends  the  adoption  of 
Amended  Resolution  No.  42-79,  and  I so  move. 

By  official  action,  the  House  voted  to  adopt 
Amended  Resolution  No.  42-79. 


RESOLUTION  NO.  43-79 
P.S.R.O. 

Mr.  President,  this  was  found  to  be  a very  significant 
resolution. 

The  following  amended  resolution  has  been  prepared  by  the 
Committee: 

Amended  Resolution  No.  43-79 

WHEREAS,  the  present  P.S.R.O.  law  exempts  certain  groups  of 
physicians;  THEREFORE,  BE  IT 
RESOLVED,  That  all  physicians  regardless  of  type  and  form  of 
practice  be  treated  equally  under  P.S.R.O.;  and  BE  IT 
FURTHER 

RESOLVED,  That  this  resolution  be  forwarded  to  the  AMA 
House  of  Delegates  for  consideration. 

Mr.  President,  the  Committee  recommends  the  adoption  of 
Amended  Resolution  No.  43-79,  and  I so  move. 

By  official  action,  the  House  voted  to  adopt 
Amended  Resolution  No.  43-79. 


RESOLUTION  NO.  44-79 

National  Health  Planning  and  Resources 
Development  Act  of  1974 

Mr.  President,  this  resolution  was  considered  to  be  an 
extremely  important  one  by  the  Committee  and  as  a consequence, 
several  important  changes  were  made  resulting  in  this  amended 
resolution: 

Amended  Resolution  No.  44-79 

WHEREAS,  P.L.  93-641,  National  Health  Planning  and  Re- 
sources Development  Act  of  1974,  allows  the  federal  gov- 
ernment, through  the  Department  of  Health,  Education  and 
Welfare  to  exclude  certain  hospitals  from  the  control  of  this 
law;  THEREFORE,  BE  IT 

RESOLVED,  That  the  OSMA  support  equal  treatment  under 
the  Health  Planning  Act  for  ALL  hospitals. 

Mr.  President,  the  Committee  recommends  adoption  of 
Amended  Resolution  No.  44-79,  and  I so  move. 

By  official  action,  the  House  voted  to  refer  Amended 
Resolution  No.  44-79  to  the  OSMA  Council. 

RESOLUTION  NO.  45-79 

Federal  Discrimination  Against  Teaching  Hospitals 

Mr.  President,  the  Committee  submits  the  following 
amended  resolution. 

Amended  Resolution  No.  45-79 

WHEREAS,  Section  227  of  Public  Law  92-603,  Social  Security 
Amendments  of  1972,  provides  for  differential  payment  for 
physicians’  services  rendered  at  teaching  hospitals,  and  is 
scheduled  for  implementation  October,  1979;  and 
WHEREAS,  This  legislation  discriminates  against  such  physi- 
cians in  teaching  hospitals  and  conflicts  with  the  need  to 
stimulate  physicians  to  participate  actively  in  the  education 
of  interns,  residents,  and  medical  students;  and 
WHEREAS,  This  legislation  includes  the  potential  to  compel  a 
dual  standard  of  care  (including  the  denial  of  equal  access 
of  health  care)  based  upon  a patient’s  ability  to  pay,  and 
thus  discriminates  against  significant  numbers  of  citizens  of 
the  United  States;  THEREFORE,  BE  IT 
RESOLVED,  That  the  OSMA  strongly  oppose  further  efforts  to 
implement  Section  227  of  Public  Law  92-603,  Social  Se- 
curity Amendments  of  1972,  which  provides  for  differential 
payment  for  the  services  of  physicians  at  teaching  hospitals; 
and  BE  IT  FURTHER 

RESOLVED,  That  the  Ohio  State  Medical  Association  encour- 
age the  introduction  and  passage  of  legislation  BY  THE 
AMA  to  repeal  Section  227  in  order  to  eliminate  or  reduce 
the  inequity  of  differential  payments  for  services  rendered 
by  physicians  at  teaching  hospitals. 

Mr.  President,  the  Committee  recommends  adoption  of 
Amended  Resolution  No.  45-79,  and  I so  move. 

By  official  action,  the  House  voted  to  amend 
Amended  Resolution  No.  45-79  as  indicated  by  adding 
the  language  set  forth  in  capital  letters,  then  adopted  it. 

RESOLUTION  NO.  46-79 
Hospital  Chiefs  of  Staff 

Mr.  President,  the  Committee  recommends  an  amended 
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Photograph  identification  for  page  463  (left  to  right): 

ROW  ONE:  (1)  Assistant  Director  of  the  OSMA  Depart- 
ment of  Continuing  Medical  Education  David  C.  Torrens  and 
William  H.  Gates,  M.D.,  Cincinnati.  (2)  Richard  D.  Ruppert, 
M.D.,  Toledo,  and  Philip  B.  Hardymon,  M.D.,  Columbus.  (3) 
Harry  K.  Hines,  M.D.,  Cincinnati. 

ROW  TWO:  (1)  Newly  elected  Councilor  Carl  E.  Spragg, 
M.D.,  New  Concord.  (2)  Robert  S.  Daniels,  M.D.,  Cincinnati, 
and  Philip  B.  Hardymon,  M.D.,  Columbus.  (3)  W.  J.  Lewis, 
M.D.,  Dayton. 

ROW  THREE:  (1)  OSMA  President  John  J.  Gaughan, 
M.D.,  and  OMPAC  Chairman  H.  William  Porterfield,  M.D., 
Columbus,  flank  The  Honorable  James  A.  Rhodes,  Governor  of 
Ohio  and  1979  OMPAC  Luncheon  speaker.  (2)  Frederick  T. 
Suppes,  M.D.,  Cleveland.  (3)  Oscar  W.  Clarke,  M.D.,  Gallipolis, 
and  P.  John  Robechek,  M.D.,  Cleveland,  escort  Mrs.  Thomas 
Morgan  to  the  presidential  installation  ceremony. 

ROW  FOUR:  (2)  Robert  E.  Jewett,  M.D.,  Dayton.  (3) 
Harry  H.  Fox,  M.D.,  Cincinnati. 

ROW  FIVE:  (1)  Thomas  W.  Morgan,  M.D.,  Gallipolis,  re- 
ceives the  trappings  of  his  new  office  from  John  J.  Gaughan, 
M.D.,  outgoing  president.  (2)  Philip  B.  Hardymon,  M.D.,  Co- 
lumbus, and  Robert  E.  Tschantz,  M.D.,  Canton.  (3)  Warren  W. 
Smith,  M.D.,  Miss  Sylvia  Henderson,  and  Miss  Jean  Armour, 
Columbus,  view  the  Photographic  Exhibit. 

ROW  SIX:  (1)  Richard  D.  Ruppert,  M.D.,  President, 
Medical  College  of  Ohio;  Robert  Hunter,  M.D.,  Chairman, 
Board  of  Trustees,  American  Medical  Association;  and  Edward 
G.  Kilroy,  M.D.,  Cleveland,  newly  elected  OSMA  councilor, 
participants  in  the  general  session  entitled  “The  Physician  and 
Cost-Effective  Health  Care.”  (2)  Philip  B.  Hardymon,  M.D., 
and  Henry  G.  Cramblett,  M.D.,  Columbus. 

Photograph  identification  for  page  466  (left  to  right): 

ROW  ONE:  (1)  Dr.  and  Mrs.  John  J.  Gaughan,  flank 
Past  President  William  L.  Wells,  M.D.,  during  the  ceremonies 
marking  the  passing  of  the  gavel.  (2)  Mrs.  Henry  Crawford, 
Cleveland,  a long-time  OMPAC  sustaining  member,  and  OMPAC 
Chairman  H.  William  Porterfield,  M.D.,  Columbus.  (3)  Earl 
R.  Haynes,  M.D.,  Zanesville. 

ROW  TWO:  (1)  Robert  Stegemiller,  M.D.,  Hamilton; 

William  E.  Sovik,  M.D.,  Poland;  Homer  A.  Anderson,  M.D., 
Columbus,  Chairman;  and  Frank  Foss,  M.D.,  Toledo,  of  Resolu- 
tions Committee  No.  1.  (2)  J.  James  Anderson,  M.D.,  Youngs- 
town, addresses  the  House. 

ROW  THREE:  (1)  A kiss  for  the  Mrs. — The  Morgans 
celebrate  his  installation.  (2)  William  S.  Banfield,  M.D.,  East 
Liverpool;  Richard  W.  Avery,  M.D.,  Seville;  and  Benjamin  H. 
Reed,  Jr.,  M.D.,  Delta,  of  Resolutions  Committee  No.  2.  (3) 
Mrs.  Gotholds  Kalnins,  Bucyrus,  receives  her  Photographic  Ex- 
hibit award  from  Chairman  George  W.  Waylonis,  M.D.,  Colum- 
bus. 

ROW  FOUR:  (2)  The  registration  desk.  (3)  Dr.  and  Mrs. 
Carl  Frye,  Newark. 

ROW  FIVE:  (1)  John  J.  Gaughan,  M.D.,  OSMA  Presi- 
dent; Mr.  Ed  Lechner,  President  of  Medical  Mutual  of  Cleve- 
land ; and  P.  John  Robechek,  M.D.,  Cleveland,  as  Dr.  Robechek 
receives  the  Medical  Mutual  Honor  Award.  (3)  Newly  elected 
Councilor  Joseph  P.  Yut,  M.D.,  Canton. 

ROW  SIX:  (1)  John  E.  Albers,  M.D.,  and  Mrs.  Emil  Bar- 
rows,  OSMA  Auxiliary  President,  Cincinnati.  (2)  Past  Presi- 
dent William  M.  Wells,  M.D.,  Newark,  and  newly  elected 
President-Elect  Robert  G.  Thomas,  M.D.,  Elyria. 


Photograph  identification  for  page  471  (left  to  right): 

ROW  ONE:  (1)  Robert  S.  Heidt,  Jr.,  M.D.,  Cincinnati. 
(2)  Alford  C.  Diller,  M.D.,  Convoy;  Vincent  T.  LaMaida,  M.D.. 
Cleveland;  Richard  E.  Hartle,  M.D.,  Lancaster;  Jerry  L.  Ham- 
mon,  M.D.,  West  Milton,  Chairman  of  the  OSMA  Committee 
on  Scientific  Work;  and  John  J.  Gaughan,  M.D.,  Cleveland.  (3) 
C.  Douglass  Ford,  M.D.,  Toledo;  H.  Judson  Reamy,  M.D., 
Dover;  John  A.  Devany,  M.D.,  Toledo;  Alford  C.  Diller,  M.D., 
Convoy;  and  Theodore  J.  Castele,  M.D.,  Cleveland. 

ROW  TWO:  (1)  George  W.  Waylonis,  M.D.,  and  J.  Hutch- 
ison Williams,  M.D.,  Columbus.  (2)  John  J.  Gaughan,  M.D., 
Cleveland,  congratulates  Leopold  Liss,  M.D.,  Columbus.  (3)  Carl 

A.  Lincke,  M.D.,  Carrollton,  receives  the  Distinguished  Service 
Citation  from  John  J.  Gaughan,  M.D.  (4)  Herbert  G.  Magen- 
heim,  M.D.,  Sanford  Blank,  M.D.,  and  William  H.  Gates,  M.D.. 
Cincinnati. 

ROW  THREE;  (1)  Robert  J.  Blough,  M.D.,  Deshler;  John 
A.  Devany,  M.D.,  Toledo;  Thomas  J.  O’Grady,  M.D.,  Toledo; 
and  Frank  E.  Foss,  M.D.,  Toledo.  (3)  Thomas  P.  Paras,  M.D., 
Cleveland. 

ROW  FOUR;  (1)  John  LI.  Budd,  M.D.,  Cleveland,  Imme- 
diate Past  President  of  the  American  Medical  Association.  (2) 

A.  Burton  Payne,  M.D.,  Ironton.  (3)  John  J.  Gaughan,  M.D.. 
presents  Anthony  J.  Ruppersberg,  Jr.,  M.D.,  Columbus,  with  the 
Quarter-Century  Award. 

ROW  FIVE;  (2)  John  J.  Gaughan,  M.D.,  Cleveland,  and 
Ralph  Walen,  M.D.,  Toledo.  (3)  H.  William  Porterfield,  M.D.. 
and  Richard  L.  Fulton,  M.D.,  Columbus. 

ROW  SIX;  (1)  The  exhibit  hall.  (2)  Fred  F.  Somma, 
M.D.,  Cuyahoga  Falls.  (3)  Herman  I.  Abromowitz,  M.D.,  John 
H.  Boyles,  Jr.,  M.D.,  Frederic  C.  Schnebly,  M.D.,  and  A.  Robert 
Davies,  M.D.,  Dayton. 

Photograph  identification  for  page  475  (left  to  right): 

ROW  ONE:  (1)  Edward  E.  Grable,  M.D.,  Canton,  and 
Joseph  W.  Tandatnick,  M.D.,  Youngstown.  (2)  Paul  S.  Metzger, 
M.D.,  Columbus;  A.  Burney  Huff,  M.D.,  Wooster;  and  Carl  A. 
Minning,  M.D.,  Batavia.  (3)  Governor  James  A.  Rhodes;  H 
William  Porterfield,  M.D.,  Columbus,  OMPAC  Chairman;  and 
Michael  P.  Levis,  M.D.,  AMPAC  Chairman,  Pittsburgh. 

ROW  TWO:  (1)  Frank  H.  Mayfield,  M.D.,  and  OSMA 
Auxiliary  President  Mrs.  Emil  Barrows,  Cincinnati.  (2)  Robert 

J.  White,  M.D.,  Cleveland,  and  Shepard  A.  Burroughs,  M.D., 
Ashtabula.  (3)  William  M.  Wells,  M.D.,  Newark,  and  Stewart 

B.  Dunsker,  M.D.,  Cincinnati.  (4)  Thomas  E.  Fox,  M.D.,  Mason. 

ROW  THREE:  (1)  John  J.  Gaughan,  M.D.,  Cleveland, 

and  William  E.  Feeman,  Jr.,  M.D.,  Bowling  Green.  (3)  John  J. 
Gaughan,  M.D.,  and  Steven  A.  Ziegler,  Cincinnati. 

ROW  FOUR:  Alford  C.  Diller,  M.D.,  Convoy;  newly  elect- 
ed Secretary-Treasurer  David  A.  Barr,  M.D.,  Lima;  and  Leonard 

K.  Smith,  M.D.,  Kenton.  (2)  Warner  W.  Tuckerman,  M.D., 
Cleveland.  (3)  Dr.  and  Mrs.  Joel  Kaye  (Mrs.  Kaye  is  newly  in- 
stalled president  of  the  OSMA  Auxiliary)  and  Dr.  and  Mrs. 
Thomas  Morgan. 

ROW  FIVE:  (2)  Ohio  Director  of  Health  John  H.  Acker- 
man, M.D.,  and  Mrs.  Ackerman,  and  Mrs.  John  J.  Gaughan.  (3) 

C.  Edward  Pichette,  M.D.,  Youngstown. 

ROW  SIX:  (1)  Robert  A.  Ringer,  M.D.,  Cambridge;  Rob- 
ert U.  Anderson,  Newark;  and  Frederick  M.  Kapetansky,  M.D., 
Columbus.  (2)  Richard  L.  Meiling,  M.D.,  and  H.  M.  Clodfelter, 
M.D.,  Columbus.  (3)  George  N.  Bates,  M.D.,  Toledo.  (4)  S. 
Baird  Pfahl,  Jr.,  M.D.,  Sandusky. 
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resolution  for  Resolution  No.  46-79.  This  amended  resolution  is 
as  follows : 

Amended  Resolution  No.  46-79 

Physician  Representation  on 
Hospital  Boards  of  T rustees 

RESOLVED,  That  the  AMA  petition  the  Joint  Commission  on 
Accreditation  of  Hospitals  to  strengthen  the  wording  in  its 
requirements  dealing  with  hospital  boards  to  assure  repre- 
sentation by  physician  staff  members,  with  voting  privi- 
leges/—and  BE  IT  FURTHER 
RESOLVED,  That  this  resolution  be  forwarded  to  every  hos- 
pital administrator  and  BOARD  OF  TRUSTEES  in  Ohio. 

Mr.  President,  the  Committee  recommends  adoption  of 
Amended  Resolution  No.  46-79,  and  I so  move. 

By  official  action,  the  House  voted  to  amend 
Amended  Resolution  No.  46-79  as  indicated  by  deleting 
the  language  stricken  out  and  by  adding  the  language  set 
forth  in  capital  letters,  then  adopted  it. 

RESOLUTION  NO.  47-79 

Use  of  Social  Security  Numbers  as  Universal  Identifiers 

Mr.  President,  the  Committee  recommends  adoption  of 
Resolution  No.  47-79  as  submitted  by  the  Sixth  Councilor  Dis- 
trict, and  I so  move. 

By  official  action,  the  House  voted  to  adopt  Reso- 
lution No.  47-79.  The  resolution  reads  as  follows: 

WHEREAS,  The  Social  Security  number  is  primarily  a federal 
government  device  intended  for  the  sole  use  of  the  Social 
Security  Administration  and  the  Internal  Revenue  Service; 
and 

WHEREAS,  The  House  of  Delegates  of  the  AMA  has  deplored 
the  use  of  Social  Security  numbers  as  Universal  Identifiers; 
and 

WHEREAS,  Many  OSMA  members  have  voiced  strong  opposi- 
tion to  the  OSMA  using  such  device  for  identification 
purposes;  and 

WHEREAS,  Numerous  other  forms  of  identification  are  readily 
available;  THEREFORE,  BE  IT 
RESOLVED,  That  the  Ohio  State  Medical  Association  not  use 
the  Social  Security  number  for  identification  purposes. 

RESOLUTION  NO.  48-79 

Socioeconomic  and  Political  Courses 

Mr.  President,  the  Committee  recommends  the  following 
amended  resolution: 

Amended  Resolution  No.  48-79 

WHEREAS,  The  problems  of  government  regulations  and  laws 
affecting  medical  care  are  increasing;  and 


WHEREAS,  Health  planning  and  cost  containment  measures 
increasingly  affect  the  practice  of  medicine;  THEREFORE, 
BE  IT 

RESOLVED,  That  the  Ohio  State  Medical  Association  and/or 
county  medical  societies  encourage,  in  conjunction  with  the 
faculty  of  medical  schools  in  Ohio,  courses  addressing  such 
matters  as  governmental  regulations  and  laws,  health  plan- 
ning, cost  containment,  and  other  related  subjects;  and 
BE  IT  FURTHER 

RESOLVED,  That  where  practical,  these  courses  shall  utilize 
practicing  physicians  as  faculty. 

Mr.  President,  the  Committee  recommends  the  adoption  of 
Amended  Resolution  No.  48-79,  and  I so  move. 

By  official  action,  the  House  voted  to  adopt 
Amended  Resolution  No.  48-79. 

RESOLUTION  NO.  49-79 

Free  Enterprise  System  of  Medical  Care — The  Best 

Mr.  President,  the  Committee  recommends  Resolution  No. 
49-79  be  NOT  adopted  because  of  the  cost  of  implementation 
and  the  fact  that  AMA  is  well  aware  of  the  importance  of  the 
general  nature  and  substance  of  this  resolution,  and  I so  move. 

By  official  action,  the  House  voted  to  reject  Resolu- 
tion No.  49-79. 

The  report  of  Resolutions  Committee  No.  3,  as  a 
whole,  as  amended,  was  approved  by  the  House. 

INAUGURAL  CEREMONY 

Mrs.  Gaughan  was  introduced  and  escorted  to  the 
podium  by  Dr.  Donavin  A.  Baumgartner,  Jr.,  President  of 
the  Academy  of  Medicine  of  Cleveland  and  Cuyahoga 
County.  Dr.  Wells  then  presented  the  President’s  medal- 
lions to  Dr.  and  Mrs.  Gaughan  and  the  Past  President’s 
plaque  to  Dr.  Gaughan. 

The  Morgan  family  was  introduced  and  were  es- 
corted to  the  podium  by  Doctors  Oscar  W.  Clarke,  Gal- 
lipolis,  and  P.  John  Robechek,  Cleveland.  Dr.  Wells 
administered  the  presidential  oath  of  office  to  Dr.  Mor- 
gan; and  Dr.  Gaughan,  retiring  President,  presented  Dr. 
Morgan  the  official  gavel  and  the  President’s  medallion. 
Dr.  Morgan  presented  Dr.  Gaughan  the  Past  President’s 
button. 

Dr.  Morgan  addressed  the  House. 

There  being  no  further  business,  the  House  of  Dele- 
gates then  adjourned  sine  die. 

ATTEST:  Hart  F.  Page,  CAE 
Executive  Director 
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1979  Award-Winning 
Scientific  Exhibits 


Original  Research 


Spending  $12  an  hour 
or  more 

on  computer  time? 


Alzheimer’s  Disease:  Clinico-Pathological  Study 

Leopold  Liss,  M.D.;  James  Parker,  M.D.;  Karl  Ebner,  John 
Johnson,  M.D.;  and  Daniel  Couri,  Ph.D.,  Columbus 


Clinical  Investigation 


Run  your  own  for 

only$l84* 

. an 
hour 


1st  Place:  Microsurgery  in  the  Tubal  Repair  of  the  Infertile 
Female. 

Frederick  G.  Dettmann,  M.D.,  Milwaukee,  Wisconsin 

2nd  Place:  Comparison  of  Older  and  New  Parenteral  Cephalo- 
sporins 

E.  L.  Quinn,  M.D.;  R.  del  Busto,  M.D. ; T.  Madhavan, 
M.D.;  E.  H.  Burch,  M.D.;  and  E.  Fisher,  M.D.,  Detroit 

3rd  Place:  Prevention  of  Deep  Vein  Thrombosis  in  Total  Hip 
Surgery  With  the  Boot  Pump 

Steven  Dosick,  M.D.;  Lynn  Boynton,  M.D.;  Gerald  Suther- 
land, M.D.;  Ralph  Walen,  M.D.;  and  Robert  Cook,  M.D., 
Toledo 


Honorable  Mention:  Atheroganic  Traits  in  an  Ohio  Town 
W.  E.  Feeman,  Jr.,  M.D.,  Bowling  Green 


Teaching 


Own  your  own  computer? 
Sure,  with  cost  savings  of  over  $8 
an  hour!  Still  using  outside 
bookkeepers?  Compare  costs! 
With  your  own  computer,  you 
get  daily  billing  and  reminders 
sent  out  automatically  in  just  a 
few  hours!  Increase  your  accu- 
racy and  your  cash  flow!  Your 
own  people  can  operate  it  easily 
right  in  your  own  office.  We 
provide  the  complete  system  — 
programming,  software,  hard- 
ware and  service.  Ask  your  busi- 
ness manager  about  the  tax 
advantages  of  owning  your  own 
computer,  too! 


1st  Place:  What  Nuclear  Medicine  Can  Do  for  You  and  Your 
Patient 

Thomas  A.  Verdon,  Jr.,  M.D.,  Colorado  Springs,  Colorado 


2nd  Place:  Percutaneous  Radiofrequency  Coagulation  of  the 
Gasseriam  Ganglion  for  Trigeminal  Neuralgia:  A Report  of  500 
Cases 


Interested? 

Want  to  know  more? 

Call  Donald  Lacy 
at  614/436-3163  today! 


John  M.  Tew,  Jr.,  M.D.,  and  Frank  H.  Mayfield,  M.D., 
Cincinnati 


‘based  on  unit  operating  8 hours  per  day  over  a 
5-year  period 


3rd  Place:  Moh’s  Histographic  Surgery  for  the  Treatment  of 
Skin  Cancer 

Philip  L.  Bailin,  M.D.,  Sara  J.  Fleming,  and  C.  William 
Hanke,  M.D.,  Cleveland 


© 


Applied 

Systems, 


Computer 

Inc. 


Honorable  Mention:  Fiber  Implantation  for  the  Treatment  of 
Pattern  Baldness 


77  East  Wilson  Bridge  Road 
Worthington,  OH  43085 


C.  William  Hanke,  M.D.,  Wilma  F.  Bergfeld,  M.D.,  and 
Sara  J.  Fleming,  Cleveland 
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Continuing  Medical  Education  Programs 

w 


Credit:  A.MA.  Category  I,  A AFP.,  A.C.E.P.* 

Faculty:  Conducted  by  nationally-renowned  cardiologists 
Place:  2/i  day  weekend  seminars  held  in  over  thirty  metropolitan 
and  resort  locations  throughout  the  U S. 


■%-Card lac  Ischemia 
and  Arrhythmias- 
Current  Concepts 

August  17-19 
Toronto,  Canada 

August  24-26 
Hilton  Head,  SC 

September  28-30 
Las  Vegas,  NV 

October  26-28 
Pittsburgh,  PA 

November  24 
San  Francisco,  CA 

December  7-9 
Atlanta,  GA 


Coronary  Disease, 
Exercise  Testing  & 
Cardiac  Rehabilitation 

July  27-29 
Lake  Geneva,  Wl 

August  17-19 
Cape  Cod,  MA 

September  28-30 
San  Francisco,  CA 

October  5-7 
Atlanta,  GA 

November  2-4 
New  Orleans,  LA 

December  7-9 
Las  Vegas,  NV 


*ECG  Interpretation  & 
Arrhythmia  Management 


July  27-29 
Monterey,  CA 

August  10-12 
Bellalre,  Ml 

August  17-19 
Orlando,  FL 

September  28-30 
San  Antonio,  TX 

October  26-28 
Boston,  MA 

November  24 
St.  Petersburg,  FL 

November  30  - December  2 
Cincinnati,  OH 


Cardiac 

Rehabilitation 


August  10-12 

Lake  of  the  Ozarks,  MO 

September  28-30 
Washington,  DC 

October  26-28 
Chicago,  II 

December  7-9 
Dallas,  TX 


For  information  on  these  and  other  courses,  contact  Director  of  CME,  Dept.  7,  International  Medical  Education  Corporation 
64  Inverness  Drive  East,  Englewood,  Colorado  80112/Tel.  (303)  773-1144  or  Toll  Free  (800)525-8646,  ext  236 


PHYSICIANS  INSURANCE  COMPANY  OF  OHIO 


Complete  insurance  Protection  For  Ohio  Physicians 

These  are  some  of  our  fine 
PICO  agencies,  serving  the  following  cities 
and  surrounding  areas. 


IN  DAYTON 

Baldwin  & Whitney  Insurance  Agency 
7 East  Fourth  Street 
Dayton,  Ohio  45402 
(513)  223-3181 


IN  YOUNGSTOWN 

The  Gluck  Insurance  Agency 
2901  Market  Street 
Youngstown,  Ohio  44507 
(216)  788-6577 


IN  CINCINNATI 

Frederick  Rauh  & Company 

3300  Central  Parkway 
Cincinnati,  Ohio  45225 
(513)  559-0500 


IN  LIMA 

Stollv  Insurance,  Inc. 

973  West  North  Street 
Lima,  Ohio  45805 
(419)227-2570 

IN  ASHTABULA 

Stouffer  Herzog-Otto 
Insurance  Agency,  Inc. 
4230  Lake  Avenue 
Ashtabula,  Ohio  44004 
(216)  998-4444 

IN  COLUMBUS 

Wolman  Insurance  Agency,  Inc. 

38  Jefferson  Avenue 
Columbus,  Ohio  43215 
(614)221-5471 


480  I The  Ohio  State  Medical  Journal 


brand  of 

theophylline,  USP  (anhydrous) 


is  100%  micro-pulverized, 
anhydrous  theophylline,  in  capsules 


Bioavailability  equal  to  an  elixir 
Achieves  blood  levels  rapidly1 


Tinkelman,  D.G  , Carroll.  M.S..  Vanderpool,  G.,  Jones.  M.  The 
bioava ila bility  of  theophylline  in  elixir  and  micro-pulverized  forms 
Medical  Challenge  10  24-26.  1978. 


REON 


BREON  LABORATORIES  INC 

90  Park  Avenue.  New  York.  N.Y.  10016 


BRONKODYL® 

BRAND  OF  THEOPHYLLINE,  USP  (ANHYDROUS) 

BRIEF  SUMMARY  Before  prescribing,  please 
consult  complete  prescribing  information,  a sum- 
mary of  which  follows: 

1 N Dl  CAT  IONS:  For  relief  and/or  prevention  of 
bronchospasm  associated  with  bronchial  asthma, 
chronic  bronchitis  and  emphysema. 
CONTRAINDICATIONS:  Hypersensitivity  to  any  of 
its  components. 

WARMINGS:  Theophylline  should  be  used  with 
caution  in  children  and  in  others  who  are  currently 
taking  bronchodilator  products,  especially  in  rectal 
dosage  form,  which  may  contain  theophylline  or 
related  drugs. 

Status  asthmaticus  is  a medical  emergency.  Addi- 
tion of  corticosteroids  and  other  medications  to 
bronchodilator  therapy  may  be  required 
Serum  theophylline  levels  should  be  monitored  at 
appropriate  intervals  for  dosage  adjustment  High 
serum  levels  of  theophylline  and  resultant  toxicity 
may  occur  with  conventional  doses  in  patients  with 
decreased  theophylline  clearance  as  found  with 
cardiac  failure,  liver  disease,  chronic  obstructive 
pulmonary  disease,  and  in  geriatric  patients. 

Early  signs  of  theophylline  toxicity,  such  as  nausea 
and  restlessness  may  not  occur  prior  to  convul- 
sions or  ventricular  arrhythmias.  Pre-existing 


arrhythmias  may  be  worsened  by  theophylline 
Usage  in  Pregnancy:  Theophylline  safety  in  preg- 
nancy has  not  been  established.  Use  of  Bronkodyl 
during  lactation  or  in  women  of  childbearing  poten- 
tial requires  that  possible  benefits  of  the  drug  be 
weighed  against  possible  hazards  to  fetus  or  child 
PRECAUTIONS:  Smokers  may  require  larger 
doses  of  theophylline  because  of  a shorter  half-life 
in  these  patients. 

Theophylline  should  not  be  administered  con- 
currently with  other  xanthines. 

Caution  should  be  observed  in  patients  with 
cardiac  disease,  severe  hypoxemia,  hypertension, 
hyperthyroidism,  acute  myocardial  injury,  cor 
pulmonale,  congestive  heart  failure,  liver  disease, 
peptic  ulcer,  and  in  the  elderly  and  neonates.  Pa- 
tients with  congestive  heart  failure  in  particular 
may  have  markedly  prolonged  serum  half-lives  of 
theophylline. 

ADVERSE  REACTIONS:  Most  adverse  reactions 
to  theophylline  are  seen  with  serum  levelsexceed- 
ing  the  therapeutic  range.  Gastrointestinal:  nausea, 
vomiting,  epigastric  pain,  hematemesis,  diarrhea. 
CNS:  headache,  irritability,  restlessness,  insomnia, 
reflex  hyperexcitability,  muscle  twitching,  clonic 
and  tonic  generalized  convulsions  Cardiovascular: 
palpitations,  tachycardia,  extrasystoles,  flushing, 
hypotension,  circulatory  failure,  ventricular 
arrhythmias  which  may  be  life-threatening  Respir- 
atory: tachypnea.  Renal:  diuresis,  albuminuria. 
Other:  hyperglycemia,  inappropriate  ADH 


secretion 

Drug  Interactions:  Toxic  synergism  with  ephedrine 
and  other  sympathomimetic  bronchodilators  may 
occur. 

OVERDOSAGE  Treatment: 

A.  If  potential  oral  overdose  is  established  and 
seizure  has  not  occurred:  1)  Induce  vomiting 

2)  Administer  a cathartic.  3)  Administer  ac- 
tivated charcoal 

B.  It  patient  is  having  a seizure:  1)  Establish  an 
airway  2)  Administer  O2. 3)  Treat  the  seizure  with 
intravenous  diazepam,  0,1  to  0.3  mg/kg  up  to  10 
mg  4)  Monitor  vital  signs,  maintain  blood  pres- 
sure and  provide  adequate  hydration. 

C.  Post-seizure  coma:  1)  Maintain  airway  and  oxy- 
genation 2)  If  a result  of  oral  medication,  follow 
above  recommendations  to  prevent  absorption 
of  drug,  but  intubation  and  lavage  will  have  to 
be  performed  instead  of  inducing  emesis,  and 
the  cathartic  and  charcoal  will  need  to  be  intro- 
duced via  a large  bore  gastric  lavage  tube. 

3)  Continue  to  provide  full  supportive  care  and 
adequate  hydration  while  waiting  for  drug  to  be 
metabolized  In  general,  the  drug  is  metabolized 
sufficiently  rapidly  so  as  to  not  warrant  consider- 
ation of  dialysis. 

HOW  SUPPLIED: 

Bronkodyl  100  mg, 

brown  and  white  capsules  in  100's  Code  1831 
Bronkodyl  200  mg, 
green  and  white  capsules  in  100's 


Code  1833 


An  Overview 


Jail  Project  of  the  Ohio 
State  Medical  Association 


Richard  A.  Ayish 
Michael  C.  Zellers 


In  1975,  the  American  Medical  Association  Program 
for  the  Accreditation  of  Medical  Care  and  Health  Ser- 
vices in  Jails  was  initiated  through  funding  from  the  Law 
Enforcement  Assistance  Administration  of  the  U.S.  De- 
partment of  Justice  and  the  AMA.  This  project  is  the 
result  of  a 1972  AMA  survey  of  medical  facilities  in  jails 
which  indicated  a gross  inadequacy  of  health  and  medical 
services.  In  addition,  some  successful  law  suits  on  behalf 
of  prisoners  focused  national  attention  on  the  deplorable 
conditions  in  prisons  and  jails. 

A federal  court  ruled  in  1972  that  inadequate  medi- 
cal care  constituted  “cruel  and  unusual  punishment”  and, 
as  such,  was  a violation  of  inmates’  constitutional  rights. 
On  review  of  that  decision,  the  U.S.  Supreme  Court  ruled 
in  a 1976  decision  that  adequate  medical  care  is  a right  of 
inmates  pursuant  to  the  Constitution  of  the  United  States. 

A national  accreditation  program  has  been  instituted 
through  which  health  services  for  inmates  of  jails  are 
appraised  regularly  against  standards  approved  by  the 
AMA,  American  Correctional  Association,  and  National 
Sheriffs’  Association.  State  medical  societies  conduct  the 
accreditation  process,  thereby  providing  organized  medi- 


Mr.  Ayish,  Columbus,  is  Assistant  Director  of  the  OSMA 
Department  of  State  Legislation  and  Secretary  of  the 
OSMA  Committee  on  Prisons  and  Jails. 

Mr.  Zellers,  Columbus,  is  Project  Director  of  the  OSMA 
Program  to  Improve  Medical  Care  and  Health  Services 
in  Ohio  Jails. 

Submitted  June  8,  1979. 


cine  an  ongoing  role  in  the  difficult  task  of  bringing 
adequate  health  care  to  confined  persons. 

Origin  of  OSMA  Project 

The  Committee  on  Prisons  and  Jails  of  the  Ohio 
State  Medical  Association  observed  the  development  of 
the  AMA  program  during  its  initial  implementation  in  six 
states.  In  May  1978,  the  Committee  recommended,  and 
the  Council  of  the  Association  approved,  OSMA  partici- 
pation in  the  AMA  Accreditation  Program. 

The  program  provides  a workable  alternative  to 
government  action  for  resolving  the  health  care  problems 
that  currently  exist  in  Ohio’s  jails.  When  the  AMA  pro- 
gram was  expanded  in  1978,  Ohio  was  included  as  one 
of  ten  new  pilot  states. 

Five  Ohio  jails  could  be  accommodated  in  OSMA’s 
first-year  pilot  program.  In  August  of  1978,  the  OSMA 
contacted  officials  of  the  eligible  county  jails  in  Ohio 
regarding  participation  in  the  pilot  program.  In  accor- 
dance with  the  requirements  of  the  program,  the  OSMA 
Committee  on  Prisons  and  Jails  selected  the  five  jails  for 
the  program.  The  jails  were  selected  on  the  basis  of  their 
interest  in  the  program,  the  size  of  the  jail,  and  the  pres- 
ent condition  of  the  health  care  system  within  the  jail. 

Jails  included  in  the  pilot  program  were  Cuyahoga 
County  Corrections  Center  (Cleveland),  Lucas  County 
Correctional  Center  (Toledo),  Marion  County  Jail 
(Marion),  Sandusky  County  Jail  (Fremont),  and  Trum- 
bull County  Jail  (Warren).  These  facilities  represent  a 
mixture  of  large,  small,  urban,  and  rural  Ohio  county 
jails. 

The  initial  objective  of  the  Prisons  and  Jails  Com- 
mittee was  to  assist  the  five  pilot  jails  in  upgrading  their 
health  care  systems  to  comply  with  the  AMA’s  42  stan- 
dards. 
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Accreditation  Procedure 

Several  stages  are  involved  in  preparing  the  health 
care  system  of  a jail  for  formal  accreditation.  The  initial 
stage  requires  an  on-site  visit  to  the  pilot  jail  during 
which  the  program  is  explained  in  detail  to  both  the 
sheriff  and  physician  medical  director.  In  addition,  the 
facility  is  inspected;  and  a survey  is  completed  to  deter- 
mine the  specific  steps  necessary  to  prepare  the  jail  for 
the  accreditation  process. 

Initial  surveys  are  analyzed  during  the  second  stage 
of  the  program.  Specific  problems  are  isolated  and  pos- 
sible solutions  are  developed.  The  sheriff  and  jail  physi- 
cian make  the  necessary  changes  in  the  health  care  system 
with  technical  assistance  provided  by  the  project  staff. 
Standard  operating  procedures  are  developed  which  docu- 
ment the  jail’s  health  care  system  in  a concise  and  orderly 
fashion. 

The  final  stage  of  the  program  begins  when  the  jail 
has  implemented  the  suggested  improvements.  A formal 
accreditation  inspection  is  scheduled.  This  inspection  is 
conducted  by  a physician  from  the  OSMA  Committee  on 
Prisons  and  Jails  and  by  nonphysician  members  of  the 
OSMA  project  staff.  Following  a standard  format  devel- 
oped by  the  AMA,  the  survey  team  interviews  various 
levels  of  jail  personnel,  health  care  providers,  and  inmates 
to  review  all  aspects  of  the  jail’s  health  care  system. 
Medical  records  and  other  documentation  are  also  re- 
viewed to  assure  compliance  with  the  standards.  The  on- 
site survey  report  is  forwarded  to  the  AMA  for  evalua- 
tion. If  the  program  requirements  have  been  met,  the 
AMA  awards  the  accreditation. 

Profile  of  Pilot  Jails 

The  Marion  County  Jail,  with  an  average  inmate 
population  of  35,  made  the  necessary  modifications  in 
their  health  care  system  through  the  combined  efforts  of 
Sheriff  Ron  Scheiderer,  Robert  Gray,  M.D.,  and  Marilyn 
Lawrence,  R.N.  On  January  26,  1979,  the  formal  on-site 
survey  was  conducted  at  the  Marion  County  Jail  with 
Paul  Keith,  M.D.,  serving  as  the  physician  member  of 
the  survey  team. 

Sheriff  Joseph  C.  Kindred,  along  with  E.  C.  Swint, 
M.D.,  assumed  a major  role  in  upgrading  the  Sandusky 
County  Jail’s  health  care  system.  Personnel  from  the  San- 
dusky County  Health  Department  have  been  used  by 
Sheriff  Kindred  to  ensure  adequate  health  care  for  in- 
mates in  the  jail.  Stacey  Besst,  M.D.,  joined  the  survey 
team  on  January  29,  1979,  when  the  Sandusky  County 
Jail  was  formally  inspected. 

In  March  1979,  the  Marion  County  Jail  and  the 
Sandusky  County  Jail  were  fully  accredited  for  two 
years  by  the  AMA. 

The  Cuyahoga  County  Jail,  with  an  average  inmate 
population  of  approximately  700,  entered  the  program 


under  the  direction  of  Stacey  Besst,  M.D.  The  necessary 
changes  were  made  primarily  by  Dr.  Besst  and  Barbara 
Ryan,  R.N.,  with  Sheriff  Gerald  McFaul  approving  par- 
ticipation in  the  program.  The  on-site  survey  was  con- 
ducted on  April  4,  1979,  with  A.  J.  Karson,  M.D.,  serving 
as  the  physician  member  of  the  survey  team. 

Since  the  early  1970s,  the  Lucas  County  Jail,  with  an 
average  inmate  population  of  250,  has  been  under  a 
federal  court  order  to  improve  conditions  in  the  jail. 
Leroy  Rogers,  M.D.,  and  David  Michaels,  P.A.,  have 
instituted  an  innovative  and  effective  health  care  system 
at  the  jail.  Personnel  of  the  Family  Practice  Center,  Medi- 
cal College  of  Ohio  at  Toledo,  work  with  Rosemary  Alt, 
R.N.,  to  provide  inmates  with  quality  medical  care  at  the 
Lucas  County  Jail.  V.  L.  Cotterman,  M.D.,  accompanied 
the  survey  team  on  April  30,  1979,  when  the  Lucas 
County  facility  was  formally  inspected. 

The  Cuyahoga  County  Jail  and  the  Lucas  County 
Jail  received  full  two-year  AMA  accreditation  in  June. 
The  Trumbull  County  Jail  did  not  complete  the  accredi- 
tation process  during  the  program’s  initial  year. 

The  accreditation  of  four  jails  in  Ohio  places  the 
OSMA  Pilot  Program  to  Improve  Medical  Care  and 
Health  Service  in  Ohio  Jails  as  one  of  the  most  successful 
pilot  programs  in  the  country.  The  success  of  the  first- 
year  pilot  project  can  be  attributed  to  the  cooperation  of 
Robert  Sylvester,  M.D.,  Chairman  of  the  OSMA  Prisons 
and  Jails  Committee,  and  his  committee  members.  The 
physicians  serving  at  the  individual  pilot  jails  worked 
closely  with  jail  officials  to  implement  the  changes  sug- 
gested by  the  project  staff.  The  combined  efforts  of  all 
involved  made  the  OSMA  pilot  program  very  successful 
and  laid  the  foundation  for  an  expanded  second-year 
program. 

OSMA  Second- Year  Program 

June  of  1979  marks  the  beginning  of  the  second  year 
of  the  OSMA  Program  to  Improve  Medical  Care  and 
Health  Services  in  Ohio  Jails.  Additional  funding  has 
provided  for  expansion  of  the  jail  project. 

Second-year  goals  of  the  project  include:  accrediting 
ten  additional  jails,  making  technical  assistance  available 
to  all  interested  jail  officials  and  physicians,  and  conduct- 
ing a seminar  on  medical  care  and  health  services  for  jail 
officials  and  physicians.  The  continued  cooperation  of  the 
Prisons  and  Jails  Committee  and  the  on-site  efforts  of 
jail  physicians  and  officials  will  ensure  the  continued 
success  of  this  program. 

The  Ohio  State  Medical  Association’s  sponsorship 
of  the  jail  project  and  participation  as  medical  advisors 
to  Ohio’s  Legislative  Correctional  Institution  Inspection 
Committee  has  enabled  the  OSMA  to  preempt  the  gov- 
ernment from  mandating  unworkable  solutions  to  health 
care  problems  in  prisons  and  jails. 
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Letters  to  the  Editor 


To  the  OSMA  Membership. — There  appears  to  be  much 
misinformation  concerning  the  origin  of  the  continuing 
medical  education  recjuirements  which  were  incorporated 
in  House  Bill  682  at  the  time  of  the  malpractice  crisis  in 
1975.  Also,  our  recent  OSMA  membership  survey  has 
garnered  many  complaints  regarding  excessive  costs  of 
continuing  medical  education  programs. 

We  should  recall  that  during  the  malpractice  crisis, 
questions  were  raised  in  legislatures  all  over  the  country 
with  regard  to  the  overall  level  of  competence  of  physi- 
cians. Although  some  legislators  wanted  to  require  re- 
examination for  licensure,  most  appeared  willing  to  settle 
for  some  evidence  of  continuing  physician  education.  It  is 
virtually  certain  that  at  that  time  no  malpractice  bill 
could  have  been  passed  in  the  Ohio  Legislature  without 
some  continuing  medical  education  requirement. 

The  Ohio  State  Medical  Association  took  the  position 
that  the  vast  majority  of  physicians  participate  in  50-to- 
100  hours  of  continuing  medical  education  each  year 
without  being  required  to  do  so.  Hence,  the  educational 
initiative  provided  for  in  House  Bill  682  was  already 
underway;  and  all  the  bill  did  was  assure  tangible  evi- 
dence of  Ohio  physicians’  activities. 

That  some  medical  educators  have  taken  unfair  ad- 
vantage of  the  continuing  medical  education  requirement 
is  unfortunately  true.  Continuing  medical  education 
courses  have  mushroomed  all  over  the  country,  and  sel- 
dom does  the  day  go  by  that  one  to  three  flyers  adver- 
tising CME  programs  don’t  cross  every  physician’s  desk. 
Most  of  these,  to  be  sure,  are  very  worthwhile  courses. 
However,  others  are  disappointing  in  their  content  and 


doubly  disappointing  due  to  the  excessive  fees  charged 
for  participation. 

On  a state  level,  the  OSMA  has  tried  to  be  respon- 
sive to  member  complaints  regarding  course  fees.  For 
example,  we  have  lowered  the  fee  for  participation  in  the 
continuing  education  examination  that  occasionally  ac- 
companies scientific  material  published  in  The  Ohio  State 
Medical  journal.  Additionally,  we  have  instituted  a dis- 
count for  retired  physicians  and  physicians-in-training 
who  participated  in  the  many  course  offerings  conducted 
at  our  Annual  Meeting  by  the  OSMA  Department  of 
Continuing  Medical  Education.  Both  of  these  actions 
occurred  in  response  to  member  request,  and  resulted  in 
the  OSMA  underwriting  costs  of  programs  rather  than 
making  them  self-supporting  through  higher  fees. 

I ask  your  cooperation  in  meeting  the  State  require- 
ment by  sending  your  “Log  of  Continuing  Medical  Edu- 
cation Activities”  to  the  Ohio  State  Medical  Board  as 
soon  as  you  have  completed  the  required  150  hours  of 
continuing  medical  education.  When  you  request  renewal 
of  your  medical  license,  you  will  need  to  sign  a statement 
indicating  that  you  have  completed  the  CME  require- 
ment. Therefore,  it  is  necessary  that  you  complete  the 
needed  hours  and  mail  your  log  prior  to  or  at  the  same 
time  as  the  license  renewal  request. 

For  complete  information  regarding  the  State  of 
Ohio  continuing  medical  education  requirement,  consult 
the  December  1978  issue  of  your  Ohio  State  Medical 
Journal.  If  you  have  any  further  questions,  contact  the 
OSMA  Department  of  Continuing  Medical  Education — 
Thomas  W.  Morgan,  M.D.,  President,  Ohio  State  Medi- 
cal Association. 


EDITORS’  NOTE:  In  the  late  spring,  during  his  last  year  at 
The  Ohio  State  University  College  of  Medicine,  Steven  M. 
Joyce,  M.D.,  (currently  a resident  in  emergency  medicine  at 
Cincinnati  General  Hospital)  spent  his  Community  Medicine 
rotation  at  the  Ohio  State  Medical  Association  Headquarters 
Office. 

This  month-long  experience  with  the  OSMA  Staff  is  one  of 
many  activities  undertaken  by  approximately  25  Ohio  State 
medical  students  each  month.  Since  the  rotation  was  initiated 
by  the  College  of  Medicine  in  October  1971,  more  than  1,600 
students  have  completed  projects  in  68  of  Ohio’s  88  counties,  37 
other  states,  and  22  foreign  countries.  In  addition  to  Dr.  Joyce, 
three  other  students  have  completed  their  rotation  with  the 
OSMA. 

The  Ohio  State  Medical  Association  Committee  on  Rural 
Health  assisted  in  the  development  of  this  program  by  com- 


pleting a survey  of  county  medical  societies  to  identify  physicians 
willing  to  precept  students  in  this  program.  These  physicians 
became  the  core  members  of  the  initial  Ohio  State  program. 

The  following  comments  regarding  his  month  at  the  Ohio 
State  Medical  Association  Headquarters  Office  were  submitted 
by  Dr.  Joyce  to  his  faculty  advisor,  Franklin  R.  Banks,  Ph.D., 
Associate  Professor,  Department  of  Preventive  Medicine,  The 
Ohio  State  University  College  of  Medicine,  and  director  of  this 
program.  They  are  reprinted  herein  for  the  consideration  of  the 
OSMA  membership. — R.L.M  and  L.A.P. 

Suggestions  for  Involvement  of  Medical  Students  and 
House  Officers  in  Organized  Medicine. — As  a result  of 
my  Community  Medicine  rotation  with  the  Ohio  State 
Medical  Association,  I have  come  to  appreciate  the 
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necessity  for  active  participation  by  all  physicians  in  the 
activities  of  organized  medicine.  Many  physicians  are 
aware  of  the  various  efforts  of  some  government  agencies, 
businesses,  and  paraprofessional  groups  which,  if  success- 
ful, would  limit  or  adversely  affect  the  scope  of  private 
medical  practice.  However,  because  of  apathy,  time 
limitations  imposed  by  practice,  or  simply  ignorance,  very 
few  physicians  are  actively  involved  in  organized  efforts 
to  combat  legislation  or  other  government  regulations 
which  would  prove  harmful  to  the  practice  of  sound 
medicine.  It  is  the  belief  of  the  OSMA  staff  that  direct 
physician  involvement  in  such  activities  as  testifying 
before  governmental  health  care  committees,  attending 
and  becoming  members  of  local  Health  Systems  Agencies 
(HSAs),  communicating  with  legislators  on  health-related 
bills,  and  educating  the  public  on  the  pitfalls  of  excessive 
and  unnecessary  health  care  regulation,  is  of  vital  impor- 
tance to  the  preservation  of  an  effective  system  of  quality 
health  care. 

Because  such  physician  involvement  must  be  an  on- 
going process  to  maintain  its  effectiveness,  I believe  that 
the  OSMA  should  concentrate  a portion  of  its  efforts  on 
educating  and  involving  medical  students  and  house  offi- 
cers in  organized  medicine  activities.  I feel  that  there  are 
several  possible  methods  for  accomplishing  these  goals. 

First,  the  OSMA  must  make  its  existence  and  interest 


To  the  Editor: 

May  I take  this  opportunity  to  comment  as  a layman 
and  patient  presently  recovering  from  surgery  at  Riverside 
Methodist  Hospital,  Columbus.  I feel  that  I had  a most 
outstanding  physician  and  surgeon  and  received  fine  care 
during  hospitalization  and  the  post-operative  period. 

The  surgical  procedure  involved  a sigmoidoscopy, 
rectoplasty  in  four  quadrants,  and  a superficial  sphincter- 
otomy, and  I was  hospitalized  for  13  days.  The  medical 
history  concerning  my  ailment  dated  back  seven  to  eight 
years,  and  the  hospitalization  occurred  as  a result  of  con- 
tinuous rectal  bleeding  which  required  a visit  to  the 
emergency  room  two  weeks  prior  to  admission. 

As  a patient,  I knew  the  day  would  come  when  sur- 
gery became  necessary.  However,  like  many  individuals, 
I subconsciously  feared  this  type  of  surgery.  I work  con- 
stantly with  hospitals  and  physicians  concerning  patients 
who  are  very  ill,  and  I am  aware  that  a prognosis  often  is 
not  the  best. 

My  physician  and  surgeon  is  a compassionate  and 
understanding  professional  who  is  a credit  to  the  medical 
profession.  With  his  encouragement,  I agreed  to  admis- 
sion to  the  hospital,  and  found  my  admission  and  ward 
assignment  prompt  and  efficient.  I was  placed  in  the 


known  to  students  and  residents.  This  might  best  be 
accomplished  by  bulk  mailing  of  short,  readable  publica- 
tions (ie,  “Legislative  Bulletin”  and  “OSMAgram”)  to 
Ohio  medical  students  and  house  officers.  In  addition,  the 
OSMA  could  work  with  medical  school  student  council 
and  hospital  house  staff  associations  to  promote  interest 
in  important  meetings  or  pending  legislative  hearings. 

Second,  the  OSMA  staff  might  develop  programs 
and  presentations  which  could  be  incorporated  into  medi- 
cal school  curricula  and  hospital  continuing  medical  edu- 
cation programs.  Topics  to  be  discussed  would  include 
OSMA  structure  and  function,  Ohio  legislative  affairs  in 
health  care  fields,  structure  and  function  of  HSA,  PSRO, 
and  other  regulatory  agencies,  and  other  matters  of  con- 
cern to  young  physicians. 

Finally,  the  OSMA  should  continue  to  make  itself 
available  for  clerkships  by  interested  medical  students,  and 
should  encourage  students  and  residents  to  attend  OSMA 
functions  which  might  be  of  educational  value. 

Admittedly,  not  all  medical  students  or  house  staff 
members  will  take  advantage  of  the  suggested  programs, 
but  I feel  that  it  is  imperative  that  education  of  physicians 
concerning  organized  medicine  activities  must  begin  as 
early  as  possible  in  the  medical  education  process  in  order 
to  assure  active  physician  participation  in  the  years  to 
come. — Steven  M.  Joyce,  M.D.,  Cincinnati. 


pediatrics  ward,  which  was  being  used,  I presumed,  due 
to  the  current  bed  situation  in  the  hospital.  Needless  to 
say,  this  worked  out  to  my  personal  advantage,  especially 
during  my  period  of  recuperation. 

At  the  suggestion  of  my  physician  and  the  physician 
anesthesiologist,  I elected  a hip  block  as  the  anesthesia  for 
my  surgery.  The  surgery  required  approximately  86 
minutes,  during  which  time  I talked  continuously  with  the 
anesthesiologist.  I discovered  he  was  from  Southern  Ohio, 
as  I was;  and  I also  watched  the  readings  on  my  heartbeat 
and  blood  pressure.  Following  surgery,  my  time  in  the 
recovery  room  was  short  and  uneventful. 

Physicians  will  agree  that  the  after-effects  of  the 
surgery  I experienced  are  most  distressing  and  painful ; the 
situation  is  most  uncomfortable  for  the  patient;  and 
recovery  is  dependent  upon  the  patient  doing  a little  more 
than  instructed  to  do. 

There  seems  to  be  a great  tendency  on  the  part  of 
hospitalized  individuals  to  expect  nurses  and  ward  attend- 
ants to  do  everything.  In  my  situation,  I tried  to  accom- 
plish everything  myself,  as  I felt  many  of  these  tasks  would 
have  to  be  done  at  home.  My  physician  not  only  encour- 
aged this,  but  expected  it. 
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Although  I realized  that  physicians  have  heavy  work- 
loads, not  a day  passed  that  my  physician  did  not  examine 
me,  and  not  a night  went  by  that  he  did  not  call  the 
nursing  station  for  a report  on  my  condition  and  to  leave 
special  instructions. 

My  recovery  period  was  livened  by  the  young  people 
on  my  floor,  many  sicker  than  myself.  Our  conversations 
and  activities  were  rewarding  to  all  of  us. 

Since  my  discharge  from  the  hospital,  I am  continu- 
ing the  postoperative  therapy  prescribed  by  my  physician, 
including  massage  technics  on  the  operative  area.  My 
physician  also  followed  up  my  care  by  questioning  about 
the  condition  of  the  hospital,  the  manner  in  which  I was 
treated,  and  the  cleanliness  of  the  nursing  stations  and 
other  facilities  available  to  me. 

In  summing  up  my  recent  experience,  initial  impres- 
sions are  lasting  ones.  Prompt,  efficient  hospital  admission 


To  the  OSMA  Membership  . — A Readership  Survey  was 
placed  in  the  May  and  June  issues  of  The  Ohio  State 
Medical  Journal.  This  questionnaire  was  designed  to 
obtain  a variety  of  information  so  that  your  publication 
might  contain  material  most  responsive  to  the  needs  of 
Ohio’s  physicians.  On  behalf  of  the  staff  of  The  Journal, 
we  thank  those  of  you  who  completed  the  questionnaire; 
and  we  take  this  opportunity  to  present  the  results  of  the 
survey. 

As  of  mid-July,  1,035  surveys  had  been  returned. 
This  number  represents  10%  of  the  OSMA  membership. 
Of  these  respondents,  439  were  in  solo  practice,  167  in  a 
partnership,  199  in  a group,  and  the  remainder  were 
divided  between  faculty,  government,  industrial,  and 
“other”  positions,  including  25  nonphysicians.  The  great- 
est number  of  responses  came  from  physicians  in  the  51-60 
and  41-50  years-of-age  bracket. 

During  the  past  four  years,  our  staff  has  operated 
under  the  premise  that  due  to  the  quantity  of  mail  phy- 
sicians receive,  it  would  be  impractical  to  expect  readers 
of  The  Journal  to  read  an  entire  issue  every  time  one  was 
published.  Therefore,  an  attempt  was  made  to  select 
editorial  content  that  would  induce  physicians  to  read 
something  in  each  issue.  This  premise  was  tested  through 
the  question  “Do  you  read  or  scan  any  of  the  following 
publications  monthly?” 

Seventy-six  percent  of  the  respondents  indicated  that 
they  always  read  or  scan  The  Journal  monthly.  Another 
21%  indicated  that  they  do  so  occasionally. 

In  comparison,  78%  of  the  respondents  always  read 


is  important;  and  after  admission,  physician-patient  con- 
tact is  most  reassuring. 

Postoperatively,  allowing  a patient  to  accomplish  as 
much  as  possible  for  him/herself  expedites  recovery. 
When  the  patient  is  discharged,  be  sure  he/she  leaves 
with  specific  instructions  necessary  to  continue  the  recov- 
ery pattern. 

I have  great  respect  for  the  medical  profession,  and 
feel  they  are  doing  a fine  job. 

Capt.  Arthur  W.  Sprankel 
United  States  Air  Force  (Retired) 
Veterans  Service  Officer 
Disabled  American  Veterans 
Franklin  County,  Ohio 


their  specialty  journal,  and  8%  read  it  occasionally.  Fifty- 
seven  percent  of  the  respondents  always  read  the  Journal 
of  the  American  Medical  Association  (JAMA),  while 
28%  read  it  occasionally.  Additionally,  The  Ohio  State 
Medical  Journal  is  better  read  than  any  of  the  non- 
medical publications  cited  in  the  questionnaire. 

Numerous  questions  referred  to  material  currently 
appearing  in  the  publication  and  possible  topics  for  future 
issues.  In  response  to  the  question  “How  often  do  you 
notice  the  following  in  The  Ohio  State  Medical  Jour- 
nal?,” no  section  was  noticed  by  less  than  64%  of  the 
respondents  when  the  categories  Always  and  Occasionally 
were  combined.  Based  on  the  premise  that  no  physician 
can  be  expected  to  read  the  entire  publication  all  the  time, 
these'  are  significant  figures.  Also,  in  response  to  the 
Always  portion  of  the  question,  the  cover  and  the  scien- 
tific articles  received  the  most  consideration. 

As  food  for  thought  concerning  future  issues,  respon- 
dents indicated  that  both  the  scientific  articles  with 
accompanying  Category  I examination  and  the  complete 
issue  on  a single  subject  should  continue.  They  also  were 
most  interested  in  gaining  therapeutic  information 
through  The  Journal.  Areas  of  consideration  for  socio- 
economic topic  consideration  include  medicolegal  infor- 
mation, federal  and  state  legislation,  and  office  practice. 

Again,  we  thank  those  of  you  who  have  provided  us 
this  information.  We  hope  to  be  responsive  to  your  desires, 
and  ask  that  you  keep  us  informed  as  to  the  quality  of 
The  Ohio  State  Medical  Journal. — R.L.M.  and  L.A.P. 
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Pale  green  300  mg.  tablets 
bottles  of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only). 
Injection,  300  mg./2  ml., 
in  single-dose  vials 
and  in  8 ml.  multiple-dose  vials, 
both  in  packages  of  10. 
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THE 


Medical 

Association  Continuing  Education  Programs 


Editor’s  Note:  The  following  are  Category  I courses  offered  in 
Ohio.  Items  for  this  listing  come  from  many  sources,  often  far 
in  advance  of  the  publication  date.  Sometimes,  cancellations  or 
changes  in  dates,  places,  or  time  occur  too  late  to  be  corrected 
before  publication.  Physicians  interested  in  a course  are  urged 
to  contact  the  sponsoring  organization  to  confirm  the  information 
listed.  Sponsoring  organizations  may  list  Category  I courses  by 
contacting  the  OSMA  Department  of  Continuing  Medical  Edu- 
cation or  The  Journal.  Notification  90  days  prior  to  the  course 
would  be  appreciated.  Due  to  space  limitations,  announcements 
may  be  published  only  once.  See  previous  issues  of  The  Journal 
for  additional  courses. — L.A.P. 


OSMA  MEMBERS 

The  Ohio  State  Medical  Board  requests  that  you  send 
your  “Log  of  Continuing  Medical  Education  Activities”  to  the 
Board  as  soon  as  you  complete  the  150  hours  of  CME  required 
for  reregistration  of  your  medical  license,  January  1,  1980. 


OSMA  Sponsoring  Four 
Fall  Regional  Programs 

The  Department  of  Continuing  Medical  Education 
of  the  OSMA  will  offer  four  regional  education  programs 
this  fall.  Entitled  “Management  of  the  Acutely  111  Pa- 
tient,” the  course  content  is  designed  for  physicians  in- 
volved in  primary  care  of  the  acutely  ill. 

The  nine-member  faculty  will  discuss  a number  of 
topics  during  the  day,  including  “Resuscitation  From 
Coma  Due  to  Head  Injury,”  “Emergency  Management  of 
Diabetic  Comas,”  and  “Current  Concepts  in  Treatment 
of  Acute  Respiratory  Distress  Syndrome.” 

See  page  528  of  this  issue  for  registration  information. 

September  1979 

SEVENTH  ANNUAL  COMBINED  MEETING  OF  THE 
OHIO  CHAPTER  OF  THE  AMERICAN  COLLEGE  OF 
PHYSICIANS  AND  OHIO  SOCIETY  OF  INTERNAL  MEDI- 
CINE: September  14-16;  Sawmill  Creek,  Huron  Ohio;  sponsor: 
American  College  of  Physicians ; 1 1 credit  hours ; fee : $25 
members,  $40  nonmembers;  contact:  Ms.  Vickey  McVay,  Ohio 
Society  of  Internal  Medicine,  600  S.  High  St.,  Columbus  43215, 
phone:  614/228-6971. 

THIRD  ANNUAL  FIYPERTENSION  SYMPOSIUM: 

September  18;  Fawcett  Center  for  Tomorrow,  2400  Olentangy 
River  Road,  Columbus;  sponsor:  Ohio  State  University  College 
of  Medicine;  6 credit  hours;  fee:  $25,  $15  nurses  and  dietitians; 
contact:  Center  for  Continuing  Medical  Education,  A352  Star- 
ling Loving  Hall,  320  W.  Tenth  Avenue,  Columbus  43210, 
phone:  614/422-4985. 


REGIONAL  SEMINAR  IN  GYNECOLOGY:  September 
19;  Cleveland  Metropolitan  General  Hospital,  3395  Scranton 
Road,  Cleveland;  sponsor:  Case  Western  Reserve  University 

School  of  Medicine;  7 credit  hours;  fee:  $70,  $35  nurses  and 
residents;  contact:  M.  Rosen,  M.D.,  Cleveland  Metropolitan 

General  Hospital,  3395  Scranton  Road,  Cleveland  44109,  phone: 
216/398-6000. 


40th  ANNUAL  MEETING  OF  THE  OHIO  SOCIETY  OF 
ANESTHESIOLOGISTS:  September  28-30;  Hilton  Inn  East, 
Columbus;  cosponsors:  Ohio  Society  of  Anesthesiologists  and 
Ohio  State  Medical  Association;  9 credit  hours;  fee:  none  for 
members,  $40  nonmember  physicians,  $20  nonmember  allied 
health  personnel;  contact:  Ms.  Vickey  McVay,  Ohio  Society  of 
Anesthesiologists,  600  S.  High  St.,  Columbus  43215,  phone: 
614/228-6971. 


October  1979 


ARTHRITIS  IN  CHILDREN  SYMPOSIUM:  October  3; 
Holiday  Inn,  Strongsville,  1-71  and  Rt.  82;  sponsor:  Cleveland 
Clinic  Educational  Foundation;  6 credit  hours;  fee:  $38,  no 
fee  for  medical  students,  interns  and  residents;  contact:  Allen 
H.  Mackenzie,  M.D.,  Program  Chairman,  c/o  Mary  Raith, 
Arthritis  Foundation,  11416  Bellflower  Rd.,  Cleveland  44106, 
phone:  216/791-1310. 


NONPRODUCTIVE  PREGNANCY  IN  THE  FIRST 
TRIMESTER:  October  10;  Imperial  House  South,  3555  West 
Centerville  Pike,  W.  Carrollton;  sponsor:  Dept,  of  Obstetrics 
and  Gynecology,  Wright  State  University  School  of  Medicine; 
8 credit  hours;  fee:  $40  Wright  State  faculty,  $55  others;  con- 
tact: Ms.  Arlene  Polster,  Wright  State  University,  P.O.  Box  927, 
Dayton  45401,  phone:  513/372-7140. 


POSTGRADUATE  COURSE  IN  GYNECOLOGIC  EN- 
DOCRINOLOGY AND  INFERTILITY:  October  26-28;  Saw- 
mill Creek  Lodge,  Huron;  sponsor:  Case  Western  Reserve  Uni- 
versity School  of  Medicine;  12  credit  hours;  contact:  I.  Roth- 
child,  M.D.,  University  Hospitals  of  Cleveland,  Cleveland  44106, 
phone:  216/444-3888. 


SYMPOSIUM  ON  ANAEROBIC  INFECTIONS:  October 
31;  Sheraton  Dayton'  Downtown,  21  S.  Jefferson  St.,  Dayton; 
sponsor:  Wright  State  University  School  of  Medicine;  7 credit 
hours;  fee:  $55,  $40  Wright  State  faculty;  contact:  Arlene 
Polster,  Wright  State  University,  P.O.  Box  927,  Dayton  45401, 
phone:  513/372-7140. 
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Each  1 mg  Hydergine  tablet  containsdihydroergocornme  mesylate  0.333  mg,  dihydro- 
ergocristlne  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 


They're  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They’re  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That’s  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 


He  primary 
beneficiaries  of 

ORAL 

HYDERGINE 


©TABLETS, 

1 mg 

(1  tab  t.i.d.) 


Use  still-functioning  geriatric  can  benefit 

from  Hydergine  treatment 

It  is  quite  common  for  cognitive  and  emotional  symp- 
toms of  deterioration  to  manifest  gradually  in  the  elderly. 
During  this  early  stage,  such  symptoms  are  mild  and 
more  amenable  to  treatment.  It  is  at  this  stage  that 
Hydergine  therapy  has  proved  most  effective.  Patients 
tend  to  respond  better,  and  with  symptoms  effectively 
relieved— or  at  least  their  progression  retarded— the 
ability  to  function  can  be  maintained. 

Oral  Hydergine  tablets  promote 
better  patient  compliance 

Compared  with  the  sublingual  form,  dosage  administra- 
tion is  easier,  with  less  need  for  supervision. 


Contraindications:  Hypersensitivity  to  the  drug. 

Precautions:  Because  the  target  symptoms  are  of  unknown  etiology,  careful  diagnosis  should 
be  attempted  before  prescribing  Hydergine  tablets  and  sublingual  tablets. 

Adverse  Reactions:  Serious  side  effects  have  not  been  found.  Some  sublingual  irritation, 
transient  nausea,  and  gastric  disturbances  have  been  reported.  Hydergine  tablets  and  sublin- 
gual tablets  do  not  possess  the  vasoconstrictor  properties  of  natural  ergot  alkaloids. 

Dosage  and  Administration:  1 mg  three  times  daily.  Alleviation  of  symptoms  is  usually 
gradual  and  results  may  not  be  observed  for  3-4  weeks. 

How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  100  and  500. 
Hydergine  sublingual  tablets  1 mg,  containing  dihydroergocornine  mesylate  0.333  mg, 
dihydroergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  representing  a total 
of  1 mg;  packages  of  100,  500,  and  1000.  Hydergine  sublingual  tablets  0.5  mg,  contain- 
ing dihydroergocornine  mesylate  0.167  mg,  dihydroergocristine  mesylate  0.167  mg,  and  di- 
hydroergocryptine (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0.167  mg,  representing  a total  of  0.5  mg; 
packages  of  100  and  1000. 

Before  prescribing,  see  package  insert  for  full  product  information. 

SANDOZ  PHARMACEUTICALS,  EAST  HANOVER,  N.J.  07936 
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A Controlled  Trial  of  Penicillamine 
in  Rheumatoid  Arthritis 

Marvin  H.  Thomas,  M.D. 

Norman  O.  Rothermich,  M.D. 

Vol  K.  Philips,  M.D. 

Waldemar  Bergen,  M.D. 


Penicillamine  was  found  to  be  an  effective  agent  for  use 
in  advanced  rheumatoid  arthritis  in  a controlled  double- 
blind study  against  placebo.  Toxicity  was  minimal  in  this 
small  group  of  patients,  but  a growing  list  of  adverse 
effects  is  being  reported  in  the  literature.  Frequent  moni- 
toring of  patients  placed  on  this  therapy  is  mandatory. 


T)ENICILLAMINE  WAS  FOUND  to  be  effective  in  a 
multicenter  controlled  trial.1  Huskisson,  et  al  found 
penicillamine  to  to  be  as  effective  as  gold  during  the  first 
six  months  of  therapy.2  Day,  et  al  reported  on  69  patients 
out  of  85  who  completed  more  than  one  year’s  treatment 
with  penicillamine  and  who  were  judged  to  be  improved 
if  the  drug  was  tolerated.3  Jaffe  reported  on  the  use  of 
penicillamine  in  a case  of  rheumatoid  arthritis  with  arteri- 
tis4 followed  with  further  studies  on  the  use  of  the  drug  in 
rheumatoid  arthritis  in  1970. 5 We  undertook  a 12-month, 
controlled  double-blind  study  comparing  the  efficacy  of 
penicillamine  against  placebo  in  long-standing,  active, 
rheumatoid  arthritic  patients  who  either  did  not  respond 
or  developed  adverse  reactions  to  chrysotherapy.  The 
results  of  that  study  form  the  basis  of  this  report. 

Materials  and  Methods 

Thirty  patients  were  entered  into  a double-blind 
study  comparing  penicillamine  and  placebo.  Assignment 
to  either  category  was  done  in  a random  fashion.  All 
were  latex  positive  with  definite  or  classical  rheumatoid 
arthritis  by  the  criteria  of  the  American  Rheumatism 


Association  (ARA).6  Consultation  with  at  least  one  other 
rheumatologist  was  required  to  ascertain  that  clinical  ac- 
tivity was  present.  All  patients  had  previous  gold  therapy; 
none,  however,  had  received  any  in  the  preceding  three 
months.  Either  no  benefit  had  been  obtained  from  gold 
therapy  or  adverse  reactions  had  occurred  that  precluded 
further  treatment.  There  were  19  women  and  11  men 
ranging  in  age  from  23  years  to  69  years,  with  an  average 
of  53.3  years.  No  patients  under  18  years  of  age  were 
accepted.  Duration  of  the  disease  ranged  from  1 year  to 
24  years. 

Concommitant  salicylates  were  allowed,  as  was  the 
lowest  maintenance  dose  of  steroids  commensurate  with 
adequate  practical  relief.  Other  nonsteroidal  anti-inflam- 
matory agents  were  not  allowed  but  pure  analgesics  were. 

The  initial  daily  dose,  250  mg  of  Cuprimine® 
(Merck,  Sharp  & Dohme)  was  increased  by  250  mg 
every  two  weeks  to  a maximum  total  of  one  gram  daily. 
All  patients  who  received  the  active  drug  received  a final 
dose  of  1,000  mg  of  D-penicillamine.  Capsules  were  given 
after  meals  where  practical.  Placebo  capsules  were  used  in 
the  control  group.  The  length  of  trial  was  12  months. 

Clinical  measurements  included  articular  index,  grip 
strength,  and  50-foot  walking  times.  Laboratory  measure- 
ments included  periodic  blood  counts  with  platelet  esti- 
mates and  urinalyses.  Initially,  the  blood  counts  were 
done  every  three  days  for  four  weeks,  then  every  ten  days 
for  three  months,  and  then  monthly  until  the  completion 
of  the  study.  Latex-particle-drop  method  for  rheumatoid 
factor,  fluorescent  antinuclear  antibody  test,  immunoglob- 
ulin diffusions,  and  biochemical  SMA-12  profile  were 
obtained  prior  to  and  after  completion  of  the  study. 
Roentgenograms  of  the  hands  (or  feet)  were  obtained 
prior  to  and  again  at  the  completion  of  the  study.  Liver 
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function  studies  were  obtained  periodically  through  the 
course  of  the  study. 

Following  completion  of  the  12-month  trial,  those  on 
active  drug  were  crossed  over  in  a single-blind  fashion 
to  placebo  and  observed  for  an  additional  three  months. 

The  criteria  designed  to  evaluate  therapeutic  results 
has  been  described  recently.7  They  are: 

1.  Elimination  of  disease  activity  as  manifested  by 
inflamed  joints  to  a maximum  of  one  major  or  three 
minor  joints. 

2.  Elimination  of  nocturnal  joint  pain. 

3.  Reduction  of  morning  stiffness  to  30  minutes  or 

less. 

4.  Reduction  of  entrance  sedimentation  rate  by  50% 
or  more. 

5.  Reduction  of  entrance  corticosteroid  dosage  (if 
any)  by  50%  or  more. 

6.  Evaluation  of  effectiveness  of  agent  by  patient. 

7.  Evaluation  of  effectiveness  of  agent  by  four-physi- 
cian consensus. 

Fulfillment  of  five  of  the  seven  criteria  were  required  for 
the  patient  to  be  classified  as  improved.  When  cortico- 
steroids had  not  been  employed,  four  of  six  criteria  were 
required. 

Results 

Of  the  15  patients  on  active  drug  entered  into  the 
study,  eight  completed  the  full  52-week  trial.  Five  of  the 
eight  were  classified  as  responders,  ie,  satisfying  the  afore- 
mentioned criteria  (Table  1).  All  five  were  then  crossed 
over  to  placebo  for  an  additional  12  weeks  and  all  suf- 
fered relapses.  Three  patients  did  not  meet  the  criteria 
and  were  classified  as  nonresponders.  The  study  was  ter- 
minated prior  to  the  full  52-week  period  in  seven  patients. 
Four  developed  adverse  reactions  to  the  drug;  two  pa- 
tients developed  proteinuria,  one  at  week  29  and  the 
other  at  week  37 ; one  patient  developed  stomatitis  at 


week  30;  and  one  patient  had  bizarre  visual  disturbances 
(not  wholly  attributable  to  penicillamine)  at  the  fifth 
week  (Table  2).  At  the  time  the  medications  were  dis- 
continued in  these  patients  by  their  personal  physicians, 
two  were  felt  to  be  improved.  Two  patients  obviously 
were  not  responding  to  the  drug;  and  in  light  of  strong 
feelings  by  both  patient  and  physician  that  rapport  was 
seriously  threatened,  the  code  was  broken  prior  to  com- 
pletion. One  patient  simply  was  uncooperative.  All  pa- 
tients felt  to  be  responders  were  able  to  reduce  their 
initial  steroid  dosage. 

Of  1 1 patients  in  whom  gold  previously  had  been  felt 
to  be  of  no  benefit,  four  responded  to  penicillamine.  Four 
patients  who  previously  had  adverse  reactions  to  gold 
were  included  in  the  active  drug  study.  Two  patients  sub- 
sequently developed  adverse  reactions  to  penicillamine, 
one  stomatatitis  and  the  other  proteinuria.  Both  had 
exhibited  gold  dermatitis  previously. 

All  patients  on  placebo  drug  failed  to  fulfill  the  re- 
quired criteria  for  response. 


Laboratory  Response 

Laboratory  results  showed  no  significant  changes  in 
the  hemoglobin  and  hematocrit  values  or  the  white  blood 
count,  and  no  instances  of  significant  thrombocytopenia 
were  observed  in  either  group.  The  erythrocyte  sedimenta- 
tion rate  decreased  in  ten  patients  on  the  active  drug  and 
five  patients  on  the  placebo.  Surprisingly,  the  titres  of 
latex  fixation  decreased  in  approximately  the  same  num- 
ber of  patients  on  the  active  drug  and  those  on  placebo  — 
eight  and  six,  respectively.  There  were  no  significant 
changes  in  measured  liver  function  tests.  A general  slight 
decrease  in  all  immunoglobulin  classes  measured  (Iga, 
IgG,  IgM)  was  detected  at  21  weeks,  with  a further  slight 
decrease  at  45  weeks  in  those  on  the  active  drug.  However, 


Table  1 Assessment  of  Improvement  from  Clinical  and  Laboratory  Data  in  15  Patients  Treated  for  12  Months 


Patient 

No. 

Latex 

Pre- 

Titers 

Post 

Westergren  ESR 
( mm/hr) 
Pre-  Post 

Hand 

(mm 

Pre- 

Grip 

Hg) 

Post 

50-Yard  Walk 
(Seconds) 
Pre-  Post 

Stiffness 

Duration 

Pre- 

in  AM 
( Hours) 
Post 

Prednisone  Intake 

(mg/d) 

Pre-  Post 

Responder  (R)  or 
Nonresponder  (N.R.) 

B 

1:40 

-1:80 

24 

15 

23 

26 

10.5 

10 

4 

0.25 

12.5 

2.5 

*R 

16 

1:1280 

- 1:320 

73 

25 

3 

0 

30.0 

28 

3 

2 to  4 

4.0 

3.0 

R 

19 

1:2560 

- 1:1280 

100 

62 

21 

29 

18 

14 

3.50 

N.D 

15.0  q.o.d 

7.5  to  10 

R 

28 

1:320 

- 1:320 

18 

10 

1 

17 

12 

12 

6.0 

1.0 

2.0 

1.0 

R 

29 

1:1280 

- 1:320 

72 

37 

7 

17 

16 

14 

4.0 

1.0 

7.5 

0.0 

R 

1 

1:2560 

- 1:2560 

52 

34 

2 

3 

25 

22 

4.0 

3.0 

7.5 

10.0 

fN.R. 

2 

1:640 

- 1:640 

40 

33 

51 

37 

9 

10 

1.0 

0.0 

5.0 

5.0 

N.R. 

15 

1:320 

-1:20 

42 

20 

14 

10 

24 

18 

3 to  4 

3.0 

7.5 

7.5 

N.R. 

11 

1:1280 

- 1:160 

21 

33 

10 

10 

4.0 

N.D. 

10.0 

5.0 

}D.C.  — improved 

17 

1 : 160 

- 1:40 

8 

18 

40 

38 

11 

1 1 

6.0 

DC. 

10.0  q.o.d. 

2.5  q.o.d. 

DC.  — improved 

7 

1 : 1280 

- 1:640 

40 

66 

14 

16 

13 

12 

4 to  5 

N.D. 

7.5 

7.5 

D.C.  — unimproved 

10 

1:1280 

- 1:2560 

75 

17 

13 

24 

14 

13 

0.25 

0.0 

10.0 

10.0 

DC.  — unimproved 

Medrokg) 

24 

1:1280 

- 1 : 2560 

45 

53 

19 

14 

22 

7.5 

all  day 

all  day 

16.0 

16.0 

DC  — unimproved 

25 

1:80 

-1:80 

67 

50 

39 

23 

§ 

§ 

0.75 

DC. 

0.75 

10.0 

D.C.  — unimproved 

Mcdrol 

Prod 

22 

57 

45 

5 

8 

s 

§ 

all  day 

1.0 

4.0 

5.0 

^Patients  receiving  active  drug  one  year  or  more  and  passing  five  out  of  seven  criteria 
■[Patients  discontinued  due  to  toxicity  but  thought  by  physician  and  patient  to  be  improved 
JPatients  discontinued  from  the  study 
JjUnable  to  perform  test 
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Table  2.  Toxic  Manifestations  Requiring  Permanent  Cessation  of  Penicillamine  Therapy 


No.  of 
Patients 

Months 

Duration 

Final  Daily 

Dosage  (mg) 

Penicillamine 

Toxic 

Manifestation 

Gold 

Toxic 

Manifestation 

7 

8 

1,000 

Renal 

None 

11 

9 

1,000 

Stomatitis 

Dermatitis 

17 

9 

1,000 

Renal 

Dermatitis  & stomatitis 

24 

5 

1,000 

Vision 

None 

there  were  major  fluctuations  and  no  statistically  signifi- 
cant trends  were  observed. 

Discussion 

While  the  number  of  patients  in  this  controlled  trial 
is  small,  several  conclusions  can  be  drawn.  First,  penicilla- 
mine is  clearly  more  effective  than  placebo  in  the  treat- 
ment of  rheumatoid  arthritis.  All  patients  on  placebo 
failed  to  satisfy  our  criteria  for  improvement  and  several 
dropped  out  to  seek  other  medical  attention.  None  of  the 
patients  on  placebo  exhibited  any  side-effects  that  war- 
ranted consideration  of  discontinuation.  The  long  period 
of  the  study  (52  weeks)  would  seem  to  have  eliminated 
the  possibility  of  spontaneous  remissions  and  gave  us  an 
opportunity  to  study  prolonged  treatment  under  con- 
trolled conditions.  Five  of  eight  patients  completing  the 
study,  and  two  who  were  dropped  from  the  study  because 
of  the  development  of  adverse  reactions,  were  felt  to  be 
improved.  The  two  patients  developing  adverse  reactions 
were  not  seen  in  conference  to  ascertain  criteria  fulfill- 
ment. However,  it  appears  that,  in  this  study,  7 out  of  15 
patients  responded  to  active  penicillamine  therapy  ■ — a 
figure  approximating  the  accepted  therapeutic  expecta- 
tion of  chrysotherapy.  Second,  this  study  included  only 
those  patients  who  had  not  responded  previously  or  who 
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had  developed  adverse  reactions  to  gold.  While  the  selec- 
tion of  patients  with  failure  and  adverse  reactions  to  gold 
may  bias  the  population  against  drug  benefit  and  toward 
adverse  reactions,  we  specifically  wanted  to  select  these 
patients  for  our  trial.  We  were  interested  in  determining, 
in  a double-blind  fashion,  whether  in  this  small  series, 
penicillamine  conceivably  had  additional  benefit  even  in 
those  who  either  had  failed  to  continue  responding  to  or 
had  developed  adverse  reactions  to  chrysotherapy.  Four 
out  of  the  1 1 in  the  former  category  responded  to  penicil- 
lamine subsequently.  Huskisson  concluded  that  there  was 
very  little  choice  between  gold  and  penicillamine  during 
the  initial  six  months  of  treatment.  However,  we  are 
inclined  to  feel  that  penicillamine  should  be  used  after 
gold  therapy  is  found  to  be  ineffective.  This  point  cer- 
tainly is  open  to  discussion,  but  we  feel  the  potential  renal 
abnormalities  encountered  with  penicillamine  may  be 
more  of  a permanent  problem  than  those  caused  by  gold. 
Also,  while  not  a major  problem  in  this  study,  thrombo- 
cytopenia has  been  described  in  others  as  a significant 
hazard,  particularly  with  higher  doses.  Gold  has  been 
used  for  a number  of  years  for  treatment  of  rheumatoid 
arthritis  while  the  experience  with  penicillamine  in  this 
disease  is  relatively  recent;  many  of  the  adverse  effects  still 
await  more  detailed  description.  A recent  monograph8  on 
penicillamine  outlined  many  of  the  side-effects.  In  addi- 
tion to  the  hematologic,  renal,  and  mucocutaneous  reac- 
tions, a growing  list  of  autoimmune  syndromes  were  dis- 
cussed. In  addition,  it  appears  that  lower  dosages  and 
longer  interval  of  dosage  increases  may  be  associated  with 
less  toxicity.  Frequent  and  careful  laboratory  monitoring 
is  mandatory.  However,  this  study  was  not  designed  to 
compare  the  two  in  a controlled  fashion,  and  we  cannot 
without  reservation  recommend  gold  over  penicillamine 
therapy  in  the  individual  patient. 

This  study  gave  no  definite  conclusions  as  to  whether 
those  who  sustained  side-effects  from  gold  would  react  the 
same  with  penicillamine.  Two  of  the  four  patients  on 
active  drug  who  developed  side-effects  had  sustained  mu- 
cocutaneous reaction  on  gold  previously.  A similar  reac- 
tion occurred  with  the  penicillamine  in  one,  while  the 
other  patient  sustained  proteinuria.  However,  only  four 
of  the  patients  entering  into  the  study  had  been  classified 
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as  having  sustained  previous  side-effects  from  gold  which 
had  necessitated  discontinuation. 

Definite  adverse  side-effects  necessitating  withdrawal 
occurred  in  3 of  the  15  patients.  One  patient  complained 
of  blurred  vision  and  refused  to  continue  the  drug.  We 
have  no  idea  if  penicillamine  was  responsible  as  the 
patient  intermittently  complained  of  similar  symptoms 
following  discontinuance.  We  encountered  only  one  pa- 
tient who  complained  of  transient  loss  of  taste.  Two  of 
our  patients  developed  proteinuria,  and  our  protocol 
directed  their  withdrawal  when  testing  revealed  urine 
protein  value  of  100  mg/ 100  ml  on  three  successive  occa- 
sions. The  multicenter  trial  concluded  that  this  potential 
hazard  to  the  kidneys  by  penicillamine  prevents  unquali- 
fied recommendation  of  its  use  in  rheumatoid  arthritis. 
Careful  monitoring  of  the  urine  certainly  is  mandatory; 
we  would  advocate  withdrawing  the  drug  when  the  pro- 
teinuria is  persistent  and  especially  when  it  is  increasing. 
We  did  not  encounter  the  high  frequency  of  adverse 
reactions  — 63%  — in  the  multicenter  trial,  nor  did  we 
find  anorexia  or  nausea.  One  possible  explanation  may  be 
the  giving  of  the  medications  following  food.  In  the  same 
light,  this  practice  conceivably  could  have  caused  chela- 
tion of  the  penicillamine  and  consequent  reduction  in  the 
blood  of  the  active  drug.  However,  since  levels  of  peni- 
cillamine were  not  measured,  this  theory  remains  specu- 
lative. Subsequent  studies  are  in  process  comparing  the 
drug  given  with  and  without  food. 

Mention  should  be  made  of  results  of  our  crossing 
all  five  responders  over  to  placebo  at  the  end  of  the 
initial  trial  period.  Each  of  these  responders  had  a relapse 
within  three  months.  We  feel  that  this  is  further  evidence 
of  the  effectiveness  of  penicillamine  in  this  small  group 
of  patients. 

Conclusions 

We  found  penicillamine  to  be  helpful  in  a gmup  of 
patients  who  previously  had  not  responded  to  or  expe- 


rienced adverse  reactions  to  gold  therapy.  A steroid- 
sparing effect  was  noted  in  this  small  group  of  patients  — 
a property  of  considerable  therapeutic  value.  While  we 
cannot  yet  precisely  detail  the  mechanism  of  action,  we 
agree  with  previous  authors  regarding  the  effectiveness  of 
penicillamine  in  the  treatment  of  advanced  rheumatoid 
arthritis.  However,  those  who  choose  to  use  it,  must  be 
familiar  with  its  potential  hazards  and  be  willing  to 
observe  the  patient  very  closely. 
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A Rational  Approach  to 
Acute  Limb  Ischemia 

Bhagwan  Satiani,  M.B.,  B.S. 

William  E.  Evans,  M.D. 


An  acutely  ischemic  limb  usually  requires  urgent  diagnos- 
tic and  therapeutic  intervention,  the  initial  evaluation 
and  management  of  the  more  common  causes  of  limb 
ischemia  such  as  arterial  embolism,  thrombosis,  arterial 
injury,  intra-arterial  drug  injections,  and  compartment 
syndromes  are  discussed.  Arteriography  remains  the  chief 
diagnostic  modality  in  most  instances.  Operative  mor- 
tality rate  for  revascularization  of  ischemic  limbs  remains 
low  and  is  no  greater  than  that  for  amputation.  An  im- 
pressive limb  salvage  rate  can  be  achieved  with  aggres- 
sive reconstructive  measures  along  with  judicious  use  of 
fasciotomy. 


TNUE  TO  AN  INCREASE  IN  THE  elderly  population 
* in  this  country,  the  incidence  of  arteriosclerotic  occlu- 
sive disease  of  the  peripheral  vessels  is  on  the  rise.  The 
majority  of  patients  present  with  claudication  of  varying 
severity,  but  a significant  portion  require  urgent  evalua- 
tion whether  it  is  from  arterial  embolism  or  thrombosis. 
Whereas  the  presence  of  gangrene  in  an  extremity  is 
alarming  to  the  patient  and  the  family,  investigation 
usually  can  be  performed  on  a nonemergent  basis.  On  the 
other  hand,  an  acutely  ischemic  limb  is  accompanied  by 
excruciating  pain,  and  immediate  steps  to  diagnose  and 
treat  the  problem  are  demanded  of  the  primary  physician. 

Initial  Evaluation 

The  hallmark  of  an  ischemic  limb  is  pain.  The  pain 
is  severe,  constant,  interferes  with  normal  activities  includ- 
ing sleep,  and  is  barely  relieved  by  strong  narcotics.  Pain 
at  rest  usually  implies  a severe  reduction  in  blood  flow  to 
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less  than  that  required  for  resting  tissue  metabolism. 
Perfusion  of  the  extremity  is  so  critical  that  a minor 
augmentation  is  achieved  with  the  aid  of  gravity,  typified 
by  the  patient  constantly  holding  the  leg  in  a dependent 
position.  On  examination,  the  limb  may  be  swollen  due  to 
constant  dependency,  will  exhibit  dependent  rubor,  and 
is  cool  to  palpation.  Distal  pulses  usually  are  absent  in 
end-stage  occlusive  disease.  The  diagnosis  is  made  with 
ease  as  soon  as  the  legs  are  elevated  and  held  60  to  70 
degrees  above  heart  level.  The  ischemic  limb  assumes  a 
pale,  waxy-white,  cadaveric  appearance  typical  of  far- 
advanced  arterial  ischemia.  Motor  paralysis  and  anes- 
thesia may  or  may  not  be  present,  depending  on  the 
duration  and  severity  of  ischemia.  Muscle  paralysis  indi- 
cates probable  muscle  necrosis  and  is  commonly  seen  in 
the  flexor  compartment  of  the  forearm  and  the  anterior 
tibial  compartment  of  the  lower  leg.  Peripheral  nervous 
tissue  is  extremely  sensitive  to  hypoxia,  and  sensory  loss 
indicates  severe,  but  by  no  means  irreversible,  ischemic 
changes.  Noninvasive  vascular  laboratory  testing  is  useful 
in  quantitatively  estimating  the  severity  of  ischemia. 

Although  the  reasons  for  limb  ischemia  are  many, 
they  can  be  conveniently  grouped  into  some  broad  cate- 
gories: (1)  arterial  embolism;  (2)  arterial  thrombosis; 
(3)  arterial  trauma;  (4)  drug  abuse;  (5)  compartment 
syndromes;  (6)  iatrogenic;  and  (7)  severe  venous  throm- 
bosis. Some  of  the  more  common  causes  will  be  discussed 
here. 

Arterial  Thrombosis  and  Embolism 

Differentiating  between  ischemia  resulting  from  em- 
bolism and  that  secondary  to  occlusive  disease  is  impor- 
tant for  more  than  academic  reasons.  A history  of  prior 
claudication  along  with  findings  of  chronic  arterial 
ischemia,  such  as  hair  loss  or  skin  and  nail  atrophy,  sug- 
gests thrombosis  occurring  secondary  to  a preexisting 
arterial  occlusive  lesion.  Arteriography  usually  will  show- 
obliteration  of  an  irregular,  diseased  artery  with  extensive 
collateral  formation.  Collateral  vessels  develop  from  exist- 
ing vascular  channels  and  by  enlarging,  they  may  com- 
pensate for  decreased  flow  through  the  main  artery.  In 
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contrast,  sudden  occlusion  of  a previously  patent  artery 
as  occurs  in  embolism,  may  not  be  compensated  by  col- 
laterals; this  is  evidenced  by  the  classic  features,  ie,  sudden 
onset  of  pain,  pallor,  paresthesia,  paralysis,  and  a pulseless 
limb.  In  this  instance,  an  arteriogram  usually  will  show  a 
sharply  demarcated  defect  in  a column  of  dye  without 
much  collateral  formation  (Fig.  1). 

Since  the  heart  is  the  commonest  source  of  large 
arterial  emboli,  evidence  of  atrial  fibrillation  or  a recent 
myocardial  infarction  may  be  present.  The  clinical  pic- 
ture, however,  is  not  always  clear-cut.  Although  it  is 
common  knowledge  that  a cardiac  source  is  responsible 
for  nearly  all  large  arterial  emboli,  it  is  not  generally 
appreciated  that  atheromatous  embolization  from  the 
surface  of  intimal  plaques  in  the  aorta  is  common.  Typi- 
cally, this  occurs  in  an  otherwise  healthy,  elderly  person 
who  experiences  sudden,  severe  toe  pain.  Multiple,  dis- 
crete, purplish  and  circular  spots  are  seen  on  the  feet. 
These  features,  along  with  strong  peripheral  pulses  should 
be  a clue  to  the  true  diagnosis. 

When  dealing  with  ischemic  legs,  a possibility  often 
overlooked  is  a popliteal  aneurysm  that  thromboses  or  is 
the  source  of  recurrent  emboli  to  the  tibial  vessels  and  the 
plantar  arch.  Most  popliteal  aneurysms  occur  in  men; 
50%  are  bilateral  and  associated  with  aneurysms  else- 
where. An  alarming  percentage  of  them  have  caused  a 
major  complication  by  the  time  they  are  first  detected. 

Management 

The  urgency  of  diagnostic  and  therapeutic  measures 
is  dictated  by  the  location  and  duration  of  the  arterial 
obstruction.  Embolism  to  the  brachial  artery  below  the 
profunda  brachii  branch,  for  example,  results  in  mild 
ischemia  manifested  only  by  arm  claudication.  In  con- 
trast, an  embolus  to  the  popliteal  artery  almost  always 
threatens  limb  viability.  Differentiation  between  embolic 
occlusion  and  thrombosis  following  preexisting  occlusive 
disease  is  important  although  not  always  clear.  Embolec- 
tomy  on  a badly  diseased  vessel  not  only  will  fail  but  is 
liable  to  worsen  and  cause  reconstructive  surgery  to  be 
postponed.  Although  good  quality  arteriography  is  vital 
in  making  the  distinction  in  some  cases,  it  is  not  abso- 
lutely essential  in  a patient  with  a clear-cut  embolus. 
Intraoperative  arteriography  after  extraction  of  the  em- 
bolus is  mandatory  in  our  experience.  After  successful 
embolectomy,  usually  under  local  anesthesia,  an  attempt 
is  made  to  detect  the  source  of  the  embolus  during  the 
postoperative  period.  If  surgery  has  to  be  delayed  for 
medical  reasons,  intravenous  heparin  may  be  administered 
to  prevent  extension  of  thrombosis  and  recurrent  emboli. 
Limb  salvage  following  arterial  embolectomy  can  be 
achieved  in  over  85%  of  patients.  Embolectomy  for 
atheromatous  emboli  usually  is  unsuccessful.  The  object 
here  is  to  prevent  repeated  embolization  and  progressive 
occlusion  of  the  tibial  vessels.  If  heparinization  is  contra- 
indicated for  some  reason,  low-molecular-weight  dextran 
is  used.  Replacement  of  the  diseased  aortic  segment  is 
necessary  to  prevent  further  embolization.  All  popliteal 


Fig.  1.  Abdominal  aortogram  showing  specimen  obtained 
following  transfemoral  embolectomy  of  right  iliac  artery. 
No  significant  collaterals  are  present  on  occluded  side. 


aneurysms  of  any  significant  size  (1.5  cm)  should  be 
surgically  excised  and  reconstruction  attempted  since  the 
complication  rate  even  in  asymptomatic  aneurysms  is 
high,  leading  to  eventual  amputation. 

When  ischemia  from  occlusive  disease  is  suspected, 
angiography  is  obtained  at  the  earliest  opportunity.  Ob- 
struction to  arterial  inflow  in  the  lower  extremities  can 
occur  at  three  levels,  aorto-iliac,  femoropopliteal,  or  tibial 
areas.  In  patients  with  severe  limb  ischemia,  at  least  two 
— and  often  all  three  — segments  are  obstructed.  Recon- 
struction of  the  aorta-iliac  segment  is  desirable  in  principle 
before  the  distal  vessels  are  revascularized.  In  patients 
who  are  poor  risks  for  aortic  surgery,  extra-anatomic 
bypass  such  as  a subcutaneous  axillary  to  femoral  artery 
graft  can  be  placed  with  good  long-term  results.  Tempo- 
rary relief  of  pain  can  be  achieved  with  intravenous  5% 
alcohol  in  dextrose  water  which  acts  as  a vasodilator. 
Application  of  external  heat  does  not  change  core  tem- 
perature, may  divert  nutrient  blood  flow  through  physio- 
logic arteriovenous  shunt  by  superficial  venous  dilatation, 
and  can  cause  a burn  of  already-ischemic  tissues. 

Vascular  Trauma 

Limb  ischemia  can  result  from  blunt  or  penetrating 
injury  to  various  peripheral  arteries.  Blunt  trauma  from 
crush  injuries  or  joint  dislocations  usually  involves  the 
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brachial,  femoral,  or  popliteal  arteries.  In  addition  to 
evidence  of  external  or  internal  (hematoma)  blood  loss, 
the  extremity  is  pale,  cool  with  diminished  sensation,  and 
may  be  pulseless.  However,  a pulse  sometimes  can  be 
palpated  in  the  presence  of  a totally  divided  artery  and 
does  not  rule  out  an  arterial  injury.  Probing  or  finger 
exploration  of  a wound  in  the  vicinity  of  a major  vessel 
is  not  advisable  generally.  Tourniquets  to  control  bleeding 
also  are  better  avoided  as  misapplication  may  cause 
venous  engorgement  and  bleeding.  Direct  pressure,  if 
possible,  is  the  safest  method  of  controlling  arterial  bleed- 
ing. Arteriography  is  helpful  in  the  following  situations: 
(1)  a wound  in  the  vicinity  of  a major  vessel;  (2)  tho- 
racic outlet  injuries;  (3)  a bruit  suggesting  an  arterio- 
venous fistula;  (4)  multiple  wounds;  (5)  multiple  shot- 
gun-pellet  wounds;  and  (6)  ischemia  associated  with  bone 
injuries.  Anticoagulants  usually  are  contraindicated  be- 
cause of  associated  injuries.  Most  wounds  involving  named 
arteries,  with  or  without  limb  ischemia,  will  require  ex- 
ploration. In  our  experience,  significant  hematomas  in- 
volving the  radial/ ulnar  or  one  of  the  tibial  arteries 
require  exploration  and  repair. 

Ischemia  from  Drug  Injections 

Numerous  drugs  have  been  intentionally  or  acci- 
dentally injected  intra-arterially  leading  to  devastating 
consequences  (Fig.  2).  One  of  the  earliest  accidents  to  be 
reported  was  with  thiopentone  sodium.  Other  drugs  that 
have  been  implicated  include:  chlorpromazine  (Thora- 
zine®) ; propoxyphene  hydrochloride  (Darvon®)  ; heroin; 
hydroxyzine  hydrochloride  (Vistaril®)  ; pentazocaine  hy- 
drochloride (Talwin®)  ; and  ergot.  Pathogenesis  of  the 
arterial  injury  involves  intimal  damage  and  arterial 
thrombosis.  A large  number  of  cases  are  being  seen  now 
involving  the  accidental  intra-arterial  injection  by  nar- 
cotic addicts.  With  obliteration  of  all  superficial  veins  by 
repeated  injections,  the  femoral  triangle  and  the  ante- 
cubital  fossa  are  favorite  targets,  eventually  resulting  in 
intra-arterial  injection.  Severe  pain  occurs  instantaneously 
with  blanching,  cyanosis,  and  swelling.  Treatment  consists 
of  limb  elevation,  analgesics,  early  use  of  fasciotomy,  anti- 
coagulants, or  dextran  and  occasionally  intra-arterial 
reserpine  injection  for  relief  of  arterial  spasm. 


Fig.  2.  Gangrenous  right  hand  following  accidental  self- 
administration of  intra-arterial  heroin. 


Hematoma,  edema,  and  muscle  swelling  occur  inside  a 
closed  space  resulting  in  capillary  occlusion,  muscle  ne- 
crosis, and  nerve  ischemia.  This  is  most  commonly  seen  in 
the  forearm  causing  the  so-called  Volkmann’s  contracture 
and  in  the  lower  leg,  the  anterior  tibial  compartment 
syndrome.  One  of  the  earliest  physical  signs  is  hypo- 
esthesia  and  later  on,  motor  paralysis.  Measurement  of 
tissue  pressures  is  helpful  in  making  an  early  diagnosis. 
Immediate  fasciotomy  is  essential  before  physical  signs  of 
muscle  or  nerve  paralysis  appear.  Adequate  decompression 
requires  formal  incision  of  skin  and  fascia,  with  appear- 
ance of  bulging  muscle  underneath.  Partial  fibulectomy  in 
the  lower  extremity  is  necessary  occasionally  for  four- 
compartment  depression.  Small,  multiple,  and  subcutane- 
ous incisions  to  relieve  compartment  syndromes  are  gener- 
ally inadequate. 


Compartment  Syndromes 

Ischemia  and  eventual  limb  loss  following  a com- 
partment compression  syndrome  is  preventable  for  the 
most  part.  Compartment  syndromes  occur  after  delayed 
repair  of  arterial  injuries,  especially  combined  arterial  and 
venous  injuries,  delayed  embolectomy,  severe  edema  fol- 
lowing revascularization  of  an  ischemic  limb,  intra-arterial 
drug  injections.  They  occasionally  occur  spontaneously. 


Summary 

A high  limb  salvage  rate  can  be  achieved  in  patients 
with  acute  limb  ischemis  from  various  causes.  Diagnostic 
evaluation,  including  arteriography,  should  be  done  early 
followed  by  appropriate  therapeutic  intervention.  The 
primary  diagnostic  and  therapeutic  steps  necessary  in  the 
more  common  disorders  causing  limb  ischemia  are  dis- 
cussed. 
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The  'Maker 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “ cheap.”  To  make  this  case,  the  most  exheme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications . 

MYTH:  There  are  no  dif- 
ferences in  qualit y and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollar y is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogj’,  qualit\>-conscious, 
research-based  companies 
and  those  made  by 
commodity-Upe  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few' 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
which  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a 
reference  product.  As  you 
know',  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracycline  and  ery- 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  diat  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  “ expensive ” brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 
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MYTH:  Generic  options  al- 
most always  exist. 

FACT:  About  55  percent 
of  prescription  drug  ex- 
penditure is  for  single- 
source drugs.  This 
means,  of  course,  that  for 
only  45  percent  of  such 
expenditure,  is  a generic 
prescribing  option  avail- 
able. 


MYTH:  Generic 
prescriptions  are  filled  with 
inexpensive  generics,  thus 
saving  consumer's  large 
sums  of  money. 

FACT:  Market  data  show 
that  von  invariably 
prescribe — and  pharma- 
cists dispense — both 
brand  and  genericallv 
labeled  products  from 
known  and  trusted 
sources,  in  the  best  inter- 
est of  patients.  In  most 
cases  the  patient  receives 
a proven  brand  product. 
Savings  from  voluntary 
or  mandated  generic 
prescribing  are  grossly 
exaggerated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
w as  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how'  drug 
dierapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  and  keep  patients 
on  the  job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  mone\K 

FACT:  Government 
schemes  always  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  anv 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  w orse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name , should  be 
totally  unabridged.  Other- 
wise, your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  myths  about  price 
and  equivalency  have  been 
shattered,  one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always, your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 


VMK 

Pharmaceutical  Manufacturers  Association 
1155  fifteenth  Street,  N.W. 

Washington,  D.C.  20005 
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Two  Philosophies  of  Caring 

D.  Gary  Benfield,  M.D. 


Editor’s  Note:  Sir  William  Osier  is  renowned  for  his  medical 
teaching,  no  less  so  for  the  example  he  gave  his  students  in  the 
“Art  of  the  Practice  of  Medicine.”  No  technical  nor  scientific 
advancement  can  replace  the  humanitarian  response  of  the 
concerned  physician.  Yet  today  the  concerned  physician  must  be 
cognizant  of  legal  liabilities  which  involve  the  family  of  the 
patient,  the  patient,  the  physician,  the  hospital,  and  the  hospital 
staff. — R.L.M. 


Two  philosophies  of  caring  for  the  critically  or  terminally 
ill  are  commonly  used  in  medicine.  The  first  is  oriented  to 
the  disease  in  the  body  in  the  bed  I disease-oriented  I . 
The  second,  though  concerned  with  the  disease  in  the 
body,  focuses  on  the  human  need  of  each  patient  and 
family  I person-oriented  I . Two  brief  examples  illustrate 
the  painful  problems  created  by  a disease-oriented  ap- 
proach. A third  example,  using  a more  personal  approach, 
shows  how  a family  can  be  helped  to  accept  their  loved 
one's  death,  participate  in  that  process,  and  resolve  their 
loss  with  healthy  grieving. 


WENTIETH  CENTURY  AMERICA  can  be  char- 
acterized as  an  era  in  which  relationships  between 
people  in  various  walks  of  life  have  become  increasingly 
impersonal  and  dehumanized.  Just  as  mass  production 
and  computerization  seem  to  influence  our  lives  at  every 
turn,  the  hospital  practice  of  medicine  has  come  to 
resemble  an  assembly  line  where  people  are  perceived  as 
“things”  and  patients  as  “pathologies.”1 

From  my  personal  observation  and  the  writings  of 
others,2  3 two  philosophies  of  caring  in  medicine  seem  to 
exist.  One  is  predominantly  oriented  to  the  disease  in  the 
body  (disease-oriented)  and  the  other,  though  primarily 
concerned  with  disease  in  the  body,  focuses  more  upon  the 
needs  of  the  individual  patient  (person-oriented).  At  the 
risk  of  oversimplification,  let  us  explore  how  each  of  these 
two  philosophies  influence  the  care  of  critically  or  termi- 
nally ill  patients  and  their  families. 

Disease-Oriented  Care 

The  disease-oriented  philosophy  is  common  in  medi- 
cine. Actions  based  on  this  philosophy,  in  concert  with 


advances  in  technology,  have  brought  great  benefits  to 
people  throughout  the  world;  many  diseases  have  been 
prevented  or  cured,  and  disability  has  been  reduced. 
Using  the  latest  in  medical  technology,  this  philosophy 
demands  that  health  care  personnel  aggressively  treat  “the 
disease  in  the  body  in  the  bed.”  Though  most  people 
would  agree  that  medical  technology  should  continue  to 
advance,  one  difficulty  with  this  philosophy  is  that  care- 
takers may  think  that  death  must  be  avoided  for  now  and 
postponed  to  the  future  and  the  patient’s  views  in  the 
matter  ignored.  Thus  a disease-oriented  philosophy  of 
caring  can  create  painful  problems  for  those  terminally  ill 
patients  who  wish  to  die,  as  illustrated  in  the  following 
story  adapted  from  an  article  by  N.  L.  Caroline.4 

A 78-year-old  man  was  admitted  to  a midwestern  teaching 
hospital  for  treatment  of  a bowel  obstruction.  He  believed  that 
he  was  dying,  but  no  one  would  listen.  When  his  elderly  room- 
mate, suffering  from  cancer  of  the  colon,  was  unsuccessfully 
resuscitated  while  naked  and  lying  in  a pool  of  excretions,  the 
patient  frantically  implored  the  doctor:  “Please  don’t  ever  do 
that  to  me.  Promise  you  won’t  ever  do  that  to  me.” 

Three  days  later,  the  patient  developed  congestive  heart 
failure  and  was  intubated,  placed  on  a ventilator,  and  monitored 
with  electrodes  on  the  chest  and  arms,  all  against  his  will.  During 
the  first  night  of  ventilator  care,  the  patient  was  found  dead  in 
bed.  He  had  awakened,  reached  over,  and  switched  off  his 
ventilator.  On  the  bedside  table,  the  doctor  found  a scribbled 
note:  “Death  is  not  the  enemy,  doctor,  inhumanity  is.” 

The  author  of  “Dying  in  Academe”  describes  the 
20th  century  as  the  “Age  of  Arrogance.”  In  the  tertiary- 
care  hospital  setting,  all  indiscretions  are  tolerated  except 
death.  To  die  is  an  unforgivable  breech  of  faith  with  the 
staff  and  an  outrage  against  physicians,  nurses,  techni- 
cians, orderlies,  aides,  and  others.  In  the  Age  of  Arro- 
gance, man  does  not  have  to  die  — at  least  not  at  the 
conventional  time.  If  his  kidneys  fail,  he  can  be  sustained 
by  dialysis;  if  his  lungs  tire,  a ventilator  can  help  him  to 
breathe.  Even  man’s  heart  can  be  bypassed  or  main- 
tained mechanically.  Man’s  appointment  with  death  must 
be  rescheduled  whether  or  not  he  agrees.  For  the  disease- 
oriented  physician,  death  is  the  enemy. 

Because  the  physician  often  is  considered  to  “know 
best,”  patients  and  families  may  relent  to  the  disease- 
oriented  point  of  view  though  unaware  that  all  options 
for  caring  have  not  been  explored.  In  this  way,  patients 
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and  families  may  experience  dehumanizing  indignities, 
economic  hardship,  and  emotional  upheaval.  For  little 
or  no  gain,  patients,  families,  and  nursing  personnel  may 
suffer  a great  deal,  as  illustrated  in  the  following  story. 

Immediately  following  an  automobile  accident,  a 40-year-old 
man  was  admitted  to  the  hospital  in  a comatose  condition. 
Emergency  CAT  scan  showed  massive  intracranial  hemorrhage. 
He  was  intubated,  placed  on  a respirator,  and  transferred  to  the 
intensive  care  unit  (ICU).  The  family  was  informed  of  a “very 
poor  prognosis”  at  that  time. 

Although  an  electroencephalogram  (EEC)  was  isoelectric 
on  both  the  second  and  fourth  hospital  days,  the  family  had  no 
communication  from  the  attending  physician  except  to  be  told 
that  the  outlook  was  “very  poor.”  The  patient  continued  to 
receive  respirator  care  in  the  ICU  until  the  12th  hospital  day, 
when  a crisis  developed:  the  ICU  was  filled  to  capacity.  A 
decision  was  made  to  transfer  the  patient  to  a general  medical 
floor,  an  area  where  the  nursing  staff  had  never  cared  for  a 
respirator  patient  before. 

Following  a 24-hour  period,  during  which  the  nurses  on  the 
general  medical  floor  received  a “crash  course”  in  respirator 
care,  the  patient  was  transferred  out  of  the  ICU.  Two  days  later, 
he  died. 

Comments  from  two  of  the  general  medical  nurses  who 
cared  for  the  patient  highlight  the  suffering  and  sense  of  frus- 
tration felt  by  individual  nurses  and  the  patient’s  wife. 

Nurse  1. — “I  was  so  scared  because  I didn’t  know  that  much 
about  respirators  and  I feared  doing  something  wrong  that  might 
cause  his  death.  His  wife  sat  beside  him,  cried  a lot,  and  looked 
so  pathetic.  Her  questions  upset  me  and  I never  knew  what  to 
say  to  her.  I felt  like  I wanted  to  go  somewhere  and  have  a good 
cry.  How  do  you  talk  to  his  wife?  How  far  can  we  go?  Where 
were  the  doctors?  They  would  visit  for  maybe  ten  minutes  in  a 
day.  We  were  involved  24  hours  each  day.  It’s  easier  for  them  — 
they  can  leave  and  see  someone  else  — we  can’t.” 

Nurse  2. — “When  the  physicians  made  rounds,  they  would  check 
the  respirator,  listen  to  his  heart  and  lungs,  write  new  IV  orders, 
and  leave.  They  never  said  anything  to  us  or  the  family.  If  he 
had  brain  death  why  did  they  continue  with  everything? 

“You  know  how  some  doctors  are  — they  don’t  want  nurses 
to  tell  the  patient  or  the  family  anything.  They  say  that  they  will 
tell  them.  But  they  don’t  tell  the  family  anything  other  than:  ‘It 
doesn’t  look  good’  or  ‘His  condition  is  critical.’  Where  does  this 
leave  the  nurses  when  the  family  says:  ‘Is  he  dying?’  or  ‘How 
long  will  it  be?’  It  happens  all  the  time  and  makes  me  mad! 
I felt  so  helpless.  It  gave  me  such  a feeling  of  failure  and  worth- 
lessness that  I could  only  go  in  and  do  what  I could  and  then 
leave  the  room.  The  entire  staff  was  affected.  All  of  a sudden 
everyone  walked  around  with  a serious  expression  — almost  a 
frown.  I didn’t  want  to  come  to  work.” 

The  disease-oriented  philosophy  considers  that  “life” 
is  all  that  matters  ...  to  have  a patient  die  is  a sign  of 
failure.  When  questioned  concerning  this  approach  to 
caring,  some  physicians  may  consider  that  raising  such 
issues  is  an  affront  to  their  medical  competence  or  integ- 
rity. After  all,  some  physicians  may  feel  that  they  are 
trained  to  treat,  to  cure  at  all  costs,  rather  than  practice 
a more  humanitarian  approach  to  the  art  of  healing. 
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Moreover,  when  the  myth  of  “legal  rightness”  prevails, 
the  patient  and  the  family  become  victims  of  the  tyranny 
of  technology;  technical  considerations  dominate  decision 
making  and  push  aside  personal  and  family  notions  of 
right  and  wrong. 

The  second  patient  described  obviously  had  suffered 
“brain  death.”5  Despite  this,  his  physicians  maintained  his 
vital  functions  and  ignored  the  feelings  and  desires  of  the 
surviving  family  and  nursing  staff  as  they  drifted  in  quiet 
desperation  from  day  to  day.  Ironically,  the  physicians 
probably  were  unaware  that  this  practice  was  inflicting 
harm.  Without  risking  time  or  emotion,  they  simply 
examined  the  patient,  wrote  their  orders,  and  walked  out. 


Person-Oriented  Care 

In  this  philosophy,  “quality  of  life”  as  seen  by  the 
patient  (or  his  family  when  the  patient  is  incompetent)  is 
a primarly  concern.  Patients  and  families  need  the  oppor- 
tunity and,  if  possible,  the  time  to  understand  the  condi- 
tion, the  treatment,  and  the  limitations  of  outcomes. 
Then,  if  professionals  are  willing  to  share  the  responsi- 
bility and  the  agony  of  deciding  care,  one  important 
aspect  of  a person-oriented  philosophy  becomes  evident: 
the  patient  may  be  relieved  of  suffering  from  disease  or 
pointless  dehumanizing  treatment.  Simultaneously,  the 
family  may  have  the  opportunity  to  adapt  to  their  ex- 
pected loss  through  anticipatory  grieving.  Just  as  close, 
early  parent-infant  contact  may  enhance  the  development 
of  healthy  relationships  for  a living  child,  so  may  similar 
contacts  help  the  grieving  relatives  of  a dying  person  at 
any  age.  The  following  story  illustrates  this  point. 

It  was  4 AM  when  the  attending  staff  gathered  around  the 
respirator  which  was  attached  to  John  and  Mary's  baby,  Tommy. 
Tommy  was  blue;  his  heart  rate  slowed  perceptively  as  he  was 
watched.  He  had  lived  for  41  short  days,  and  now  it  was  time  to 
die.  His  heart  and  lungs  could  be  kept  functioning  indefinitely 
with  the  help  of  our  machinery  and  drugs.  But  that  would  be 
treating  ourselves  — our  feelings  of  helplessness  and  guilt  over 
his  irreversible  damaged  lungs.  Once  again  we  reviewed  in  detail 
the  events  of  the  past  41  days.  As  the  attending  physician,  I 
suggested  that  it  was  time  to  remove  the  respirator  and  let  him 
die  peacefully. 

First  Mary,  then  John,  put  their  hands  in  the  incubator  and 
rubbed  Tommy’s  body  with  soft,  soothing  caresses.  Then  they 
both  nodded  in  agreement.  They  were  led  to  a nearby  room,  and 
I went  back  to  Tommy.  The  wires  attached  from  the  patient  to 
the  cardiac  monitor,  as  well  as  the  temperature  probe  and  the 
nasogastric  tube  were  removed.  The  gauze  packing  was  taken 
from  his  mouth  and  the  endotracheal  tube  extracted  from  his 
airway.  Carefully,  his  body  was  wrapped  in  a blanket  and  carried 
to  his  mother  and  father  in  the  adjacent  room. 

Lisa,  Tommy’s  nurse,  and  I left  the  parents  alone  with 
their  baby.  Oddly  enough,  I was  not  embarrassed  to  cry  although 
I had  thought  that  I would  be.  Later,  Lisa  and  I sat  quietly  with 
John,  Mary,  and  Tommy.  As  we  sat  and  reminisced  about 
Tommy’s  life,  first  one  and  then  another  of  the  night  nurses 
wandered  in,  paused  with  tears  in  their  eyes,  and  just  touched 
one  or  the  other  of  us.  Several  offered  words  of  love.  It  was  a 
touching  scene. 

John  expressed  his  appreciation  for  the  care  they  all  had 
received.  He  said:  “I’ve  learned  a lot  during  the  last  41  days. 
Though  Tommy  weighed  only  2 pounds  at  birth  and  has  needed 
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a respirator  to  help  him  breathe  since  he  was  born,  all  the 
nurses  and  doctors  never  stopped  caring  about  him  or  us.” 

I interrupted  briefly  to  listen  to  Tommy’s  chest  for  the 
sound  of  a heart  beat.  There  was  none.  It  was  over. 

No  one  seemed  in  a hurry  to  leave.  Like  iron  drawn  to  a 
magnet,  we  just  sat  and  looked  at  Tommy.  “Tommy,  we’ll  miss 
you,”  John  said.  “It  has  been  a good  six  weeks.”  Strange,  the 

past  six  weeks  had  been  difficult  for  me the  worry, 

uncertainty,  and  guilt.  But  for  John,  it  had  been  a good  six 
weeks.  I was  touched  by  the  feeling  that  flowed  between  us. 
Though  we  had  spent  long  hours  in  caring  for  Tommy  and  his 
parents,  they,  in  turn,  had  helped  all  of  us  as  well. 

In  this  example,  physicians  and  nurses  had  main- 
tained open  and  honest  communication  between  them- 
selves and  with  baby  Tommy’s  parents  from  his  birth. 
The  physicians,  nurses,  and  parents  grew  to  appreciate 
the  limitations  of  technology  and  together,  after  long  and 
anguished  hours  of  deliberations,  arrived  at  the  final  deci- 
sion to  discontinue  life  support  when  all  hope  for  survival 
was  gone.  Continued  follow-up  with  these  parents  sup- 
ports the  belief  that  parents  can  participate  as  partners 
with  their  physician  in  difficult  infant-care  decisions,  even 
when  death  results,  and  subsequently  make  a healthy 
adjustment  to  their  loss.6 

In  a pluralistic  society  composed  of  persons  of  various 
backgrounds  with  differing  values  about  terminal  illness, 
dying,  and  death,  some  conflict  is  inevitable.  On  one 
hand,  the  patient  or  his  family  may  resent  the  intrusion 
of  others  into  their  private  lives.  For  those  patients  and 
families,  a disease-orientation  may  meet  their  needs.  On 
the  other  hand,  patients  and  families  usually  welcome  the 
opportunity  to  discuss  their  feelings  and  desires  openly 
and  honestly  with  a concerned  caregiver.  Handling  this 
responsibility  for  caring  requires  hard  work  and  a com- 
mitment from  all  parties  concerned;  it  should  include 
plans  to  care  for  the  caretakers  as  well. 

Obstacles  to  Person-Oriented  Caring 

Just  as  the  modern  hospital  may  be  the  greatest 
enemy  of  meaningful  death,7  it  may  be  the  greatest  enemy 
of  meaningful  living  for  patients,  families,  and  personnel. 
There  are  at  least  five  major  factors  which  obstruct 
person-oriented  caring. 

One  serious  barrier  to  rendering  care  is  the  lack  of 
teamwork  among  health  care  providers.  In  large  measure, 
this  is  due  to  the  classic,  rigid,  vertical  structure  of  the 
system  with  the  physician  at  the  head  of  the  team,  the 
other  caregivers  under  his  administration,  with  the  patient 
and  family  beneath  them  all. 

A second  deterrent,  one  faced  by  nurses  in  the  hos- 
pital setting  especially,  is  the  scarcity  of  time.  The  hospital 
system  rewards  nurses  for  “getting  work  done”  and  keep- 
ing the  organization  running  smoothly. 

Third,  the  stereotype  of  the  nurse  as  a technician  in 
critical  care  areas  hold  that  the  nurse  should  be  more 
concerned  with  the  machinery  surrounding  the  patient 
than  with  the  patient’s  care.  In  the  intensive-care  atmo- 
sphere, patients  or  their  families  may  be  reluctant  to 
express  their  fears  of  dying,  or  desires  to  die,  and  staff 


members  may  be  too  busy  with  monitoring  the  patient’s 
physical  condition  to  listen. 

A fourth  deterrent  to  caring  is  the  feeling  expressed 
at  one  time  or  another  by  caregivers  that  they  lack  train- 
ing in  caring  for  critically  ill  or  dying  patients  and  their 
families.  When  they  have  to  meet  the  terminally  ill  face 
to  face,  classroom  theory  may  prove  woefully  inadequate 
for  the  nurse,  physician,  social  worker,  minister,  or  hos- 
pital administrator. 

Finally,  communication  is  a major  problem  which 
relates  to  each  of  the  first  four  factors.  Caregivers  fre- 
quently do  not  know  what  the  patient  or  his  family  have 
been  told  by  the  physician.  Yet,  nonphysicians  may  be 
the  very  persons  approached  by  the  patient  or  family  for 
clarification  — perhaps  because  patients  and  families  are 
more  comfortable  with  those  persons.  In  other  instances, 
the  physician  may  choose  not  to  inform  the  patient  of  the 
diagnosis,  a choice  which  may  produce  conflict  among 
personnel. 

According  to  Menninger,  “It  is  not  enough  for  phy- 
sicians to  provide  the  best  technological  care  available; 
they  also  have  a responsibility  to  treat  the  patient  as  a 
‘whole  person.’  ”8  Until  physicians  recognize  the  value  of 
person-oriented  care  and  take  a leadership  role  in  restor- 
ing the  human  touch,  personalized  caring  will  remain  a 
latent  dream  in  the  heart  of  man. 

An  Afterthought. — As  I complete  this  article,  my  father 
lies  stuporous  before  me  in  his  hospital  bed,  dying  of 
cancer.  He  is  soaked  with  sweat,  totally  dependent  on 
others  to  move  him,  feed  him,  bathe  him,  and  wipe  him. 
This  is  the  stark  reality  of  man  in  need  at  the  most  basic 
level.  There  is  no  formalized  caregiving  team  here,  and 
there  are  no  conferences  to  plan  strategy  for  the  terminally 
ill.  It’s  a small  community  hospital  like  so  many  through- 
out the  United  States. 

In  this  hospital,  aides  lift  the  patients,  empty  their 
excrement,  bathe  the  patients,  and  change  the  beds.  An 
aide  shuffles  by  mumbling  obscenities  under  his  breath 
and  doing  his  job  grudgingly.  I want  to  reach  out  and 
say  to  him:  “Stop  and  listen  to  me  . . . You  have  the 
most  important  job  in  this  hospital.  My  father  needs  you; 
he  depends  on  you;  he  is  grateful  to  you.”  Somehow,  I 
just  can’t  say  it.  He  doesn’t  even  know  that  I exist,  except 
as  another  meddling  relative. 

Imagine!  The  aide  is  more  important  to  my  father 
than  all  the  nurses  and  doctors  combined.  How  little  we 
know  about  caring! 
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Surgical  Management  of  Idiopathic 
Scoliosis  at  the  Alfred  I.  Dupont 
Institute 
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A review  of  127  patients  treated  surgically  at  the  Alfred 
I.  DuPont  Institute  from  1959  to  1969  for  idiopathic 
scoliosis  was  undertaken.  Treatment  on  all  of  these  pa- 
tients had  been  completed  for  more  than  five  years.  They 
were  available  with  pre-  and  postoperative  roentgeno- 
grams for  examination.  This  review  reflects  the  period  of 
treatment  and  the  technic  of  postsurgical  management 
during  that  period  — turnbuckle  casting,  Risser  localizer 
casting,  and  Harrington  instrumentation  followed  by  cast. 
A comparative  analysis  was  made  as  to  the  amount  of 
correction,  blood  loss,  and  complications  I loss  of  correc- 
tion, pseudoarthrosisl . There  was  no  significant  difference 
in  the  amount  of  correction  achieved  by  either  method. 
Percentage  of  loss  of  correction  was  less  with  Harring- 
ton instrumentation.  The  blood  loss  appeared  to  be  re- 
lated more  to  the  number  of  vertebrae  fused  than  to 
the  technic;  pseudoarthrosis  rate  appeared  to  be  related 
to  extension  of  the  fusion  mass  to  the  sacrum. 


' I 'HE  MODERN  TREATMENT  of  progressive  idio- 
pathic  scoliosis  refractive  to  control  by  external  means 
was  born  with  the  publication  of  Hibbs’  original  paper  on 
the  technic  of  spinal  fusion  in  191 1 . 1 Since  its  presenta- 
tion, multiple  modifications  and  improvements  of  this 
technic  have  been  presented  by  Hibbs,2  3 Risser,4  Cobb,5 
Blount,6  Moe,7  Harrington,8  9 Goldstein,1011  and  Winter.12 

This  review  consists  of  127  cases  of  idiopathic  scoli- 
osis treated  surgically  at  the  Alfred  I.  DuPont  Institute 
since  1959  and  followed  for  more  than  five  years.  It 
represents  an  historic  development  of  surgical  treatment 
technics  for  idiopathic  scoliosis  in  keeping  with  the  period 
under  study,  ie,  surgical  fusion  followed  by  turnbuckle  cast 
correction,  localizer  cast  correction,  and  Harrington  in- 
strumentation. (See  the  Figure  and  Table  1.) 

Length  of  follow-up  ranges  from  5 to  15  years,  with 
an  average  of  five  years.  Average  age  at  surgery  was  14 
years,  5 months.  Patients  in  the  study  had  preoperative 
and  five-year  follow-up  roentgenograms  and  were  avail- 
able for  examination.  Every  patient  in  the  study  was 
reviewed  and  examined  by  one  of  the  authors. 

The  general  approach  to  scoliosis  at  the  Institute  is 
conservative  with  heavy  reliance  on  early  detection,  com- 


munity screening,  and  education  of  paramedical  person- 
nel. This  report  represents  the  developing  phases  of  the 
surgical  correction  of  scoliosis. 

The  criteria  for  establishing  curve  limits  were  in 
keeping  with  Cobb’s  measurements.5  Indication  for  sur- 
gery invariably  was  progression  of  the  curvature.  Many  of 
these  patients  were  in  some  type  of  holding  device,  eg,  a 
plaster  walking  jacket,  a Milwaukee  brace,  prior  to  sur- 
gery. Some  were  referred  for  surgery  after  attempts  at 
external  maintenance  of  the  curvature  had  failed. 

Materials  and  Methods 

Preoperative  Studies. — All  patients  in  the  latter  part  of 
the  series  had  14"x36"  standing  anteroposterior  (AP) 
and  lateral  thoracic  spine  roentgenograms.  A lateral  film 
was  included  to  rule  out  spondylolisthesis  and  for  the 
determination  of  kyphosis.  The  earlier  patients  were  eval- 
uated with  only  14"  x 17"  films.  The  iliac  apophysis  was 
used  as  a rough  guide  to  skeletal  maturity  and  was  sup- 
plemented by  bone-age  films  interpreted  from  Greulich 
and  Pyle’s  Atlas.13 

The  major  curve  was  identified  by  the  amount  of 
structural  deformity  — wedging,  angulation,  rotation,  and 
inflexibility.  Balance  was  determined  by  the  distance  in 
centimeters  of  a vertical  line  drawn  through  the  centrum 
of  the  T-l  vertebral  body  and  perpendicular  to  a line 
drawn  tangential  to  the  femoral  heads,  compared  to 
another  vertical  line  drawn  parallel  to  this  but  through 
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the  symphsis  pubis  on  a standing  AP  thoracolumbar  spine 
film.  No  assessment  of  rotation  was  recorded. 

Selection  of  Fusion  Area. — The  fusion  area  usually  in- 
cluded all  vertebra  in  the  curve  and  parallel  to  parallel 
vertebra  above  and  below  the  curve.  Occasionally,  these 
limits  were  exceeded  in  an  effort  to  fuse  all  the  vertebra 
that  rotated  in  the  convexity  of  the  curve. 

With  the  fusion  area  selected,  a sterile  Steinmann  pin 
was  inserted  into  the  spinus  process  of  one  of  the  vertebra 
to  be  included  in  the  fusion  and  a roentgenogram  was 
made  the  night  before  surgery.  The  pin  was  clipped  then 
so  that  it  remained  subcutaneous.  This  procedure  was 
performed  the  evening  prior  to  surgery  after  the  patient 
was  thoroughly  prepared  for  surgery.  At  the  time  of  the 
operation,  we  could  be  sure  of  exact  anatomical  location 
without  the  need  for  intraoperative  x-ray  films. 


Methods  of  Correction 

External  Corrective  Forces. — All  methods  of  correction, 
both  preoperative  and  postoperative,  which  were  in  use 
during  the  period  from  1959  to  1969  were  used. 

(1)  Preoperative:  The  Risser  turnbuckle  cast4'14  was 
one  form  of  external  correction.  This  was  achieved  by 
placing  the  patient  in  a body  cast  which  was  then  cut 
transversely  at  the  apex  of  the  curvature.  A turnbuckle 
was  placed  on  the  concave  side  and  hinges  on  the  convex 
side.  The  turnbuckle  side  was  elongated  on  a daily  basis 
until  maximum  correction  or  intolerance  occurred.  Intol- 
erance usually  was  related  to  skin  pressure,  neurovascular 
problems  (brachial  stretch  palsy),  or  the  inability  to  gain 
more  correction  over  a given  period  of  time. 

(2)  Some  of  the  patients  underwent  serial  localizer 
casting  to  obtain  correction,  followed  by  a return  to  the 
cast  postoperatively.  Operation  through  the  localizer  cast 
was  not  performed  on  any  of  the  patients  in  this  series. 

Internal  Corrective  Forces. — 

( 1 ) Harrington  instrumentation  was  used  primarily 
on  the  moderate-to-severe  or  greater-than-60-degree 
curves,  especially  those  with  severe  rib  cage  deformities 
that  prohibited  the  use  of  a corrective  cast  because  of  the 
possibility  of  skin  sloughing. 

(2)  Intra-operative  Harrington  distraction  instru- 
mentation was  used  in  several  patients  in  an  attempt  to 
determine  if  instrumentation  (with  its  potential  neuro- 
logic complications)  could  improve  the  correction  ob- 
tained by  manual  pressure  on  the  table.  The  Harrington 
distraction  rod  also  was  used  to  allow  greater  exposure 
during  decortication  and  fusion  phases  of  the  procedure. 
If  the  intra-operative  correction  with  Harrington  instru- 
mentation did  not  exceed  the  correction  obtained  by 
manual  pressure  to  the  side  of  the  thorax,  then  the  Har- 
rington rod  was  removed.  Postoperatively,  these  patients 
were  placed  in  the  Risser  localizer  cast  where  maximum 
correction  recurred. 

Postoperative:  All  patients  were  placed  in  a cast  7 days 
to  14  days  postoperatively  and  were  recumbent  for  6 
months  to  12  months.  Ambulatory  jackets  usually  were 


NUMBER 

OF 

PATIENTS 


17  TURNBUCKLE  ■ 
47  HARRINGTON  ROD  □ 
63  LOCALIZER  ^ 

127 


Surgical  treatment  technics. 


applied  after  six  months  before  allowing  full,  unsupported 
ambulation.  X-ray  films  were  reviewed  very  critically  to 
rule  out  pseudarthrosis.  In  the  early  part  of  the  study,  if 
the  x-ray  films  showed  a questionable  fusion  mass,  a surgi- 
cal exploration  and  repeat  grafting  was  carried  out  di- 
rectly. Later  in  the  study,  the  patients  were  ambulated 
and  simply  observed  for  loss  of  correction  to  evaluate  the 
possibility  of  pseudarthrosis. 

Results 

Of  the  127  patients  in  our  series,  63  were  treated  by 
localizer  cast  alone,  47  with  Harrington  instrumentation 
in  combination  with  localizer  casting,  and  17  patients  by 
turnbuckle  cast. 

Localizer  Cast. — The  localizer  cast  yielded  the  most  con- 
sistent results  with  the  final  curvatures  being  within  the 
25-to-30-degree  range  after  five  years,  regardless  of  loca- 
tion. This  range  is  considered  cosmetically  acceptable 
(Table  2). 

Harrington  Instrumentation. — Seventeen  right  dorsal 
curves,  averaging  66  degrees  and  ranging  from  46  degrees 


Table  1.  Types  of  Curve  Patterns  and  Treatment 


Turnbuckle 

Cast 

Localizer 

Cast 

Harrington 

Rod 

Right  dorsal 

13 

39 

27 

Lumbar 

0 

4 

0 

Thoracolumbar 

1 

10 

3 

Double  primary 

3 

9 

17 

High  thoracic 

0 

1 

0 

514  / The  Ohio  State  Medical  Journal 


to  103  degrees,  were  treated  with  Harrington  instrumen- 
tation. Postoperatively,  the  curves  averaged  35.4  degrees, 
representing  a 41%  correction.  At  five  years,  the  average 
curve  was  38.3  degrees,  a correction  loss  of  5%. 
Turnbuckle. — Twelve  patients  with  right  dorsal  curves, 
averaged  70  degrees  with  range  of  40  degrees  to  84 
degrees,  were  treated  by  turnbuckle  cast.  Their  average 
postoperative  correction  was  31.4  degrees,  representing  a 
48.35%  correction.  At  five-year  follow-up,  the  average 
curvature  was  36.1  degrees,  or  a 6.8%  loss  of  correction. 
Blood  Loss  and  Complications. — An  average  of  1 1 verte- 
bral segments  were  fused  with  all  treatment  methods  with 
an  average  blood  loss  of  1,430  cc  (Table  3).  Those  curves 
treated  by  Harrington  instrumentation  lost  an  average  of 
1,323  cc  of  blood,  those  treated  by  localizer  cast  lost  1,400 
cc,  and  those  treated  by  turnbuckle  cast  1,603  cc. 

The  complications  listed  in  Table  4 tend  to  illustrate 
several  problems  historically  related  to  the  type  of  treat- 
ment.10 Twenty  patients  developed  pressure  sores  after 
treatment  by  the  Risser  localizer  cast.  This  is  a common 
problem  due  to  the  amount  of  pressure  required  to  correct 
a curve  by  external  means.  Two  pressure  sores  resulted 
from  turn-buckle  application  and  six  from  the  localizer- 
type  cast  applied  following  Harrington  instrumentation. 

Six  cases  of  pseudarthroses  were  noted  following 
localizer  cast  application,  and  seven  were  noted  following 


Table  2.  Final  Results 


Type  of 
Fixation  & 

Average 

Pre-' 

Post- 

Correc- 

Location  of 
Curvature 

opera- 

tive 

Range 

opera- 

tive 

Five 

Years 

tion 

% 

Loss 

% 

Localizer  Cast 

Dorsal 

Thora- 

56.87 

34-110 

26.35 

29.43 

48.05 

5.6 

columbar 

50.4 

27-61 

12.2 

26.1 

48.2 

9.5 

Lumbar 

Double 

51.25 

36-90 

19.5 

26.0 

49.2 

12.7 

primary  T 
Double 

62.0 

46-103 

31.35 

35.5 

42.7 

6.7 

primary  L 

58.0 

41.85 

27.5 

32.1 

44.6 

7.9 

Harrington  Rod 

Dorsal 

Thora- 

66.0 

46-103 

35.4 

38.3 

41 

5. 

columbar 

70.75 

57-88 

40.0 

43.5 

38.5 

4.9 

Lumbar 
Double 
primary  T 
Double 

70.58 

36-120 

34.34 

38.33 

45.69 

5.65 

primary  L 

59.96 

40-85 

25.96 

28.83 

51.91 

4.79 

T urnbuckle  Cast 

Dorsal 

Thora- 

70 

40-84 

31.4 

36.16 

48.3 

6.8 

columbar 

98 

- 

57 

60 

Double 

primary  T 
Double 

68.0 

66-74 

34.3 

36.3 

46.6 

2.9 

primary  L 

57.3 

51-69 

32.3 

34.6 

39.6 

3.9 

Table  3.  Amount  of  Blood  Loss 


Type  of  Curve 

Localizer 

Harrington 

Rod 

Turn- 

buckle 

Average 

Thoracic 

1,400 

1,323 

1,603 

1,442 

Thoracolumbar 

1,250 

2,900 

Lumbar 

860 

2,000 

953 

Double  primary 

1,160 

1,596 

1,240 

1,332 

Table  4.  Complications 

Harrington 

Turnbuckle  Localizer  Rod 

Total 

Pressure  sore(s) 

2 

20 

6 

28 

Hematoma 

2 

1 

4 

7 

Wound  infection 

2 

2 

3 

7 

Instrument  failure 

1 

1 

Sacral  pain 

1 

1 

Painful  scar 

2 

2 

Transfusion  reaction 

1 

1 

Gastric  dilatation 

1 

1 

2 

Pseudarthrosis 

7 

7 

14 

Spondylolithesis 

3 

4 

7 

Paraplegia 

1 

1 

Scar  revision 

3 

3 

Urinary'  retention 

1 

1 

Phlebitis 

1 

1 

Cardiac  arrest 

1 

(resolved) 

1 

Urinary  tract  infection 

2 

2 

Harrington  rod  instrumentation.  Four  of  the  six  patients 
who  developed  pseudarthrosis  after  treatment  by  localizer 
cast  had  their  fusion  extended  to  the  sacrum  and  in  all  six, 
the  pseudarthrosis  extended  to  the  L-5,  S-l  area.  Seven  of 
the  patients  who  experienced  fusion  with  the  Harrington 
rod  instrumentation  developed  pseudarthroses;  four  of 
these  had  undergone  fusion  to  the  sacrum.  It  is  interesting 
to  noted  that  of  the  47  patients  who  underwent  fusion 
with  instrumentation,  13  had  instrumentation  to  the 
sacrum  and  only  four  developed  pseudarthrosis.  One  of 
the  patients  who  developed  a pseudarthrosis  where  instru- 
mentation was  not  carried  out  to  the  sacrum  had  been 
treated  by  Bo-Plant,  processed  calf  bone,15  to  augment  her 
fusion  mass. 

There  were  seven  wound  hematomas  from  the  com- 
bined treatments.  Wound  infections  developed  in  several 
of  them;  one  continued  to  drain  after  the  hematoma  was 
aspirated  and  it  drained  for  two  years.  Staphylococcus 
aureus  and  (3-hemolytic  streptococci  were  cultured,  and 
the  Harrington  instrumentation  had  to  be  removed  after 
two  years.  At  follow-up,  however,  the  correction  had  been 
maintained.  Another  infected  hematoma  drained  approxi- 
mately 22  cc  of  seropurulent  fluid  and  eventually  healed 
with  no  difficulty. 

Paraplegia  developed  in  one  patient  who  had  under- 
gone Harrington  instrumentation.  It  was  noted  immedi- 
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ately  after  surgery,  and  a myelogram  showed  a T-8  block. 
The  fusion  included  the  area  T-3  and  S-l.  The  dura  was 
not  explored  immediately,  but  upon  exploration  with 
laminectomy  from  T-6  to  T-9,  no  evidence  of  violation  of 
the  dura  mater  or  the  spinal  cord  was  noted.  The  dura 
mater  was  aspirated  immediately  following  the  laminec- 
tomy, and  no  blood  was  noted  in  the  spinal  fluid.  Ini- 
tially, the  patient  had  an  80-degree  curvature  from  T-5  to 
T-10;  at  five-year  follow-up,  he  had  a loss  of  correction 
and  was  paraplegic  although  he  had  full  bladder  sensa- 
tion. He  walked  with  a crutch  and  one  long-leg  brace. 


Discussion 

This  article  illustrates  the  evolution  of  scoliosis  treat- 
ment during  the  period  from  1959  to  1969,  and  also  lends 
some  insight  into  the  final  development  of  scoliosis  treat- 
ment as  it  is  today.  One  definite  improvement  over  the 
treatment  of  that  period  is  that  of  early  ambulation  which 
is  routine  today,  as  opposed  to  as  much  as  six  months  of 
recumbency  shown  in  our  study.  Table  2 shows  that  the 
percentage  of  correction  in  the  three  types  of  treatment  is 
relatively  equal.  The  most  important  aspect  of  correction 
is  not  the  degree  of  final  operative  correction;  it  is  the 
percentage  lost.  The  Harrington  instrumentation  resulted 
in  the  least  loss  of  correction,  when  compared  with  the 
other  types  of  treatment.  This  finding  coincides  with  the 
current  feeling  on  treatment  of  scoliosis  by  all  modalities. 
Some  cases  treated  by  localizer  cast  had  instrumentation 
at  the  time  of  surgery.  However,  if  the  roentgenograms 
made  at  the  beginning  of  the  surgery  failed  to  show  a 
significant  improvement  over  the  correction  obtained  pre- 
operatively  in  the  localizer  cast,  the  Harrington  rod  was 
removed  and  the  patient  was  treated  postoperatively  by 
localizer  cast  correction  alone. 

The  localizer  cast  also  demonstrated  problems  with 
pressure  sores  because,  in  order  to  obtain  the  same  parity 
of  correction  as  with  internal  instrumentation,  it  was 
necessary  to  apply  a tremendous  amount  of  pressure  to 
the  skin. 

Blood  loss  did  not  differ  significantly  with  the  three 
types  of  treatment  but  tended  to  reflect  the  number  of 
vertebra  exposed  more  than  the  type  of  correction  applied. 

The  complications  cited  in  Table  4 do  not  differ 
significantly  from  other  studies  involving  this  number  of 
cases.  The  14  cases  of  pseudarthrosis  are  quite  significant, 
and  some  attempt  was  made  to  determine  what  factors 
were  involved.  In  those  patients  treated  by  localizer  cast 
who  developed  pseudarthrosis,  the  prevailing  factor  ap- 
peared to  be  extension  of  the  fusion  to  the  sacrum.  This 
accounted  for  greater  than  40%  of  this  group.  The 
pseudarthrosis  was  repaired  in  two  of  the  patients  who 
had  not  been  fused  to  the  sacrum.  One  patient  was  asymp- 
tomatic, had  lost  no  correction,  and  was  observed  peri- 
odically while  wearing  an  “orthoplast”  jacket.  One  of  the 
patients  who  underwent  repair  had  an  L-2  to  L-3  pseu- 
darthrosis with  loss  of  correction,  but  the  lumbosacral 
joint  appeared  to  be  fused  solidly. 


Thirteen  of  the  patients  in  the  Harrington  rod  group 
were  instrumented,  ie,  the  Harrington  rod  was  placed 
across  the  lumbosacral  joints  to  the  sacrum.  Of  the  seven 
patients  who  encountered  pseudarthrosis,  two  developed 
it  in  a site  other  than  the  lumbosacral  region,  and  one 
case  had  Bo-Plant  to  supplement  the  fusion  mass  and 
developed  pseudarthrosis.  Pseudarthrosis  was  repaired  in 
all  of  the  patients  who  developed  it  after  Harrington  rod 
instrumentation.  Three  of  the  Harrington  rods  were 
removed  at  the  time  of  pseudarthrosis  repair;  the  Bo-Plant 
used  on  the  one  patient  who  developed  pseudarthrosis  was 
also  removed  at  the  time  of  its  repair.  All  of  the  repairs 
attempted  eventually  resulted  in  solid  fusion. 

Only  one  case  of  transfusion  reaction  occurred  in  this 
series.  This  is  quite  comforting  considering  the  large  num- 
ber of  patients  involved. 

Other  complications  were : two  cases  of  gastric  dila- 
tation, one  of  urinary  retention,  one  of  phlebitis,  one 
cardiac  arrest,  and  two  cases  of  urinary  tract  infection. 


Conclusions 

One  hundred  and  twenty-seven  patients  treated  for 
spinal  deformity  by  a combination  of  turnbuckle  casting, 
Risser  localizer  casting,  and  Harrington  instrumentation 
followed  by  localizer  casting  were  followed  for  greater 
than  five  years. 

1.  There  was  no  significant  difference  between  the 
degree  of  correction  in  any  of  the  treatment  methods,  but 
the  percentage  loss  of  correction  was  less  with  Harrington 
instrumentation  than  in  the  other  two  forms  of  treatment. 

2.  The  amount  of  blood  loss  did  not  appear  to  be 
related  so  much  to  the  type  of  treatment  as  to  the  number 
of  segments  involved. 

3.  The  complication  of  pressure  sores  was  signifi- 
cantly greater  in  those  patients  treated  by  localizer  casting 
alone  than  in  either  of  the  other  forms  of  treatment. 

4.  Pseudarthrosis  was  noted  to  be  related  to  those 
patients  in  whom  the  fusion  extended  into  the  sacrum. 
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Advance  Authorization  for 
Workers'  Compensation 

Neil  E.  Webner 


The  physician  who  regularly  treats  Workers’  Com- 
pensation patients  knows  that  reimbursement  for  certain 
treatments  and  procedures  is  virtually  assured.  The 
experienced  practitioner  also  knows  that  rules  governing 
the  Bureau  of  Workers’  Compensation  requires  that 
authorization  must  be  obtained  in  advance  of  certain 
services  for  reimbursement  to  be  made  without  challenge. 
The  following  may  help  clarify  when  approval  should  be 
obtained  in  advance  and  when  the  physician  may  proceed 
confidently  without  first  obtaining  authorization. 

Rationale 

In  filing  a Workers’  Compensation  claim,  the  person 
filing  applies  for  recognition  of  certain  work-related  dis- 
abilities. According  to  law,  the  Bureau  can  recognize  and 
approve  treatment  of  only  those  work-related  disabilities 
cited  on  the  claim  application.  Bureau  employees  who 
approve  or  question  fee  bills  are  trained  to  give  approval 
for  certain  health  care  services  almost  routinely,  while 
they  may  approve  other  services  only  if  the  physician 
requests  authorization  in  advance.  The  rules  further  re- 
quire that  fee  bills  for  still  other  services  must  be  explained 
so  that  a relationship  between  a Bureau-recognized  injury 
and  treatment  is  visible. 

Obviously,  emergency  treatment  dare  not  wait  for 
advance  authorization,  and  reimbursement  will  be  made 
promptly  if  the  injury  is  compensable  according  to  Bureau 
rules.  However,  to  help  document  reason  for  payment,  it 
is  recommended  that  the  health  care  facility  providing 


Mr.  Webner,  Columbus,  is  Director  of  Public  Affairs,  Ohio 
Bureau  of  Workers’  Compensation. 

Submitted  March  9,  1979. 


emergency  service  advise  the  Bureau  when  such  service 
is  given. 

New  Procedure 

The  authorization  procedure  for  treatment  in  hos- 
pitals has  been  changed  recently  enough  that  an  explana- 
tion is  appropriate.  The  attending  physician  requests 
advance  approval  to  perform  specific  procedures  within  a 
designated  health  care  facility,  such  as  a specific  hospital 
or  clinic.  Upon  approving  the  request,  the  Bureau  sends 
copies  of  the  approval  order  to  the  employee/patient  and 
the  employer. 

A postal  card  attached  to  the  patient’s  copy  is  for 
presentation  to  the  hospital  or  clinic  upon  admission.  The 
hospital  or  clinic  makes  appropriate  annotation  on  the 
postal  card  and  returns  it  to  the  Bureau  to  signal  that  the 
patient  has  been  admitted  and  compensation  should  be 
paid. 

If  the  patient  does  not  present  the  postal  card  upon 
admission,  the  admitting  clerk  may  reasonably  suspect 
that  the  Bureau  has  not  given  authorization  for  the  hospi- 
tal stay  and  treatment.  In  such  case,  the  patient  — not  the 
Bureau  — may  be  accountable  for  any  fees  incurred. 

Changes 

The  patient’s  selecting  a physician  to  continue  treat- 
ment following  emergency  service  does  not  constitute  a 
change  of  physicians.  However,  once  a physician  has  been 
chosen  and  is  established  in  the  role  designated  as  attend- 
ing physician  or  treating  physician,  fee  bills  submitted  by 
any  other  physician  (with  the  following  exceptions)  can- 
not be  reimbursed.  Bureau  rules  permit  reimbursement  of 
only  one  treating  physician  during  any  one  timespan,  and 
fee  bills  for  treatment  by  any  other  physician  will  be 
challenged. 

Cases  in  which  the  Bureau  will  pay  for  services  of 
physicians  other  than  the  treating  physician  are  few  and 
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specific.  An  alternate  physician  may  treat  the  patient  if 
the  physician  of  record  is  not  available,  noting  on  any  fee 
bill  why  he/she  has  functioned  in  the  alternate  capacity. 

The  treating  physician  may  seek  payment  for  a con- 
sultant or  specialist  without  obtaining  advance  authoriza- 
tion, but  the  need  for  such  services  must  be  explained 
when  fee  bills  are  submitted.  The  Bureau  usually  regards 
consulting  service  as  a one-time  matter,  and  serial  con- 
sultations probably  will  be  interpreted  by  lay  claims  exam- 
iners to  constitute  a change  of  physicians.  The  physician’s 
written  explanations  on  fee  bills  can  save  time  later. 


Other  Cases 

Services  of  persons  functioning  in  assistive  capacities 
may  be  reimbursed  only  when  the  physician  explains  why 
he/she  could  not  practically  conduct  procedures  without 
assistance. 

Nursing  services,  including  home  visits  by  public- 
health  nurses,  require  advance  approval,  and  the  need  for 
such  must  be  explained.  Approval  must  be  obtained  in 
advance  for  services  of  nonlicensed  practical  nurses,  as 
well  as  unlicensed  services  provided  by  members  of  the 
patient’s  family. 

Advance  authorization  is  required  for  most  proce- 
dures and  confinements  that  are  not  of  emergency  nature. 
Noteworthy  of  those  requiring  prior  approbation  are 
surgery,  hospitalization,  change  of  hospitals,  and  nursing- 
home  care.  The  treating  physician  should  estimate  length 
of  stay  in  any  request  concerning  confinement  and  indi- 
cate inpatient  treatment/procedure  contemplated.  If 
change  of  facilities  is  desired  (ie,  change  of  hospital,  move 
to  convalescent  center) , reasons  for  the  change  should 
be  given. 

Advance  approval  is  needed  for  certain  orthotic  de- 
vices and  other  hard  goods.  Questions  about  such  devices 
and  goods  may  be  directed  to  614/466-1000. 


Mechanism  and  Prognosis 

It  is  appropriate  to  address  any  request  for  authori- 
zation to  the  Bureau  on  the  physician’s  letterhead.  Such 
a request  should  identify  the  patient  by  name  and  claim 
number,  and  it  should  specify  the  treatment  or  procedure 
for  which  authorization  is  requested.  It  is  prudent  to 
explain  why  a treatment,  procedure,  or  confinement  is 
necessary,  to  help  examiners  at  the  Bureau  recognize  the 
relationship  between  requested  services  and  claim-related 
disability. 

Authorization  to  seek  payment  is  nearly  certain  if  the 
doctor  issuing  the  request  is  the  treating  physician,  the 
patient’s  Workers’  Compensation  claim  is  valid,  the  treat- 
ment/procedure/confinement requested  is  directly  related 
to  injuries  or  conditions  defined  on  the  patient’s  claim 
application.  All  of  these  contingencies  can  be  checked  by 
calling  the  health-care-information  number  established  for 
physicians:  614/466-3652.  'foiX'fc 
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ZOA  L.  E.  BOWER,  NED.,  Mansfield;  University 
of  Wooster  Medical  Department,  Cleveland,  1910;  age 
90;  died  May  29;  member  OSMA  and  AMA. 


ARTHUR  A.  GREENEEE,  M.D.,  Dennison;  The 
Ohio  State  University  College  of  Medicine,  1935;  age 
70;  died  May  26;  member  OSMA  and  AMA. 
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JOHN  A.  KOENINGSHOFF,  M.D.,  Columbus; 
Georgetown  University  School  of  Medicine,  Washington, 
D.C.,  1943;  age  62;  died  June  11;  member  OSMA  and 
AMA. 


JOHN  EARL  LYNCH,  M.D.,  Cincinnati;  Indiana 
University  School  of  Medicine,  Indianapolis,  1944;  age 
60;  died  May  29;  member  OSMA  and  AMA. 


EDWARD  C.  MEISEER,  M.D.,  Sandusky;  Univer- 
sity of  Pennsylvania  School  of  Medicine,  Philadelphia, 
1943;  age  69;  died  June  5. 
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ROSARIO  MONTAGNO,  M.D.,  Cleveland;  Facol- 
ta  di  Medicina  e Chirurgia  dell’Universita  di  Messina, 
Messina,  Italy,  1959;  age  53;  died  April;  member  OSMA 
and  AMA. 


THADDEUS  W.  TAYLOR,  M.D.,  Toledo;  Rush 
Medical  College,  Chicago,  1935;  age  72;  died  May  29; 
member  OSMA  and  AMA. 


HARRY  S.  TUCKER,  M.D.,  Cleveland;  St.  Louis 
University  School  of  Medicine,  St.  Louis,  1931;  age  73; 
died  June  5;  member  OSMA  and  AMA. 


EaVERNE  C.  ZIEGLER,  M.D.,  Salem;  The  Ohio 
State  University  College  of  Medicine,  1933;  age  72;  died 
May  23;  member  OSMA  and  AMA. 
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comprehensive,  low  cost  plans  to  meet  these  objectives. 

There’s  another  reason  we’d  like  to  talk  with  you.  As 
part  of  a physician  controlled  insurance  organization, 
we  have  a special  interest  in  your  future.  We'd  like  you 
to  have  an  interest  in  ours.  No  stock  purchase  is  necessary. 

All  you  do  is  purchase  the  life  insurance  you  need. 

When  we  call  for  an  appointment,  let’s  talk. 


522  I The  Ohio  State  Medical  Journal 


State  Medical  Journal 


News 


Beginning  with  the  September  1979  issue,  the  staff 
of  The  Ohio  State  Medical  Journal  will  change.  Ms. 
Cheryl  Zaruba,  formerly  Public  Information  Specialist 
with  the  Ohio  Environmental  Protection  Agency,  becomes 
managing  editor;  and  Ms.  Carol  Wiley,  previously  a self- 
employed  legal  transcriptionist,  the  editorial  assistant. 
Misses  Zaruba  and  Wiley  replace  Mrs.  Linda  A.  Porter- 
field, Executive  Editor  and  Executive  Business  Manager, 
and  Miss  Mary  Lou  Brady,  Editorial  Assistant,  respective- 
ly. With  these  changes,  the  OSMA  department  structure 
has  been  altered  to  include  The  Journal  within  the  De- 
partment of  Communications. 

Mrs.  Porterfield  resigned  to  devote  more  time  to 
her  family,  but  will  continue  in  the  medical  journalism 
field,  completing  freelance  medical  manuscript  editing 
projects  and  serving  as  managing  editor  of  Plastic  Sur- 
gery News,  a publication  of  the  American  Society  of 
Plastic  and  Reconstructive  Surgeons,  Inc.  Miss  Brady 
retires  after  12  years  of  service  as  editorial  assistant.  She 
will  reside  in  Huntington,  West  Virginia,  where  her 
family  is  located. 

Continuing  on  the  staff  of  The  Journal  are  Richard 
L.  Meiling,  M.D.,  Consulting  Medical  Editor,  and  Ms. 
Margaret  Turbett,  Secretary/Bookkeeper. 


tional  support  under  a federal  program  has  been  initiated, 
as  have  efforts  beyond  the  March  1980  date  when  the 
International  Year  of  the  Child  expires. 

Chairman  of  the  Central  Ohio  Committee  for  the 
International  Year  of  the  Child  is  Albert  N.  May,  M.D., 
Chief  of  Pediatrics  at  the  Frederick  C.  Smith  Clinic, 
Marion. 

Involvement  of  Women  Physicians 
Will  Be  Studied  by  AMA 

The  Board  of  Trustees  of  the  American  Medical 
Association  will  establish  an  Ad  Hoc  Committee  on  the 
Involvement  of  Women.  Recommended  by  the  Council 
on  Long  Range  Planning  and  Development  and  endorsed 
by  the  Student  Business  Section,  the  Committee  will  ex- 
plore methods  to  encourage  the  participation  of  women 
physicians  at  all  levels  of  the  Federation,  develop  methods 
to  increase  involvement  over  the  next  one-to-three  years, 
and  recommend  mechanisms  to  ensure  continued  involve- 
ment in  activities  throughout  organized  medicine. 

The  Committee  membership  will  number  ten  indi- 
viduals including  at  least  two  delegates  or  state  medical 
society  officers  and  one  representative  from  the  American 
Medical  Women’s  Association,  Council  on  Long  Range 
Planning  and  Development,  Student  Business  Section, 
Resident  Physician  Section,  and  Women  in  Medicine 
Task  Force  of  the  American  Medical  Students  Association. 


Programs  Developed  to 
Recognize  Children 

Formed  in  January  1979,  the  Central  Ohio  Commit- 
tee for  the  International  Year  of  the  Child  (COCIYC) 
already  has  inaugurated  several  successful  programs.  The 
initial  conference  of  the  COCIYC  led  to  the  development 
of  eight  task  forces,  which  were  charged  to  develop 
regional  studies  and  programs  within  their  own  stated 
field  of  interest  and  to  promote  activities  in  each  com- 
munity of  COCIYC’s  five-county  area.  The  areas  of 
interest  of  the  task  forces  include:  child  abuse  and  ne- 
glect, chemical  dependency  in  children  and  youth,  family 
development  and  parenthood  training,  juvenile  justice, 
mental  health,  nutrition,  the  handicapped  child,  and 
welfare. 

These  task  forces  have  developed  a number  of  activi- 
ties. A Children’s  Protective  Team  has  been  formed  in 
Marion  County  to  provide  an  interdisciplinary  response  to 
child  abuse  and  neglect.  Delaware  County  now  has  an 
Interdisciplinary  Children’s  Services  Council,  and  the 
development  of  a program  in  parenthood  training  and 
infant  stimulation  has  occurred  in  Morrow  County.  Addi- 
tionally, a regional  approach  to  needy  families  for  nutri- 


Cancer Tumor  Clinic  Opens 

The  first  comprehensive  General  Surgical  Cancer 
Tumor  Clinic  in  the  Cincinnati  area  recently  opened  at 
the  University  of  Cincinnati  Medical  Center.  The  multi- 
disciplinary approach  combines  the  services  of  the  Depart- 
ments of  Surgery,  Medicine,  and  Radiation  Therapy. 
Thus,  all  medical  services  are  available  at  one  location, 
along  with  additional  counselling  and  support  services. 
Coordinator  of  the  Clinic  is  Donna  Stahl,  M.D.,  Assistant 
Professor  of  Surgery. 

Program  to  Recruit  Minority 
and  Rural  Students  Approved 

Programs  to  identify  and  to  recruit  minority  and 
rural  students  were  approved  by  the  Board  of  Trustees  of 
Northeastern  Ohio  Universities  College  of  Medicine 
(NEOUCOM).  Entitled  “Nine-by-Nine,”  a new  program 
will  be  developed  for  minority  students  in  the  eighth  and 
ninth  grades  in  Cleveland  city  schools.  The  program, 
which  is  designed  to  increase  interest  and  to  assure  real- 
istic aspirations  to  health  careers,  will  be  run  in  coopera- 
(News  continued  on  next  page) 
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News  ( continued  ) 

tion  with  St.  Vincent’s  Charity  Hospital  and  the  Cleve- 
land Board  of  Education. 

The  Board  of  Trustees  also  approved  implementation 
of  summer  research  fellowships  for  undergraduate  stu- 
dents. The  NEOUCOM  Office  of  Student  Affairs  will 
offer  eight,  eight-week  fellowships  of  $800  each.  The  pur- 
pose of  the  fellowships  is  to  familiarize  outstanding  pre- 
baccalaureate students  with  research  in  the  basic  sciences 
as  carried  out  in  a medical-school  environment. 

Additionally,  continuation  of  Project  MARS  (Minor- 
ity And  Rural  Students)  was  approved.  The  fourth  year 
of  this  program  has  just  been  completed,  and  two  students 
who  participated  in  an  earlier  session  are  currently  en- 
rolled in  the  combined-degree  program  of  NEOUCOM. 

According  to  Robert  A.  Liebelt,  Ph.D.,  M.D.,  Provost 
and  Dean  of  NEOUCOM : “We  wish  to  foster  career 
development,  nurture  embryonic  interest  in  medicine  and 
the  health  sciences,  create  interest  in  NEOUCOM,  and, 
ultimately,  provide  both  the  city  and  the  region  with  a 
sufficient  number  of  physicians  drawn  from  the  inner  city 
area,  traditionally  underserved  in  medicine,  who  are  the 
most  likely  to  return  to  their  milieu  of  origin  for  practice.” 

California  Signs  Consent  Agreement 

The  California  Medical  Association  (CMA)  has 
signed  a consent  agreement  with  the  Federal  Trade  Com- 
mission and  will  stop  publishing  and  circulating  all  edi- 
tions of  its  relative  value  studies. 

C.  John  Tupper,  M.D.,  President  of  the  Association, 
noted : “Even  though  we’re  in  the  right,  we  couldn’t 
afford  to  fight  big  government  in  the  courts  for  years.” 

To  assist  California  physicians  in  communicating 
with  insurance  carriers,  government,  and  other  third 
parties,  CMA  will  produce  a “California  Standard  No- 
menclature” manual  that  identifies  and  codifies  physici- 
ans’ services. 

Architects  Help  Conserve 
Fuel  and  Cut  Costs 

The  Architects  Society  of  Ohio  has  completed  a 
survey  that  indicates  Ohio  hospitals  and  health  care  orga- 
nizations are  in  the  forefront  of  public  and  private  insti- 
tutions seeking  innovative  ways  to  conserve  fuel  and  cut 
energy  costs.  Keith  Haag,  President  of  the  ASO,  noted : 
“Architects  report  that  their  health  care  clients  want  to 
control  the  escalating  costs  of  energy  as  part  of  their  efforts 
to  keep  patient  care  costs  at  the  lowest  possible  rate.” 

Mr.  Haag  also  indicated  that  hospital  boards  of 
directors  and  health  care  organization  officials  and  their 
architects  “have  shown  extraordinary  imagination  in  find- 
ing innovative  ways  to  solve  energy  problems.”  For  ex- 
ample, a special  heating,  ventilation,  and  air  conditioning 
system  will  be  used  in  the  new  Blanchard  Valley  Hospital, 
Findlay,  to  recover  heated  air  within  the  building. 

In  the  design  of  a new  clinic  and  office  building  for 
the  Toledo  Plan,  an  ultracompact  floor  plan  was  devel- 


oped that  minimizes  heat  loss  through  exterior  walls. 
Almost  a cube,  the  building  has  windowless  examining 
rooms  and  pharmacy,  and  a heat  recovery  system  that 
uses  recycled  air  for  both  heating  and  air  conditioning. 
Additionally,  major  renovation  projects  have  been  de- 
signed to  conserve  energy  as  in  the  special  insulation, 
venting,  and  weatherization  of  an  old  three-story  house 
for  the  Open  Door  Clinic,  Columbus. 

Following  natural  gas  shortages  two  winters  ago,  a 
number  of  health  care  facility  clients  asked  their  architects 
to  eliminate  their  dependence  on  any  single  fuel  source. 
The  most  unusual  design  in  this  category  is  a triangular- 
shaped medical  building  in  Toledo  that  will  use  solar,  oil, 
and  electrical  energy  systems. 

In  Dayton,  a major  clinical  addition  to  the  Veteran’s 
Administration  Hospital  will  use  solar  collectors  to  meet 
the  building’s  hot  water  requirements.  And  in  Canal  Win- 
chester, a medical  center  serving  three  counties  will  have 
earth  mounds  to  insulate  walls.  Extensive  skylights  elimi- 
nate need  for  artificial  lighting. 

But  the  most  unusual  design  may  be  that  of  the 
computer  center  and  office  building  for  the  Hospital  Care 
Corporation,  Cincinnati.  This  32,000-square-foot  building 
is  heated  year  round  by  heat  from  the  computers. 

The  Architects  Society  of  Ohio  is  located  at  37  West 
Broad  Street,  Columbus,  Ohio  43215,  telephone:  614/ 
221-6887. 

International  Physicians  to  Meet 

The  Fourth  Annual  Convention  of  the  American 
College  of  International  Physicians,  Inc.  will  occur  Sep- 
tember 22-23,  1979  at  the  McCormick  Inn,  Chicago.  The 
AC  IP  was  organized  in  1975  for  physicians  educated  in 
medical  schools  abroad.  Further  information  regarding 
the  convention  may  be  obtained  from  the  College  office: 
3030  Lake  Avenue,  Fort  Wayne,  Indiana  46805. 


Medical  Board  Activities 

The  following  is  a list  of  activities  and  actions 
undertaken  from  May  1,  1979  to  May  31,  1979  by 


the  Ohio  State  Medical  Board. 

LICENSURE  ACTIVITY 

American  and  Canadian  Graduates 

Licensed  by  Endorsement  M.D.  87 

D.O.  13 

Licensed  by  Examination  M.D.  0 

D.O.  0 

Foreign  Medical  School  Graduates 

Licensed  by  Endorsement 42 

Licensed  by  Examination  0 

Sept.  1972  FLEX  Board  Policy  Licenses 2 

Endorsements  to  Other  States  M.D.  48 

D.O.  4 

ENFORCEMENT  ACTIVITY 

Formal  Citations  Issued  2 

Board  Office  Visits  with  Individuals  in  Alleged 

Violation  of  the  Medical  Practice  Act 10 

Voluntary  Surrenders  of  Medical  Certificates  0 

Arrests  for  Alleged  Illegal  Practice  of  Medicine 0 

Formal  Hearings  on  Alleged  Violations  of  the 

Medical  Practice  Act  0 


524  j The  Ohio  State  Medical  Journal 


I HE  OHIO  STATE  MEDICAL , BOARD  (Left  to  Right):  Row  One — William  J.  Lee,  Administrator;  Roland  A. 
Gandy,  Jr.,  M.D.,  Toledo;  Henry  G.  Cramblett,  M.D.,  President,  Columbus;  and  Anthony  J.  Ruppersberg,  Jr.,  M.D., 
Secretary,  Columbus.  Row  Two — Peter  A.  Lancione,  M.D.,  Bellaire;  Evelyn  L.  Cover,  D.O.,  Columbus;  Mr.  Walter 
H.  Paulo,  Canfield;  and  Jerauld  D.  Ferritto,  D.P.M.,  Columbus.  Row  Three — Leonard  L.  Lovshin,  M.D.,  Cleveland; 
Joseph  P.  Yut,  M.D.,  Canton;  and  Oscar  W.  Clarke,  M.D.,  Gallipolis.  (Photograph  by  Linda  A.  Porterfield.) 




IMMKE  CIRCLE 

LEASING  INC 


Endorsed  Leasing  Company 
Of  The  Ohio  State  Medical  Association 


Order  now  for  early  delivery  on  all  1980  models 

We  lease  all  foreign  and  domesHc  makes  and  models 
including  Mercedes,  Jaguar,  Porsche,  etc. 

Many  people  think  of  leasing  as  just  automobiles. 

We  do  that  too,  but,  in  addition,  we  want  to  lease  you  any  professional  equipment. 


Immke  Circle  Leasing,  Inc. 

32  South  Fifth  Street 
Columbus,  Ohio  43215 

Telephone  614-228-1701  or  Toll  Free  1-800-282-0256 
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HOW  MUCH  OF  YOUR  TIME  CAN 

YOU  CALL  YOUR  OWN? 


Modern  medical  practice  has  become  a complex  and  time-con- 
suming operation.  Too  often  the  physician  sacrifices  leisure  time  and 
family  responsibilities  to  his  professional  duties. 

If  you’re  earning  more  but  enjoying  it  less;  if  you’ve  considered  an 
alternative  to  the  rigors  of  your  practice.  Air  Force  medicine  may  be 
the  answer. 

Our  health  care  system  is  among  the  finest  in  the  world.  Our  physi- 
cians serve  in  modern,  well-equipped  hospitals  and  clinics  with  com- 
petent and  well-trained  staffs.  Air  Force  personnel  handle  paperwork 
and  administrative  tasks,  allowing  maximum  time  for  patient  care  by 
each  physician. 

To  attract  quality  physicians,  the  Air  Force  has  assembled  an  ex- 
cellent package  of  compensation  and  entitlements.  These  include  30 
days  of  paid  vacation  each  year,  an  opportunity  to  seek  specialization 
at  Air  Force  expense,  and  full  medical  and  dental  care  without  loss  of 
pay  during  treatment. 

We  would  like  to  provide  more  information  about  Air  Force  medi- 
cine. Contact  the  nearest  Air  Force  medical  recruiter  or  call  1-800- 
523-5000  (800-362-5696  in  Pennsylvania).  We’ll  answer  your  ques- 
tions promptly  and  without  obligation. 

AIR  FORCE.  HEALTH  CARE  AT  ITS  BEST. 


A great  wav  of  life. 


Report  on  the  Examination  of 
Financial  Statements  for  the  Years 
Ended  December  31,  1977  and  1978 


Accountants’  Report 

The  Committee  on  Auditing  and  Appropriations 
Ohio  State  Medical  Association 
Columbus,  Ohio 

We  have  examined  the  balance  sheet  of  Ohio  State  Medical 
Association  at  December  31,  1978  and  1977  and  the  related 
statements  of  operations  and  net  worth  and  changes  in  financial 
position  for  the  years  then  ended.  Our  examination  was  made 
in  accordance  with  generally  accepted  auditing  standards  and, 
accordingly,  included  such  tests  of  the  accounting  records  and 
such  other  auditing  procedures  as  we  considered  necessary  in  the 
circumstances. 

As  described  in  Note  3 to  the  financial  statements,  the 
Association  has  receivables  from  a nonprofit  corporation  of 
$75,217.  Recoverability  of  the  receivables  is  dependent  upon  the 
successful  marketing  of  a computerized  peer  review  system. 
Because  of  the  aforementioned  condition,  recoverability  of  the 


receivables  is  not  determinable. 

Our  opinion  was  previously  qualified  with  respect  to  the 
outcome  of  certain  litigation  which  has  been  settled  without 
material  effect  on  the  financial  statements;  and,  accordingly, 
our  present  opinion  on  the  1977  financial  statements,  as  pre- 
sented herein,  is  different  from  that  expressed  in  our  previous 
report. 

In  our  opinion,  subject  to  the  effects,  if  any,  on  the  financial 
statements  of  the  ultimate  resolution  of  the  matter  discussed  in 
the  second  paragraph  above,  the  aforementioned  financial  state- 
ments present  fairly  the  financial  position  of  the  Ohio  State 
Medical  Association  at  December  31,  1978  and  1977  and  the 
results  of  its  operations  and  changes  in  financial  position  for  the 
years  then  ended,  in  conformity  with  generally  accepted  ac- 
counting principles  applied  on  a consistent  basis. 

Coopers  & Lybrand 

Columbus,  Ohio 
March  9,  1979 


Ohio  State  Medical  Association  Balance  Sheet,  December  31,  1978  and  1977 


ASSETS 

1978 

1977 

Current  assets: 

Cash 

$ 568,177 

$ 565,630 

Accounts  receivable 

37,835 

24,187 

Investment  in  Ohio  Medical  Indemnity,  Inc.  at  cost  (Notes  6 and  10) 

56,000 

56,000 

Prepaid  expenses 

22,933 

19,716 

Total  current  assets 

684,945 

665,533 

Other  assets: 

Due  from  Medical  Advances  Institute  (Note  3) 

75,217 

75,217 

Investments: 

General  Trust  Fund,  at  cost  which  approximates  market 

48,680 

43,598 

Physicians  Insurance  Company  of  Ohio  (PICO),  at  cost  (Notes  9 and  10) 

100,000 

100,000 

Other 

38,777 

262,674 

218,815 

Property  and  equipment,  at  cost  (Notes  1 and  2): 

Land 

249,787 

200,987 

Building 

548,896 

517,042 

Data  processing  equipment 

81,998 

Furniture,  fixtures  and  equipment 

91,404 

92,225 

972,085 

810,254 

Less  accumulated  depreciation 

( 105,148) 

( 81,626) 

866,937 

728,628 

$1,814,556 

$1,612,976 

(Audit  continued 

on  next  page) 
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LIABILITIES  AND  NET  WORTH 


Current  liabilities: 

Accounts  payable 

Current  portion,  term  debt  (Note  2) 
Accrued  interest 
Other  current  liabilities 

Total  current  liabilities 

Term  debt  (Note  2) 

Deferred  income: 

Annual  membership  dues  (Note  1) 
Life  membership  dues  (Note  1) 
Other 

Net  worth  (Notes  7 and  12) 


(The  accompanying  notes  are  an  in 


1978 

1977 

$ 98,681 

19,897 

242,605 

$ 145,609 
18,018 
979 
132,696 

361,183 

297,302 

179,365 

128,890 

132,708 

44,400 

7,413 

184,521 

68,050 

40,250 

3,940 

112,240 

1,089,487 

1,074,544 

$1,814,556 

$1,612,976 

part  of  the  financial  statements.) 


Statement  of  Operations  and  Net  Worth 

For  the  years  ended  December  31,  1978  and  1977 


Income: 

Membership  dues  (Note  1) 

Membership  solicitations  — Malpractice  Research  Fund  (Note  11) 
Exhibit  fees 
Annual  meeting 

Fees  for  collection  of  AMA  dues 
CME  accreditation  and  courses 
Ohio  State  Medical  Journal  (Note  8) 

Interest  on  savings  accounts  and  certificates  of  deposit 
General  trust  income 
Rental  income 
Other 


Departmental  operating  expenses: 
Administration 

Convention  coordinator  and  CME 
Health  education 
Field  service 

Financial  and  membership 

Government  medical  care 

Ohio  State  Medical  Journal  (Note  8) 

Organizational  services 

Federal  legislation  and  public  policy 

State  legislation 

Communications 

Malpractice  Research  Fund  (Note  11) 


Net  income  from  operations 
Net  worth,  beginning  of  year 
Net  worth,  end  of  year 


1978 

1977 

$1,296,595 

$1,268,178 

600 

18,900 

21,420 

24,450 

15,083 

14,050 

13,061 

3,751 

2,643 

121,480 

83,265 

48,387 

42,934 

8,053 

194 

12,814 

12,484 

4,811 

6,127 

1,553,291 

1,465,989 

308,012 

281,929 

201,467 

166,724 

65,961 

68,133 

60,297 

62,460 

194,484 

159,633 

74,641 

65,458 

219,741 

197,953 

105,525 

69,300 

93,699 

104,048 

106,587 

95,850 

91,850 

59,469 

16,084 

32,723 

1,538,348 

1,363,680 

14,943 

102,309 

1,074,544 

972,235 

$1,089,487 

$1,074,544 

(The  accompanying  notes  are  an  integral  part  of  the  financial  statements.) 
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Statement  of  Changes  in  Financial  Position 

For  the  years  ended  December  31,  1978  and  1977 


Source  of  funds: 

1978 

1977 

From  operations: 

Net  income 

$ 14,943 

$102,309 

Depreciation  not  requiring  working  capital 
Increase  in  deferred  income  (net  of  $2,100  and  $1,850, 

31,759 

22,997 

amortization  of  life  memberships) 

72,281 

6,684 

Additional  long-term  indebtedness 
Other 

72,000 

1,857 

190,983 

133,847 

Application  of  funds: 

Acquisition  of  property  and  equipment,  net 

170,068 

14,453 

Increase  in  General  Trust  Fund 

5,082 

195 

Repayment  of  term  debt,  net  of  conversions  to  current 

21,525 

18,017 

Other 

38,777 

235,452 

32,665 

Increase  (decrease)  in  working  capital 

$(44,469) 

$101,182 

Changes  in  the  components  of  working  capital: 

Increase  (decrease)  in  current  assets: 

Cash 

$ 2,547 

$185,963 

Accounts  receivable 

13,648 

( 18,598) 

Investment,  Physicians  Insurance  Company  of  Ohio 

(453,000) 

Prepaid  expense  and  unamortized  costs 

3,217 

( 14,879) 

19,412 

(300,514) 

Increase  (decrease)  in  current  liabilities: 

Notes  payable  to  bank 

(453,000) 

Accounts  payable 

( 46,928) 

60,171 

Current  portion,  term  debt 

1,879 

1,380 

Accrued  interest 

( 979) 

( 4,365) 

Other  current  liabilities 

109,909 

( 5,882) 

63,881 

(401,696) 

Increase  (decrease)  in  working  capital 

$(44,469) 

$101,182 

(The  accompanying  notes  are  an  integral  part  of  the  financial  statements.) 


Notes  to  the  Financial  Statements 


1.  Accounting  Policies 

The  following  is  a summary  of  certain  significant  accounting 
policies  followed  in  the  preparation  of  the  financial  state- 
ments. The  policies  conform  to  generally  accepted  account- 
ing principles  and  have  been  consistently  applied. 

A.  Depreciation. — The  Association  provides  for  deprecia- 
tion on  the  straight-line  and  declining-balance  methods 
in  amounts  adequate  to  amortize  costs  over  the  estimated 
useful  lives  of  the  assets.  Depreciation  charged  to  opera- 
tions amounted  to  $31,759  in  1978  and  $22,997  in  1977. 

B.  Deferred  Membership  Dues.- — Income  from  annual 
membership  dues  is  recognized  in  the  calendar  year  to 
which  they  apply.  Life  membership  dues  income  is  recog- 
nized over  25  years  of  active  practice  of  the  life  mem- 
ship  participants. 


2.  Term  Debt 

Term  debt  at  December  31,  1978  consisted  of  the  following: 

8%  Mortage  loan  payable  in  monthly  installments 
of  $2,427,  including  interest,  collateralized  by 
land  and  building,  and  due  July  1,  1984 $127,323 

8%  Mortgage  loan  payable  in  monthly  install- 
ments of  $500,  including  interest  computed 
semi-annually,  collateralized  by  land  and 
building.  OSMA  has  the  right  of  prepayment 
of  principal  not  to  exceed  $10,000  per  an- 
num, noncumulative,  for  the  first  five  years. 

After  five  years  OSMA  has  an  unlimited  right 


of  prepayment 71,939 

199,262 

Less  current  portion 19,897 


$179,365 
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3.  Due  from  Medical  Advances  Institute 

The  Association  has  advanced  $75,217,  primarily  noninterest 
bearing,  to  Medical  Advances  Institute  (MAI),  an  Ohio 
corporation  not  for  profit,  to  support  this  organization’s 
development  of  a computerized  peer  review  system.  The 
recovery  of  funds  advanced  to  MAI  is  generally  dependent 
upon  the  successful  marketing  of  the  system.  Due  to  difficul- 
ties in  obtaining  financing  to  continue  operation,  MAI  is 
presently  attempting  to  sell  the  system  and  has  consequently 
scheduled  termination  of  operations  by  November  30,  1979, 
with  the  objective  of  consummating  a sale  before  such  date. 
The  system  is  currently  being  offered  for  sale.  (See  also, 
Note  7.) 


4.  Pension  Plan 

The  Association  has  a salaried  employee’s  pension  plan  cov- 
ering substantially  all  of  its  employees.  The  pension  costs  for 
the  year  1978  was  $85,681  and  for  1977  was  $76,519.  At 
December  31,  1978  and  1977,  the  actuarially  computed  value 
of  vested  benefits  exceed  plan  assets  by  $114,598  and  $210,- 
513,  respectively.  A change  during  the  current  year  in  the 
actuarial  cost  method  used  to  compute  pension  cost  would 
have  increased  net  income  for  1977  by  approximately  $6,250 
if  adopted  the  prior  year. 

The  Association  has  completed  its  amendment  of  the  pen- 
sion plan  in  compliance  with  the  Employee  Retirement  In- 
come Security  Act  of  1974  (ERISA),  and  the  pension  costs 
for  1978  and  1977  reflect  such  amendment  changes. 


5.  Leases 


The  minimum  rental  commitments  of  the  Association  under 
all  noncancelable  leases  were  as  follows  at  December  31, 
1978: 


1979 

1980 

1981 

Equipment  and  other 

$21,137 

$12,156 

$6,155 

Automobiles 

11,766 

7,419 

$32,903 

$19,575 

$6,155 

Rental  expense  under  these  and  similar  leases  aggregated 
$39,524  during  1978  and  $36,996  during  1977. 


6.  Investment — Ohio  Medical  Indemnity,  Inc. 

At  December  31,  1978  and  1977,  the  Association  owned 
100%  of  the  outstanding  common  stock,  8,000  shares,  of 
Ohio  Medical  Indemnity,  Inc.  purchased  at  a cost  of  $56,- 
000.  The  Board  of  Directors  of  Ohio  Medical  Indemnity, 
Inc.  (Blue  Shield)  was  prohibited  from  declaring  or  paying 
any  cash  dividends  upon  such  common  shares  of  stock  of  the 
Company. 

The  Association  was  also  the  defendant  in  a civil  action 
brought  by  the  Attorney  General  of  the  State  of  Ohio  which 
alleged  violations  of  federal  and  state  antitrust  laws  result- 
ing from  monopolistic  practices;  and  sought  treble  damages 
and  divestiture  of  ownership  in  Ohio  Medical  Indemnity, 
Inc.,  the  Association’s  wholly-owned  subsidiary. 

On  March  22,  1979,  a settlement  agreement  was  executed 
by  the  State  of  Ohio,  Ohio  State  Medical  Association  and 
Ohio  Medical  Indemnity,  providing  for  the  divestiture  of 
ownership  of  Ohio  Medical  Indemnity  by  Ohio  State  Medi- 
cal Association.  The  settlement  agreement  provides  that  the 
treble  damage  claims  by  the  State  of  Ohio  against  the  Asso- 


ciation will  be  dismissed  with  prejudice  and  without  any 
payment  by  the  Association ; and,  that  the  original  invest- 
ment of  $56,000  will  be  returned  to  the  Association  in  re- 
demption of  all  outstanding  shares  of  Ohio  Medical  Indem- 
nity, which  is  to  be  converted  to  a mutual  insurance  com- 
pany. The  agreement  further  provides  that  Ohio  Medical 
Indemnity  is  to  make  a charitable  grant  in  the  name  of  the 
Ohio  State  Medical  Association  and  in  the  amount  of 
$1,000,000  to  further  geriatric  medicine  programs  of  Ohio’s 
medical  schools. 


7.  Contingent  Liability 

The  Association  is  guarantor  of  a $75,000  demand  note  from 
The  Huntington  National  Bank  to  Medical  Advances  Insti- 
tute, said  note  bearing  interest  at  the  rate  of  prime  plus 
2/2%,  14.25%  at  December  31,  1978.  The  note  is  to  pro- 
vide sufficient  working  capital  for  MAI  to  perform  its  obli- 
gations under  a performance  contract  agreement.  The  Asso- 
ciation has  been  informed  by  MAI  that  the  performance 
contract  is  approximately  70%  complete  as  of  March  31, 
1979.  The  guarantee  agreement  provides  for,  among  other 
things,  the  Bank  to  retain  a security  interest  in  the  accounts 
receivable  and  contract  rights  of  MAI  arising  from  the  afore- 
mentioned performance  contract  agreement.  (See  Note  3.) 


8.  Ohio  State  Medical  Journal 


The  income  and  expenses  applicable  to  the  operations  of 
Ohio  State  Medical  Journal  are  as  follows: 


Income: 

Advertising  (net  of  commissions  of 
$28,326  in  1978  and  $19,719  in 
1977  and  cash  discounts  of  $1,- 

1978 

1977 

163  in  1978  and  $1,191  in  1977) 
Subscriptions  received  from  non- 

$112,315 

$ 81,546 

members 

3,803 

1,168 

Other 

Membership  subscriptions,  alloca- 
cated  at  $6.95  for  1978  and 
$6.25  for  1977,  per  dues-paying 
member  (included  in  member- 
ship dues  income  on  the  State- 
ment of  Operations  and  Net 

5,362 

551 

Worth) 

73,705 

65,000 

Expenses: 

Salaries,  pension  costs,  payroll 

195,185 

148,265 

taxes  and  other  employee  benefits 

Printing,  postage,  stationery,  sup- 
plies, illustrations,  engravings, 

75,236 

64,597 

and  consulting  services 
Building  expenses,  depreciation 

128,997 

117,322 

and  other 

15,508 

16,034 

Excess  of  expenses  over  income, 

219,741 

197,953 

Ohio  State  Medical  Journal 

$ 24,556 

$ 49,688 

9.  Investment — Physicians  Insurance  Company 
of  Ohio 

The  Association  owns  100%  of  the  Class  B common  stock 

(Audit  continued  on  page  536) 
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Wellcome 


Burroughs  Wellcome  Co 

Research  Triangle  Park 
North  Carolina  27709 


Cardilate'  (erythrityl  tetranltrate) 

INDICATIONS:  For  the  prophylaxis  and  long-term  treatment  of  patients  with  frequent 
or  recurrent  anginal  pain  and  reduced  exercise  tolerance  associated  with  angina  pec- 
toris, rather  than  for  the  treatment  of  the  acute  attack  of  angina  pectoris,  since  its 
onset  is  somewhat  slower  than  that  of  nitroglycerin. 

PRECAUTIONS:  As  with  other  effective  nitrites,  some  fall  in  blood  pressure  may  occur 
with  large  doses. 

Caution  should  be  observed  in  administering  the  drug  to  patients  with  a history  of  re- 
cent cerebral  hemorrhage,  because  of  the  vasodilation  which  occurs  in  the  area 
Although  therapy  permits  more  normal  activity,  the  patient  should  not  be  allowed  to 
misinterpret  freedom  from  anginal  attacks  as  a signal  to  drop  all  restrictions. 

SIDE  EFFECTS:  No  serious  side  effects  have  been  reported.  In  sublingual  therapy,  a 
tingling  sensation  (like  that  of  nitroglycerin)  may  sometimes  be  noted  at  the  point  of 
tablet  contact  with  the  mucous  membrane.  If  objectionable,  this  may  be  mitigated  by 
placing  the  tablet  in  the  buccal  pouch.  As  with  nitroglycerin  or  other  effective  nitrates, 
temporary  vascular  headache  may  occur  during  the  first  few  days  of  therapy.  This 
can  be  controlled  by  temporary  dosage  reduction  in  order  to  allow  adjustments  of  the 
cerebral  hemodynamics  to  the  initial  marked  cerebral  vasodilation  These  headaches 
usually  disappear  within  one  week  of  continuous  therapy  but  may  be  minimized  by  the 
administration  of  analgesics. 

Mild  gastrointestinal  disturbances  occur  occasionally  with  larger  doses  and  may  be 
controlled  by  reducing  the  dose  temporarily. 

DOSAGE:  Therapy  may  be  initiated  with  10  mg  sublingually  prior  to  each  anticipated 
physical  or  emotional  stress  and  at  bedtime  for  patients  subject  to  nocturnal  attacks. 
The  dose  may  be  increased  or  decreased  as  needed. 

HOW  SUPPLIED:  10  mg  chewable  scored  tablets,  bottle  of  100  Also  5,  10  and  15  mg 
oral/sublingual  scored  tablets  in  bottles  of  100.  10  mg  oral / sublingual  scored  tablets 
also  supplied  in  bottle  of  1,000. 

Also  available:  Cardilate®-P  (Erythrityl  Tetranitrate  with  Phenobarbital)*  Tablets 
(Scored). 

(•Warning — may  be  habit-forming.) 


1.  Taken  sublingually,  Cardilate®  (erythrityl 
tetranitrate)  begins  to  work  within  5 minutes, 
eliminating  or  reducing  frequency  and  severity 
of  anginal  pain  for  up  to  two  hours. 

2.  Fear  of  pain,  a major  deterrent  to  achieving 
acceptable  (and  desirable)  levels  of  activity,  in- 
cluding sex,  may  be  allayed  with  Cardilate.  Ef- 
fective prophylaxis  and  improved  exercise 
tolerance  help  toward  normalizing  the  lives  of 
anginal  patients. 

Cardilate 

(erythrityl  tetranitrate) 


of  Physicians  Insurance  Company  of  Ohio  (PICO).  PICO 
has  two  classes  of  common  stock,  Class  A and  Class  B.  Each 
Class  of  stock  has  equal  rights  on  a per  share  basis  to  par- 
ticipate in  dividends  and  other  types  of  distributions,  whether 
from  earnings  or  in  the  nature  of  dividends.  Each  Class  A 
share  is  entitled  to  one  vote  and  each  Class  B share  is  en- 
titled to  100  votes. 

By  virtue  of  its  ownership  of  100%  of  the  Class  B shares 
(100  shares),  the  Association  is  entitled  to  10,000  votes.  At 
December  31,  1978,  the  Class  A shareholders  owned  8,666 
shares  of  Class  A stock.  Accordingly,  at  December  31,  1978, 
the  Association  was  entitled  to  exercise  53.57%  of  the  voting 
power  of  PICO.  When  the  total  authorized  Class  A shares 
(12,000)  have  been  sold,  the  Class  A shareholders  will  have 
55%  of  the  voting  control  over  PICO. 

Physicians  Insurance  Company  of  Ohio  had  a total  stock- 
holders’ equity  of  $9,1  19,606  at  December  31,  1978  and 
$7,304,836  at  December  31,  1977.  The  Association’s  equity 
in  PICO  totaled  $108,495  at  December  31,  1978,  and  $99,- 
036  at  December  31,  1977. 

10.  Insurance  Holding  Company  System 

The  insurance  holding  company  system  presently  consists  of 
three  affiliated  persons,  Ohio  State  Medical  Association 
(OSMA),  Physicians  Insurance  Company  of  Ohio  (PICO), 
and  Ohio  Medical  Indemnity,  Inc.  (OMI).  (See  Note  6.) 

OSMA  controls  PICO  by  virtue  of  its  ownership  of  100 
shares  of  Class  B common  stock  of  PICO,  comprising  100% 
of  such  authorized  and  outstanding  shares  of  stock.  (See 
Note  9.) 


OSMA  owned  OMI  by  virtue  of  its  ownership  of  100%  of 
the  issued  and  outstanding  shares  of  common  stock  of  OMI. 
( See  Note  6. ) 

There  exists  no  relationship  or  affiliation  between  PICO 
and  OMI,  except  for  the  ownership  interest  of  OSMA. 

11.  Malpractice  Research  Fund 

In  April  1976,  the  Council  of  OSMA  asked  its  membership 
to  voluntarily  contribute  a minimum  of  $100  to  the  OSMA 
Malpractice  Research  Fund.  The  membership  solicitation 
for  research  funds  was  to  finance  research  projects  in  con- 
nection with  the  OSMA  task  force  on  Professional  Liability 
projects,  including: 

• Court  Docket  Survey — liability  statistics 

• Counterclaim  Research — legal  mechanisms 

• Captive  Malpractice  Insurance  Company — 
feasibility 

• Actuarial  Analysis — rates  of  insurance  statistics 

The  income  and  expenses  resulting  from  the  membership 
solicitation  and  the  task  force  activities  on  the  above  proj- 
ects are  reflected  in  the  accompanying  financial  statements. 

12.  Exemption — Federal  Taxes  on  Income 

The  Ohio  State  Medical  Association  is  exempt  from  fed- 
eral taxes  on  income  under  Section  501(c)(6)  of  the 
Internal  Revenue  Code. 
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V-Cillin  K 


penicillin  V potassium 


brand  of  oral  penicillin 

JL 


Cablets  ...  :f 
125,  250,  and  500  mg! 
^al.Sslution 


V-CILLIN  K 

C29 


V-Cillin  KR 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium  salt  of 
penicillin  V.  This  chemically  improved  form 
combines  acid  stability  with  immediate 
solubility  and  rapid  absorption. 

Indications:  For  the  treatment  of  mild  to 
moderately  severe  pneumococcal  respiratory 
tract  infections  and  mild  staphylococcal  skin 
and  soft-tissue  infections  that  are  sensitive  to 
penicillin  G.  See  the  package  literature  for 
other  indications. 

Contraindication:  Previous  hypersensitivity 
to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been  reported. 
Some  patients  with  penicillin  hypersensitivity 
have  had  severe  reactions  to  a cephalosporin; 
inquire  about  penicillin,  cephalosporin,  or  other 
allergies  before  treatment.  If  an  allergic  reaction 
occurs,  discontinue  the  drug  and  treat  with  the 
usual  agents  (e.g.,  epinephrine  or  other  pressor 
amines,  antihistamines,  or  corticosteroids). 
Precautions:  Use  with  caution  in  individuals 
with  histories  of  significant  allergies  and/or 
asthma.  Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea,  vomiting. 


gastric  dilatation,  cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients  will  not 
absorb  therapeutic  amounts  given  orally.  In 
streptococcal  infections,  treat  until  the  organism 
is  eliminated  (minimum  of  ten  days).  With 
prolonged  use,  nonsusceptible  organisms, 
including  fungi,  may  overgrow;  treat 
superinfection  appropriately. 

Adverse  Reactions:  Hypersensitivity,  including 
fatal  anaphylaxis.  Nausea,  vomiting,  epigastric 
distress,  diarrhea,  and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions  resembling  serum 
sickness  (including  chills,  edema,  arthralgia, 
prostration),  laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic  anemia, 
leukopenia,  thrombocytopenia,  neuropathy,  and 
nephropathy,  usually  with  high  doses  of 
parenteral  penicillin.  11021751 

*Equivalent  to  penicillin  V. 


Additional  information  available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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sociation  Colleagues  in  the  News 


Centerville  Physician  Wins  Ohio 
State  Medical  Golfers’  Event 

LARRY  M.  HAWK,  M.D.,  Centerville,  toured  the 
lush  Zanesville  Country  Club  golf  course  in  77  strokes  to 
win  the  overall  low  gross  championship  of  the  1979  Ohio 
State  Medical  Golfers  Association  (OSMGA).  Overall 
low  net  winner  was  ROBERT  C.  KIRK,  M.D.,  Colum- 
bus, with  a 64  (88-24  handicap). 

Other  winners  included  the  following.  Age  39  and 
under — DAVID  M.  MONTGOMERY,  M.D.,  Canton, 
low  gross,  and  J.  F.  STEURNAGAL,  M.D.,  Fort  Lora- 
mie,  low  net;  Age  40-49 — B.  D.  AUCHARD,  M.D., 
Mansfield,  low  gross,  and  WILLIAM  J.  GOETTMAN, 
M.D.,  Springfield,  low  net;  Age  50-59 — GORDON  E. 
GIFFORD,  M.D.,  Zanesville,  and  JOHN  C.  STAHLER, 
M.D.,  Dayton,  tie  low  gross,  and  CHESTER  C.  WIN- 
TER, M.D.,  Columbus,  low  net;  Age  60-69 — - WILLIAM 
M.  WELLS,  M.D.,  Newark,  low  gross,  and  WILLIAM 
B.  LEFFLER,  M.D.,  Marion,  low  net;  Age  70  and  older 
— M.  W.  LIVINGSTON,  M.D.,  Sunbury,  low  gross,  and 
GEORGE  E.  HUSTON,  M.D.,  Marietta,  low  net. 

This  tournament  marked  the  60th  anniversary  of  the 
founding  of  the  Ohio  State  Medical  Golfers  Association 
in  1920.  OSMGA  President  is  C.  J.  SHAMESS,  M.D., 
Mansfield.  The  board  of  directors  includes  DAVID  M. 
BELL,  M.D.,  Cleveland;  DONALD  W.  ENGLISH, 
M.D.,  Lima;  JAMES  S.  GREETHAM,  M.D.,  Marion; 
JOHN  A.  KRAMER,  M.D.,  Ada;  EDWARD  A.  SA- 
WAN,  M.D.,  Akron;  JOHN  C.  STAHLER,  M.D.,  Day- 
ton;  and  EDWARD  ZARTMAN,  M.D.,  Columbus. 

* * * 

ELIZABETH  R.  APLIN,  M.D.,  Columbus,  received 
the  Job  Lewis  Smith  Award  during  the  annual  meeting  of 
the  American  Academy  of  Pediatrics  (AAP).  The  award 
recognizes  outstanding  service  in  community  pediatrics 
and  is  presented  by  the  AAP  Section  on  Community 
Pediatrics.  Dr.  Aplin  is  Clinical  Professor  of  Pediatrics 
Emeritus  at  The  Ohio  State  University. 

JAMES  E.  BARNES,  M.D.,  Columbus,  has  con- 
cluded his  service  as  moderator  of  the  local  television  pro- 
gram “Doctors  on  Call,”  which  has  been  televised  for  over 
seven  years.  He  received  a plaque  in  recognition  of  his 
service  from  the  station,  WCMH-TV.  VICTOR  R.  Ver- 
MEULEN,  M.D.,  replaces  Dr.  Barnes. 

I.  LEONARD  BERNSTEIN,  M.D.,  Cincinnati,  is 
Treasurer  of  the  American  Academy  of  Allergy. 


HENRY  W.  BROWN,  M.D.,  Cleveland,  and 
PHILIP  KAZDAN,  M.D.,  Cleveland  Heights,  received 
the  Distinguished  Service  Award  of  Huron  Road  Hospital. 
Dr.  Kazdan  is  Chief  of  the  Division  of  Ophthalmology, 
and  Dr.  Brown  is  Chief  Emeritus  of  the  Division  of 
Surgery. 

LEONARD  P.  CACCAMO,  M.D.,  Youngstown,  has 
been  elected  Chairman  of  the  Board  of  Trustees  of  North- 
eastern Ohio  Universities  College  of  Medicine  for  1979- 
1980.  Dr.  Caccamo  is  Director  of  Medical  Education  at 
St.  Elizabeth  Hospital  Medical  Center. 

The  new  vice  chairman  is  JAMES  E.  FLEMING, 
M.D.,  a Cleveland  internist.  Dr.  Fleming  also  is  a mem- 
ber of  the  Board  of  Trustees  of  Kent  State  University. 

NINO  M.  CAMARDESE,  M.D.,  Norwalk,  has 
originated  a radio  program  entitled  “Teen  Time.”  The 
half-hour  show  aired  every  other  week  gives  students  of 
both  high  schools  in  Norwalk  an  opportunity  to  commu- 
nicate comments,  observations,  and  reflections  on  a vari- 
ety of  topics.  A family  physician,  Dr.  Camardese  also 
broadcasts  via  his  own  radio  program,  “Call  the  Doctor,” 
now  in  its  eighth  year. 

HENRY  G.  CRAMBLETT,  M.D.,  Columbus,  is  the 
new  President-Elect  of  the  Federation  of  State  Medical 
Boards  of  the  United  States.  A member  of  the  Ohio  State 
Medical  Board,  Dr.  Cramblett  is  Dean  of  The  Ohio  State 
University  College  of  Medicine. 

ROBERT  CARDELL,  JR.,  has  been  appointed  Pro- 
fessor and  Director  of  the  Department  of  Anatomy  at  the 
University  of  Cincinnati  College  of  Medicine.  Previ- 
ously, he  was  Professor  of  Anatomy  at  the  University  of 
Virginia. 

JORGE  CRESPO,  M.D.,  and  CARL  LUND- 
STROM,  M.D.,  Dayton,  have  been  named  Associate 
Directors  of  Residency  Programs  in  Internal  Medicine  at 
Wright  State  University  School  of  Medicine.  Dr.  Crespo 
is  Assistant  Professor,  and  Dr.  Lundstrom  is  Assistant 
Clinical  Professor  of  Medicine  at  the  School. 

RAFAEL  CRUZ,  M.D.,  Dayton,  has  been  certified 
by  the  American  Board  of  Urology.  Dr.  Cruz  is  Assistant 
Clinical  Professor  of  Surgery  at  Wright  State  University 
School  of  Medicine. 
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RICHARD  A.  FALLS,  M.D.,  Xenia,  and  GOR- 
DON S.  WALBROEHL,  M.D.,  have  been  installed  as 
Fellows  of  the  American  Academy  of  Family  Practice. 
Both  are  members  of  the  Department  of  Family  Practice 
at  Wright  State  University  School  of  Medicine. 

RAY  W.  GIFFORD,  JR.,  M.D.,  Cleveland,  received 
the  Oscar  B.  Hunter  Memorial  Award  of  the  American 
Society  for  Clinical  Pharmacology  and  Therapeutics.  Dr. 
Gifford,  who  is  head  of  the  Department  of  Hypertension 
and  vice-chairman  of  the  Division  of  Medicine  and  Ne- 
phrology at  the  Cleveland  Clinic  Foundation,  was  selected 
for  his  research  in  clinical  pharmacology  and  his  develop- 
ment of  effective  treatment  programs  for  hypertension  pa- 
tients. The  award  is  the  highest  honor  given  by  the  Society 
for  outstanding  research  in  clinical  pharmacology  and 
therapeutics. 

ROGER  H.  GRIFFIN,  M.D.,  Dayton,  now  heads 
the  Miami  Valley  Hospital  Adult  Arthritis  Clinic.  Dr. 
Griffin  is  Assistant  Clinical  Professor  of  Medicine  at 
Wright  State  University  School  of  Medicine. 


WILLIAM  D.  HOLDEN,  M.D.,  Cleveland,  has 
been  elected  Chairman  of  the  National  Board  of  Medical 
Examiners.  Dr.  Holden  is  Professor  and  Director  of  the 
Department  of  Surgery,  Case  Western  Reserve  University 
School  of  Medicine,  positions  he  has  held  since  1950. 
Additionally,  he  was  director  of  the  Department  of  Sur- 
gery of  University  Hospitals  for  27  years  before  retiring 
in  1977. 

ARTHUR  J.  HORESH,  M.D.,  Cleveland,  has  been 
elected  to  a two-year  term  as  a member  of  the  Board  of 
Directors  of  the  Asthma  Care  Association  of  America. 
Additionally,  he  is  a member  of  the  Board  of  Trustees  of 
the  National  Asthmatic  Children’s  Foundation,  the  Edi- 
torial Board  of  Pediatric  Nevus,  and  the  Board  of  Gover- 
nors of  the  American  Association  of  Certified  Allergists. 

B.  LESLIE  HUFFMAN,  JR.,  M.D.,  Maumee,  is 
Vice  Chairman  of  the  Interspecialty  Advisory  Board  of 
the  American  Medical  Association.  Dr.  Huffman  is  an 
alternate  delegate  from  Ohio  to  the  AMA  House  of 
Delegates  as  well  as  a past  president  of  the  American 
Academy  of  Family  Practice. 


HERMAN  L.  HELLERSTEIN,  M.D.,  Cleveland,  is 
the  Simon  Rodbard  Memorial  Lecturer  for  the  45th 
Annual  Scientific  Assembly  of  the  American  College  of 
Chest  Physicians  which  will  occur  November  4-8  in  Hous- 
ton. Dr.  Hellerstein  is  one  of  seven  scientists  selected  to 
receive  recognition  at  the  Houston  meeting  for  their 
contributions  to  the  diagnosis  and  treatment  of  heart  and 
lung  disease. 

EDWARD  A.  HILL,  M.D.,  is  the  new  President  of 
the  Medical  Staff  of  Massillon  Community  Hospital.  Dr. 
Hill  has  been  a member  of  the  staff  for  31  years. 


EUGENE  D.  JACOBSON,  M.D.,  Cincinnati,  re- 
ceived an  Award  of  Special  Recognition  from  the  Ameri- 
can Gastroenterological  Association.  Dr.  Jacobson  is  the 
first  recipient  of  this  award,  and  was  honored  for  his  out- 
standing work  as  chairperson  of  the  National  Commission 
on  Digestive  Diseases.  Established  by  Congress  in  1976, 
this  Commission  submitted  its  final  report  and  recom- 
mendation on  January  31,  1979.  Dr.  Jacobson  is  Associate 
Dean  for  Basic  Sciences  and  Research  and  Professor  of 
Physiology,  Pathology,  and  Pharmacology  and  Cell  Bio- 
physics at  the  University  of  Cincinnati  College  of  Medi- 
cine; 


JAMES  R.  HODGE,  M.D.,  Akron,  is  Chairman  of 
the  new  Department  of  Psychiatry  at  Akron  City  Hospital. 
He  leaves  his  private  practice  of  23  years  to  assume  this 
position.  Dr.  Hodge  also  has  recently  been  elected  Presi- 
dent-Elect of  the  Ohio  Psychiatric  Association,  appointed 
Associate  Professor  of  Psychiatry  at  Northeastern  Ohio 
Universities  College  of  Medicine,  and  selected  for  inclu- 
sion in  the  forthcoming  edition  of  Who’s  Who  in  America. 

DAVID  L.  HOFF,  M.D.,  Akron,  has  been  appointed 
Acting  Chairman  of  the  Council  of  Family  Medicine 
of  Northeastern  Ohio  Universities  College  of  Medicine 
(NEOUCOM).  Director  of  the  Akron  City  Hospital 
Family  Practice  Center,  he  has  served  as  Clinical  Assistant 
Professor  of  Community  Medicine  at  The  Ohio  State 
University  College  of  Medicine  and  holds  the  clinical 
faculty  rank  of  Associate  Professor  of  Family  Medicine  at 
NEOUCOM.  Dr.  Hoff  succeeds  JOHN  B.  SCHLEM- 
MER,  M.D.,  Director  of  the  West  Side  Family  Practice 
Center,  who  has  chaired  the  Council  since  1976. 


CALVIN  M.  KUNIN,  M.D.,  Professor  and  Associ- 
ate Chairman  of  Medicine  at  the  University  of  Wisconsin, 
has  been  appointed  Chairman  and  Professor  of  the  De- 
partment of  Medicine  at  The  Ohio  State  University 
College  of  Medicine.  Effective  September  1,  Dr.  Kunin 
will  succeed  JAMES  V.  WARREN,  M.D.,  Columbus, 
chairman  of  the  Department  since  1961.  Dr.  Warren  will 
continue  as  Professor  of  Medicine  and  will  undertake  new 
assignments. 

(Colleagues  continued  on  next  page) 
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Colleagues  ( continued  ) 

RICHARD  P.  LEWIS,  M.D.,  Columbus,  is  Co- 
chairman  of  the  Scientific  Program  Committee  of  the 
29th  Annual  Scientific  Session  of  the  American  College  of 
Cardiology  to  be  held  March  9-13,  1980.  The  chairman  is 
a former  Ohioan.  Arnold  M.  Weissler,  M.D.,  of  Detroit. 

FLOYD  D.  LOOP,  M.D.,  Cleveland,  has  been  ap- 
pointed to  the  editorial  board  of  the  American  journal  of 
Cardiology.  Dr.  Loop  is  head  of  the  Department  of  Tho- 
racic and  Cardiovascular  Surgery  at  the  Cleveland  Clinic. 

E.  GORDON  MARGOLIN,  M.D.,  Cincinnati,  re- 
ceived the  Golden  Apple  Award  during  the  graduation 
ceremonies  of  the  University  of  Cincinnati  College  of 
Medicine.  Presented  annually  by  the  graduating  seniors, 
the  award  recognizes  “ability  and  enthusiasm  in  educating 
the  students,  and  elevating  the  goals  of  medical  education 
at  the  University.”  Dr.  Margolin,  who  is  Professor  of 
Medicine  at  the  University  of  Cincinnati  and  Jewish  Hos- 
pital, Director  of  Internal  Medicine,  and  Chairman  of  the 
Housestaff  and  Education  Committee  of  the  medical  staff, 
also  received  the  aw'ard  in  1978. 

EDWARD  A.  MARSHALL,  M.D.,  Cleveland,  was 
named  the  first  member  of  Huron  Road  Hospital’s  Hon- 
orary Medical  Staff  roster.  Known  for  his  work  in  the 
field  of  peptic  ulcer  disease,  Dr.  Marshall  was  cited  for 
his  more  than  45  years  of  service  in  the  medical  profession. 

HARRY  R.  MAXON,  M.D.,  Terrace  Park—  Cin- 
cinnati, was  a guest  of  the  Federal  Minister  of  the  In- 
terior of  the  West  German  Government  when  he  partici- 
pated in  an  international  symposium  on  the  “Diagnosis, 
Therapy,  and  Ecology  of  Thyroid  Diseases.”  A Diplomate 
of  the  American  Board  of  Internal  Medicine,  Dr.  Maxon 
is  or  has  served  in  numerous  leadership  posts  of  the  Na- 
tional Council  on  Radiation  Protection  and  Measure- 
ments and  the  Academic  Council  of  the  Society  of  Nu- 
clear Medicine. 

PAUL  S.  METZGER,  M.D.,  Columbus,  has  been 
elected  to  a three-year  term  on  the  Board  of  Trustees  of 
the  American  Society  of  Internal  Medicine  (ASIM).  Dr. 
Metzger,  Vice  President  and  Health  and  Medical  Director 
of  Nationwide  Insurance  Companies,  is  chairman  of 
ASIM’s  Health  Insurance  Benefits  Committee.  Also,  he  is 
President  of  the  Academy  of  Medicine  of  Columbus  and 
Franklin  County. 

ROY  MILLER,  M.D.,  Medina,  was  named  Man  of 
the  Year  at  the  25th  Medina  Jaycees’  distinguished  service 
awards  banquet.  Head  of  the  Department  of  Medicine  of 
Medina  Hospital,  Dr.  Miller  was  honored  in  part  for  his 
role  in  attracting  new  physicians  to  the  Medina  area. 


EDWIN  R.  MURBACH,  M.D.,  Archbold,  has  re- 
tired after  45  years  of  practice;  and  with  his  retirement, 
comes  the  end  to  a 115-year  span  during  which  at  least 
one  Murbach  practiced  medicine  in  Archbold.  The 
Murbach  medical  practice  began  during  the  Civil  War, 
when  Dr.  Andrew  Murbach  entered  practice  in  1864.  His 
sons.  Ed  and  Clarence,  followed ; and  Dr.  Murbach’s  son, 
Edwin,  joined  his  father  and  uncle  in  1934.  Dr.  Murbach 
served  as  OSMA  Fourth  District  Councilor  and  as  presi- 
dent of  the  Archbold  Board  of  Education,  among  many 
activities. 

S.  THEODORE  PINSKY,  M.D.,  Toledo,  has  been 
elected  President  of  the  Ohio  State  Radiological  Society. 
His  fellow  officers  are  WILLARD  J.  HOWLAND,  M.D., 
Canton,  president-elect;  CHARLES  M.  KLEIN,  M.D., 
Toledo,  secretary:  and  D.  KIEFER  CAMPBELL,  M.D., 
Dayton,  treasurer. 

FREDERICK  C.  ROBBINS,  M.D.,  will  resign  his 
position  as  Dean  of  the  Case  Western  Reserve  University 
School  of  Medicine  on  or  before  July  1,  1980.  He  will, 
however,  continue  as  Professor  of  Medicine.  Dr.  Robbins 
received  the  Nobel  Prize  in  Physiology  and  Medicine  in 
1954,  and  has  been  dean  of  the  School  of  Medicine  since 
1966.  Most  recently,  he  was  elected  Chairman  of  the 
Advisory  Council  of  the  Office  of  Technology  Assessment, 
Washington,  D.C. 

JOHN  P.  SHULTZ,  M.D.,  and  JUAN  F.  SOTOS, 
M.D.,  Columbus,  have  been  honored  by  Children’s  Hos- 
pital for  their  “vast  dedication  and  outstanding  contribu- 
tions” during  the  Hospital’s  search  for  a medical  director. 

Dr.  Sotos,  Chief  of  the  Section  of  Endocrinology  and 
Metabolism,  served  as  the  Hospital’s  acting  chief  of  pedi- 
atrics and  as  acting  chairman  of  the  Department  of 
Pediatrics  at  The  Ohio  State  University  before  GRANT 
MORROW,  M.D.,  was  hired  as  medical  director  in 
October  1978. 

Dr.  Shultz,  currently  Associate  Medical  Director, 
served  as  acting  medical  director  before  Dr.  Morrow’s 
appointment. 

JOHN  M.  TEW,  JR.,  M.D.,  Cincinnati,  has  been 
elected  to  membership  in  the  Society  of  Neurological 
Surgeons.  Additionally,  he  has  been  appointed  chairman 
of  the  Joint  Committee  on  Education  of  the  American 
Association  of  Neurological  Surgeons  and  the  Congress 
of  Neurological  Surgeons. 

ROBERT  J.  WHITE,  M.D.,  Ph.D.,  Cleveland,  has 
been  named  President-Elect  of  the  Society  of  University 
Neurosurgeons.  President-Elect  of  the  Academy  of  Medi- 
cine of  Cleveland,  Dr.  White  is  Professor  and  Cochairman 
of  the  Department  of  Neurosurgery  at  Case  Western  Re- 
serve University  School  of  Medicine  and  Director  of 
Neurosurgery  at  Cleveland  Metropolitan  General  Hos- 
pital. 
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The  recently  completed  OSMA  membership  survey 
has  yielded  some  fascinating  results  not  the  least  of 
which  relates  to  the  question  regarding  access  to  medical 
care  in  Ohio.  It  would  appear  from  the  vote  of  3,000  to 
900  that  Ohio’s  physicians  do  not  consider  that  access  to 
medical  care  is  a problem  of  any  significance.  On  the 
other  hand,  the  written  comments  at  the  end  of  the 
survey  revealed  that  many  physician  members  are  deeply 
concerned  with  the  increase  in  numbers  and  recognition 
of  physician  assistants,  nurse  practitioners,  and  various 
paraprofessionals. 

Due  to  the  increasing  number  of  physicians  who  have 
discontinued  seeing  new  patients,  physicians  they  them- 
selves may  be  contributing  significantly  to  the  increased 
interest,  popularity,  and  numbers  of  limited  practitioners. 


There  is  no  question  that  we  cannot  have  it  both  ways. 
It  is  a simple  fact  of  supply  and  demand.  If  physicians 
do  not  make  their  services  available,  the  patients  will 
inevitably  turn  to  whatever  source  of  care  is  available. 
Limited  practitioners  are  working  hard  to  convince  the 
legislators  (they  have  already  convinced  large  segments 
of  the  news  media)  that  they  are  capable  of  providing 
an  increasing  portion  of  primary  care  traditionally  asso- 
ciated with  physicians.  Certainly,  it  is  worth  pondering  at 
the  local  medical  society  level  that  every  time  a physician 
declines  to  see  new  patients  he  may  unwittingly  be  aiding 
the  invasion  of  limited  practitioners  into  the  area  of  care 
previously  rendered  by  physicians  exclusively. 

A complete  analysis  of  the  membership  survey  is 
contained  in  this  issue  of  The  Journal. 
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occur  rarely.  PBI  may  be  decreased  in  patients  taking 
androgens.  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued.  ADVERSE 


REACTIONS:  Cholestatic  jaundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma. 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  • Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia. 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements.  Daily  requirements  are  best  administered 
in  divided  doses.  The  following  is  suggested  as  an 
average  daily  dosage  guide.  In  the  male:  Eunuchoidism 
and  eunuchism , 1 0 to  40  mg. ; Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg  REFERENCE:  R.  B. 
Greenblatt,  M.D.;  R.  Witherington.i  M.D.;  I.  B.  Sipahioglu, 
M.D.:  Hormones  for  Improved  Sexuality  in  the  Male 
and  the  Female  Climacteric.  Drug  Therapy,  Sept.  1976. 
SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60,  250.  Rx  only. 


When  - 

impotence 

is  due  to! androgenic  deficiency. 

Android  5 10  25 

Methyltestosterone  U.S.P  Tablets 

A well  absorbed  oral  androgen. 


Additional  indications:  Replacement  therapy.  When  androgen  deficiency  is  the  cause  of: 
male  climacteric/eunuchoidism,  eunuchism /post- puberal  cryptorchidism. 


Write  for  new  double-blind  study  reprints  and  samples. 

THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 


Survey  Results 


OSMA  Members  Voice  Ideas, 
Problems,  and  Opinions 

Rebecca  J.  Doll 


Response  to  the  membership  survey  was  outstanding  — 
almost  half  of  the  total  OSMA  membership  submitted  a 
completed  questionnaire.  The  survey,  conducted  by  the 
Committee  on  Membership  and  Planning,  will  serve  as  a 
vital  communications  link  among  the  OSMA  membership, 
officers,  and  executive  staff.  The  Committee  will  con- 
tinue to  receive  this  vital  input  by  conducting  similar 
surveys  on  a regular  basis.  The  Committee  hopes  these 
results  will  allow  you  to  keep  abreast  of  your  colleagues' 
opinions,  ideas,  and  needs.  WILLIAM  R.  SCHULTZ,  M.D., 
Wooster,  chairperson,  Committee  on  Membership  and 
Planning. 


Many  Ohio  physicians  believe  that  some  form  of 
national  health  insurance  (NHI)  is  inevitable  and  that 
the  medical  profession  is  better  served  by  supporting  a 
specific  NHI  proposal  than  by  having  no  proposal  at  all. 
Ohio  physicians  show  strong  support  for  a medical  review 
board  composed  of  physicians  and  consumers  to  review 
complaints,  including  fee  complaints.  Further,  they  are 
concerned  about  malpractice  insurance  rates  and  govern- 
ment intervention  into  the  practice  of  medicine,  and  they 
believe  that  rising  costs  and  the  image  of  today’s  physi- 
cians are  areas  which  need  immediate  attention. 

Those  are  some  of  the  highlights  of  the  Membership 
Survey  conducted  recently  by  OSMA.  The  survey  was 
mailed  to  all  OSMA  members,  approximately  11,000,  last 
March.  As  of  July  1,  1979,  nearly  4,500  surveys  had  been 
completed  and  returned.  About  4,200  were  sufficiently 
complete  to  allow  tabulation.  Tabulations  were  conducted 
for  each  county  as  well  as  for  the  state  as  a whole.  County 
presidents  and  executives  will  soon  receive  the  tabulation 
for  their  county. 


Ms.  Doll,  Columbus,  is  Director  of  the  OSMA  Department 
of  Communications. 

Submitted  August  3,  1979. 


The  purpose  of  the  survey,  conducted  under  the  aus- 
pices of  the  Committee  on  Membership  and  Planning,  was 
to  determine  physician  attitudes  and  concerns  on  major 
issues  facing  medicine  today.  Overall  member  reaction  to 
the  survey  was  very  positive  with  many  physicians  suggest- 
ing that  OSMA  conduct  membership  surveys  more  fre- 
quently in  an  effort  to  be  able  to  respond  more  quickly  to 
changing  physician  attitudes  and  concerns. 

Issues 

The  majority  of  physicians  responding  to  the  survey 
agree,  at  least  to  some  extent,  with  the  statement, 
“some  form  of  national  health  insurance  is  inevitable.” 
Most  believe  that  the  “interests  of  the  medical  profession 
are  better  served  by  supporting  a specific  NHI  proposal 
than  by  having  no  proposal  at  all.”  Respondents  indicate 
strong  support  for  a “medical  review  board  composed  of 
physicians  and  consumers  to  handle  patient  complaints, 
including  fee  complaints.”  They  also  show  strong  support 
for  physicians  becoming  involved  on  Health  System 
Agency  boards.  Most,  however,  do  not  believe  that  there 
is  a problem  of  access  to  care  in  Ohio,  nor  do  they  believe 
that  voluntary  cost  containment  by  physicians  will  help 
stabilize  medical  costs.  NHI,  they  believe,  would  not  result 
in  better  access  to  care  for  poor  people.  Respondents  were 
equally  divided  on  whether  the  use  of  limited  practitioners 
to  conduct  services  such  as  well-baby  examinations  would 
help  stabilize  costs  and  improve  access  to  care. 

Concerns 

The  current  public  image  of  physicians  is  of  great 
concern  to  a majority  of  respondents,  as  is  the  problem  of 
rising  health  costs.  When  asked  to  list  the  most  pressing 
public  relations  problem  facing  physicians  today,  many 
listed  “image”  or  “rising  costs.”  Physicians  also  are  con- 
cerned about  involvement  in  medicine  by  third  parties, 
government,  and  limited  practitioners.  The  effect  of  poli- 
tics on  medicine  and  malpractice  insurance  rates  also  are 
of  great  concern  to  physicians. 
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OSMA  Activities 

Most  respondents  said  they  had  had  no  occasion  to 
contact  the  OSMA  for  assistance  during  the  past  year, 
however,  those  who  did,  expressed  satisfaction  with  the 
way  their  inquiry  was  handled.  “Special  Newsletters”  was 
rated  as  the  most  effective  method  of  keeping  abreast  of 
OSMA  activities,  followed  closely  by  the  “OSMAgram,” 
“OSMA  Journal,”  “Hospital  Staff  Meetings,”  and  “Local 
County  Society  Meetings.” 

When  asked : “What  would  be  the  most  effective  way 
for  District  Councilors  to  communicate  with  you?”,  most 
answered,  “attend  county  medical  society  meetings.”  This 
was  followed  by  “hospital  staff  meetings,”  “letter,”  “news- 
letter,” and  “telephone.” 

Comnmnications/Public  Relations  Activities 

A majority  of  physicians  were  familiar  with  the  pa- 
tient health  education  publication,  Synergy,  and  expressed 
satisfaction  that  it  accomplished  its  purpose  of  educating 
patients  on  matters  of  personal  and  family  health.  Rising 
costs,  and  the  image  of  physicians  are  of  major  concern 
to  physicians;  many  blamed  government,  third  party  in- 
tervention, and  a biased  news  media  as  contributing  to 
these  problems.  Others  responded  that  physicians  were  to 
blame  for  their  unfavorable  image.  They  suggested  that 
physicians  take  more  time  to  explain  costs  to  patients; 
that  physicians  themselves  learn  about  the  costs  of  medi- 
cal procedures;  and  that  OSMA  take  the  lead  in  devel- 
oping cost-effective  programs  for  physicians  and  hospitals. 
A breakdown  in  doctor-patient  communications  was  cited 
often  as  a major  PR  problem,  with  many  suggesting  that 
physicians  spend  more  time  talking  with  patients  to  help 
patients  understand  more  about  their  own  personal  health 
and  the  issues  facing  medicine  today. 

State  Legislation 

Less  than  one-thii'd  of  all  respondents  had  contacted 
a state  legislator  during  the  past  12  months.  Of  those  that 
did,  most  cited  “optometric  drug  bill”  as  the  reason  for 
the  contact.  Other  legislative  issues  cited  were : anesthesia 
bill,  physical  therapists  bill  and  physicians’  assistants  bill. 

Federal  Legislation 

Less  than  one  fourth  of  all  respondents  had  contacted 
a congressman  or  senator  within  the  last  12  months.  Of 
those  who  had,  most  cited  national  health  insurance  as 
the  reason  for  the  contact.  Other  issues  mentioned  were 
cost  containment,  taxes,  and  health  planning. 

Health  Education 

Drug  abuse,  alcoholism,  care  for  the  elderly,  and 
cardiovascular  disease  were  cited  most  often  as  the  most 
serious  health  problems  in  Ohio,  followed  by  smoking, 
maldistribution  of  physicians,  physician  shortages  in  rural 
areas,  mental  disease,  rising  costs,  and  government  inter- 
vention. Suggested  solutions  to  the  top  two  problems 


(drug  abuse  and  alcoholism)  included  improved  programs 
in  public  schools,  increased  numbers  of  treatment  centers, 
and  more  educational  programs  via  the  mass  media. 

OSMA  Journal 

Most  respondents  indicated  they  read  “at  least  one  or 
two  articles”  in  The  Journal  each  month,  or  at  least  “read 
it  occasionally.”  “Keeping  abreast  of  OSMA  activities” 
was  the  most  important  reason  for  reading  The  Journal 
followed  by  “information  on  colleagues”  and  “CME  ac- 
tivities.” Reading  The  Journal  to  keep  up  on  “scientific 
advances”  was  rated  as  least  important. 

Field  Service 

Over  600  physicians  rated  field  service  as  very  effec- 
tive or  effective  in  keeping  abreast  of  OSMA  activities. 
Of  those  who  said  they  had  utilized  the  Department  of 
Field  Service,  most  used  it  for  an  update  of  OSMA/AMA 
activities.  This  was  followed  closely  by  “Physician  place- 
ment.” 

Continuing  Medical  Education 

Only  about  one  half  of  the  respondents  had  sug- 
gestions as  to  what  OSMA  could  do  to  make  obtaining 
the  150  hours  of  required  CME  credit  more  convenient 
for  physicians.  Of  those  responding,  many  suggested  that 
OSMA  sponsor  more  regional  meetings.  Reducing  the 
cost  of  CME  courses  was  suggested  by  a significant  num- 
ber of  respondents.  While  a large  number  felt  the  law 
should  be  rescinded,  an  equal  number  said  obtaining  the 
150  credit  hours  created  little  or  no  problem  for  them. 
Most  preferred  weekend  meetings  to  weekday  meetings, 
suggesting  that  they  be  held  in  locations  which  would 
accommodate  families. 

Demographics 

The  average  respondent  to  this  questionnaire  is  male, 
51  to  60  years  of  age,  is  likely  to  be  a board-certified 
surgeon  in  solo  practice,  and  working  50  to  60  hours  per 
week.  He  takes  no  weekdays  off  and  pays  less  than  $3,000 
in  malpractice  premiums.  It  takes  less  than  a week  to  get 
into  his  office  for  a routine  office  visit  (although  many 
mentioned  that  the  appointments  secretary  probably 
would  disagree  with  this  answer.)  He  probably  won’t 
make  a house  call  unless  the  patient  is  elderly,  an  invalid, 
or  a personal  friend. 

Open  Questions 

Four  open-end  questions  were  asked,  however,  less 
than  two  thirds  of  the  respondents  answered  the  first  two 
questions,  with  less  than  half  answering  the  last  two. 

The  first  question  was:  “Thinking  about  the  nation 
and  its  future,  what  do  you  feel  will  be  the  three  major 
issues  facing  the  nation  during  the  next  five  years?”  The 
overwhelming  responses  were  inflation  and  energy,  closely 
followed  by  crime,  war,  lack  of  world  prestige,  unemploy- 
ment, and  increasing  government  regulation. 
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The  second  question  was:  “Thinking  about  medicine, 
doctors  and  health  care  delivery,  what  do  you  feel  will 
be  the  three  major  issues  facing  medicine  during  the  next 
five  years?”  Increased  government  interference  was  cited 
most  often  followed  by  rising  costs,  national  health  insur- 
ance, increasing  utilization  of  limited  practitioners,  phy- 
sician distribution,  malpractice,  and  socialized  medicine. 

The  third  question  was:  “Considering  that  the  first 
and  second  list  of  issues  will,  in  all  probability,  be  closely 
interwoven,  what,  in  your  opinion,  should  be  OSMA’s 
response  and  course  of  action  during  the  next  five  years 
in  light  of  these  issues?”  Physicians  were  then  asked  to 
“Add  any  comments  you  may  have  as  to  how  you  feel 
OSMA  might  accomplish  your  suggestions.” 

Most  respondents  expressed  concern  with  increasing 
government  intervention  — not  just  in  medicine  but  in  all 
aspects  of  life  — and  urged  total  resistance  to  it.  About 
half  said  OSMA  should  continue  to  fight  NHI,  while  a 
significant  number  felt  OSMA  and  AMA  should  become 


involved  in  drafting  an  NHI  that  physicians  can  accept 
rather  than  let  the  politicians  do  it.  Other  suggestions 
included:  take  the  lead  in  controlling  rising  costs,  increase 
lobbying  and  public  relations  efforts,  urge  physicians  to 
restrain  fees,  continue  to  support  the  private  practice  of 
medicine,  increase  public  education,  urge  physicians  to 
become  more  involved  in  organized  medicine,  and  to  elect 
effective  politicians. 

A large  number  of  physicians  expressed  feelings  of 
helplessness  and  indecision  as  to  what  they  or  OSMA 
should  do  to  solve  these  problems.  Many  indicated  they 
felt  they  lacked  the  knowledge  necessary  to  cope  with 
these  problems.  Others  expressed  concern  about  physician 
apathy  in  critical  areas  such  as  image,  political  involve- 
ment, and  rising  costs.  Although  few  were  able  to  offer 
any  incentives  for  inducing  physicians  to  become  active 
and  involved  in  the  issues,  they  urged  OSMA  to  assume 
the  leadership  role  in  solving  the  problems. 


Compilation  of  OSMA  Membership  Survey  Results 


Issues 

1.  Some  form  of  national  health  insurance  is  inevitable. 


Agree  1760 

Somewhat  Agree  1413 

Somewhat  Disagree  424 

Disagree  582 

2.  Interests  of  the  medical  profession  are  better  served 
by  supporting  a specific  NHI  proposal  than  by  having 
no  proposal  at  all. 

Agree  1798 

Somewhat  Agree  1139 

Somewhat  Disagree  389 

Disagree  828 

3.  Second  opinion  on  all  elective  surgery  is  useful  in 
determining  the  need  for  an  operation. 

Agree  509 

Somewhat  Agree  876 

Somewhat  Disagree  956 

Disagree  1819 

4.  Voluntary  cost  containment  by  physicians  will  be 
successful  in  stabilizing  medical  costs. 

Agree  628 

Somewhat  Agree  1219 

Somewhat  Disagree  1031 

Disagree  1306 

5.  Access  to  medical  care  in  Ohio  is  a problem. 

Agree  243 

Somewhat  Agree  671 

Somewhat  Disagree  910 

Disagree  2299 


6.  Use  of  limited  practitioners  (nurse  practitioners,  phy- 
sicians’ assistants)  to  conduct  services  such  as  well- 
baby  examinations  and  school  health  physicals  can 
help  stabilize  health  care  costs  and  provide  better 
access  for  more  people. 


Agree  872 

Somewhat  Agree  1120 

Somewhat  Disagree  702 

Disagree  1307 


7.  Putting  caps  on  hospital  costs  is  an  effective  way  of 


stabilizing  costs. 

Agree  536 

Somewhat  Agree  865 

Somewhat  Disagree  959 

Disagree  1766 


8.  I would  support  a Medical  Review  Board  composed 
of  physicians  and  laymen  to  handle  patient  com- 
plaints, including  fee  complaints. 


Agree  2017 

Somewhat  Agree  1271 

Somewhat  Disagree  296 

Disagree  558 


9.  Doctors  should  become  actively  involved  on  HSA 
planning  boards. 

Agree  2800 

Somewhat  Agree  920 

Somewhat  Disagree  ' 200 

Disagree  200 


( continued  next  page ) 
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10.  NHI  would  result  in  better  access  for  poor  people. 


Agree 

500 

Somewhat  Agree 

730 

Somewhat  Disagree 

911 

Disagree 

2000 

Concerns 

To  what  extent  are  you  personally  concerned  about 
the  following: 

1.  Pending  or  possible  future  malpractice  suit  against 


you. 

Great  Extent  795 

Some  Extent  1928 

No  Extent  1384 

2.  Current  public  image  of  physicians. 

Great  Extent  1896 

Some  Extent  1841 

No  Extent  397 

3.  Third  party  involvement  in  the  practice  of  medicine. 

Great  Extent  2736 

Some  Extent  943 

No  Extent  252 

4.  Rising  cost  of  health  care. 

Great  Extent  2734 

Some  Extent  1345 

No  Extent  97 

5.  Nature  and  extent  of  government  laws,  regulations 
and  cost  of  compliance. 

Great  Extent  3001 

Some  Extent  857 

No  Extent  75 

6.  Malpractice  Insurance  rates. 

Great  Extent  2823 

Some  Extent  1188 

No  Extent  159 

7.  Increasing  effect  of  politics  on  medicine. 

Great  Extent  3456 

Some  Extent  632 

No  Extent  72 

8.  Medicaid  reimbursement  rates. 

Great  Extent  1852 

Some  Extent  1848 

No  Extent  484 

9.  Role  of  limited  practitioners  (physicians’  assistants, 
nurse  practitioners)  in  health  care  delivery. 

Great  Extent  1305 

Some  Extent  2122 

No  Extent  756 


10.  List  any  other  concerns  you  may  have. 

While  most  respondents  did  not  list  other  concerns, 
several  mentioned  dealings  with  government,  third 
party  payers,  and  paraprofessionals. 


OSMA  Activities 

1.  Have  you  contacted  OSMA  during  the  past  12 


months  for  information/assistance? 

YES  912 

NO  3272 

2.  If  yes,  were  you  satisfied  with  the  service  you  re- 
ceived? 

YES  869 

NO  132 

4.  Rate  the  following  as  to  their  effectiveness  in  keeping 
you  abreast  of  OSMA  activities: 

OSMAgram  Very  Effective  1586 

Effective  1727 

Somewhat  Effective  422 

Not  Effective  1 14 

OSMA  Journal  Very  Effective  756 

Effective  1639 

Somewhat  Effective  1131 

Not  Effective  264 

Special  Very  Effective  1722 

Newsletters  Effective  1738 

Somewhat  Effective  456 

Not  Effective  119 

OSMA  Annual  Very  Effective  279 

Meeting  Effective  768 

Somewhat  Effective  1216 

Not  Effective  1164 

OSMA  Staff  Very  Effective  340 

Contacts  Effective  690 

Somewhat  Effective  904 

Not  Effective  1342 

Field  Service  Very  Effective  149 

Effective  530 

Somewhat  Effective  891 

Not  Effective  1384 

Local  County  Very  Effective  494 

Society  Meetings  Effective  1160 

Somewhat  Effective  1070 

Not  Effective  853 

District  Very  Effective  234 

Councilors  Effective  680 

Somewhat  Effective  1045 

Not  Effective  1358 

Hospital  Very  Effective  715 

Staff  Meetings  Effective  1144 

Somewhat  Effective  979 

Not  Effective  841 


To  the  question,  “What  would  be  the  most  effective 
way  for  District  Councilors  to  communicate  with  you?”, 
most  respondents  answered:  “Attend  county  medical  soci- 
ety meetings.”  This  was  followed  in  frequency  by: 
“Through  hospital  staff  meetings,  letter,  newsletter,  and 
telephone.” 
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Communications/PR  Activities 

1.  Are  you  familiar  with  the  OSMA  patient  publication, 

Synergy,  which  is  sent  to  all  physicians  each  month? 
YES  3311 

NO  783 

2.  Does  it  fulfill  its  purpose  of  helping  to  educate  the 

public  on  matters  of  personal  and  family  health? 
YES  2293 

NO  705 

3.  What,  in  your  opinion,  is  the  most  pressing  PR  prob- 
lem facing  physicians  today? 

4.  What,  in  your  opinion,  should  be  done  to  solve  this 
problem  ? 

The  majority  of  respondents  mentioned  “costs”  and 
“image”  in  some  form.  In  regard  to  costs,  many  felt 
that  physicians  were  being  blamed  for  rising  costs 
when,  in  actuality,  government  regulations  and  third 
party  payers  were  responsible  for  the  high  costs. 
Others  felt  physicians  were,  in  fact,  to  blame  and 
urged  that  physicians  take  more  time  to  explain  costs 
to  patients,  that  physicians  learn  how  much  proce- 
dures cost  and  that  OSMA  take  the  lead  in  develop- 
ing cost  effective  programs  for  physicians  and  hos- 
pitals. In  regard  to  image,  many  physicians  felt  that 
their  poor  public  image  was  due  to  government  mak- 
ing false  statements  and  the  media  duly  reporting 
them.  Others  believed  that  the  physician’s  unwilling- 
ness or  lack  of  time  to  talk  with  patients  was  respon- 
sible for  the  poor  image.  Many  suggested  that  physi- 
cians become  more  active  on  television,  etc.,  in  an 
effort  to  tell  medicine’s  side  of  the  story.  Breakdown 
in  doctor-patient  relationship  was  cited  often  as  being 
a major  PR  problem  with  most  believing  that  doctors 
must  spend  more  time  talking  with  their  patients  in 
their  offices  about  illness  and  health  if  the  relation- 
ship is  to  improve. 


Federal  Legislation 

1.  Have  you  personally  contacted  a Congressman  or 
Senator  within  the  last  12  months? 

YES  994 

NO  3172 

2.  If  yes,  on  what  issue? 

Less  than  one  fourth  of  all  respondents  had  contacted 
a Congressman  or  Senator  within  the  last  12  months. 
Of  those  that  did,  most  cited  “national  health  insur- 
ance” as  the  reason  for  the  contact.  Others  cited 
were:  cost  containment  and  taxes. 

3.  Have  you  had  occasion  to  use  the  services  of  the 
OSMA  Department  of  Federal  Legislation  which 
assists  the  AMA  by  providing  input  from  Ohio 
physicians? 

YES  112 

NO  2049 

Was  unaware  program  existed  1755 


Health  Education 

1.  What,  in  your  opinion,  is  the  most  serious  health 
problem  in  Ohio  today? 

2.  What  should  be  done  to  solve  this  problem? 

Drug  abuse,  alcoholism,  care  for  the  elderly  and 
cardiovascular  disease  were  cited  most  often  as  the 
most  serious  health  problems  in  Ohio,  followed  by 
smoking,  maldistribution  of  physicians,  physician 
shortages  in  rural  areas,  mental  disease,  medical  care 
for  the  poor,  rising  costs  and  government  interfer- 
ence. Suggested  solutions  to  the  top  two  problems 
(drug  abuse,  alcoholism)  include:  improving  pro- 
grams in  public  schools,  increasing  the  number  of 
treatment  centers,  encouraging  educational  programs 
via  the  media. 


State  Legislation 

1.  How  often  do  you  read  the  Legislative  Bulletin  which 
is  sent  with  the  OSMAgram  each  month? 


Always  1770 

Occasionally  2077 

Never  282 

2.  Have  you  personally  contacted  a state  legislator 
within  the  last  12  months? 

YES  1109 

NO  3075 


3.  If  yes,  on  what  issue? 

Less  than  one-third  of  all  respondents  had  contacted 
a state  legislator  during  the  past  12  months.  Of 
those  that  did,  most  cited  “optometric  drug  bill”  as 
the  reason  for  the  contact.  Other  issues  cited  were: 
anesthesia  bill,  physical  therapist  bill  and  physicians’ 
assistant  bill. 


3.  Have  you  ever  had  occasion  to  use  the  Physician  Ef- 
fectiveness Program  (which  attempts  to  identify  phy- 
sicians with  alcohol,  drug  or  mental  problems  and 
arrange  for  help  through  anonymous  sources)  to 
assist  a colleague  with  such  a problem? 


YES 

240 

NO 

3051 

Was  unaware  program  existed 

641 

OSMA  Journal 

How  would  you  characterize  your 

reading  of 

Journal? 

Read  it  thoroughly  each  month 

503 

Read  at  least  one  or  two 

articles  each  month 

1772 

Read  it  occasionally 

1343 

Read  it  rarely 

384 

Never  read  it 

65 
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2.  Rate  the  Journal  as  to  its  importance  to  you  in 
keeping  abreast  of : 


said  they  rely  on  their  specialty  groups  in  obtaining 
the  hours. 


Scientific 

Important 

519 

Advances 

Somewhat  Important 

1744 

Not  Important 

1717 

Socioeconomic 

Important 

834 

Issues 

Somewhat  Important 

2433 

Not  Important 

701 

CME  Activities 

Important 

1281 

Somewhat  Important 

1814 

Not  Important 

855 

Information  on 

Important 

1284 

Colleagues 

Somewhat  Important 

1888 

Not  Important 

909 

OSMA  Activities 

Important 

1607 

Somewhat  Important 

1672 

Not  Important 

379 

Field  Service 

1.  Have  you  ever  had  occasion  to  utilize  the  OSMA 
Department  of  Field  Services  in  regard  to: 


Professional  Activities 

YES 

198 

NO 

3327 

Society  Activities 

YES 

233 

NO 

3810 

Physician  Placement 

YES 

249 

NO 

3347 

Update  of  OSMA/ 

YES 

253 

AMA  Activities 

NO 

3675 

Continuing  Medical  Education 

1.  Have  you  attended  an  OSMA-sponsored  CME  course 
within  the  last  12  months? 


YES  1622 

NO  2499 

2.  If  yes,  how  would  you  rate  the  course  you  attended: 
Excellent  606 

Good  881 

Fair  108 

Poor  13 


3.  What,  if  anything,  can  OSMA  do  to  make  obtaining 
the  1 50  hours  of  required  CME  credit  more  con- 
venient for  you? 

Approximately  half  of  the  respondents  answered  this 
question.  Most  responded  that  local  or  regional 
meetings  would  be  helpful.  While  a large  number  of 
respondents  felt  the  law  should  be  rescinded,  arguing 
that  most  physicians  obtain  at  least  that  many  hours 
every  three  years  regardless  of  the  law,  an  equal 
number  of  respondents  said  obtaining  the  150  hours 
created  little  or  no  problem  for  them.  Many  said 
OSMA  currently  is  doing  a good  job  while  others 


4.  Do  you  prefer  that  OSMA  plan  its  meetings/ CME 
courses  on  weekdays  or  weekends? 

Weekdays  1151 

Weekends  2241 


Demographics 


Are  you  Board  Certified 

in  your  specialty? 

YES 

2269 

NO 

1359 

Your  age  range : 

Under  30 

27 

30-40 

766 

41-50 

1067 

51-60 

1250 

61-70 

763 

7 1 and  over 

310 

Type  of  practice 

Solo 

2016 

Partnership 

838 

Group 

941 

Primarily  Teaching  Medical  School  185 

Semi-Retired 

22 

Retired 

19 

A typical  work  week  for 

you  averages  about: 

Less  than  40  hours 

326 

40-50  hours 

1047 

50-60  hours 

1353 

60-70  hours 

935 

70-80  hours 

273 

Over  80  hours 

110 

Which  weekday  do  you  r 

egularly  take  off? 

Monday 

34 

Tuesday 

121 

Wednesday 

1199 

Thursday 

740 

Friday 

108 

None 

1325 

8.  What  is  your  current  malpractice  premium,  for  you 
personally,  not  your  group? 


Less  than  $3,000  1695 

$3-5,999  833 

$6-10,999  670 

$11-15,999  389 

$16-20,999  148 

$21,000  and  up  59 


9.  How  long  would  you  estimate  it  takes  to  get  an 
appointment  in  your  office  for  a routine  office  visit? 


One  day  1022 

Less  than  a week  1487 

About  two  weeks  480 

Two  to  three  weeks  233 

About  a month  172 

More  than  a month  107 

☆☆☆ 
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Epidemiology  of  Ocular  Melanoma 

Incidence  and  Geographic  Relationship 
in  Ohio  (1967-1977) 

Frederick  H.  Davidorf,  M.D. 

James  A.  Knupp,  M.D. 


In  o series  of  6 98  patients  with  choroidal  melanoma  in 
Ohio  over  an  11-year  period,  the  authors  found  an  inci- 
dence of  1.09  cases/100,000  persons  per  year  with  no 
significant  difference  in  the  number  of  eases  reported 
from  year  to  year.  This  is  in  contrast  to  most  studies 
which  report  0.6  cases/100,000  persons  per  year,  prob- 
ably because  the  authors  relied  on  medical  records  at  all 
hospitals  in  the  state,  not  just  those  with  tumor  registries 
on  which  previous  studies  have  based  their  incidence 
rates.  Ohio  is  a very  heterogenous  state  with  regard  to 
distribution  of  heavy  industry,  and  areas  exist  where 
polychlorinated  biphenyls  IPCBsl,  a toxin  statistically 
implicated  in  the  production  of  melanomas,  are  increased. 
Nevertheless,  this  study  revealed  a uniform  distribution 
of  melanoma  throughout  the  state,  and  no  correlation 
between  the  environment  and  the  incidence  of  ocular 
melanoma  could  be  made . 


T^HE  ONCOLOGY  UNIT  IN  the  Department  of 
-®-  Ophthalmology  at  The  Ohio  State  University  College 
of  Medicine  evaluates  a relatively  large  number  of  cases 
of  ocular  melanomas  each  year.  It  was  the  clinical  impres- 
sion of  one  of  the  authors  (F.H.D.)  that  they  were  seeing 
an  inordinate  number  of  cases  of  melanoma  from  specific 
areas  of  the  state  and  yet  relatively  few  from  other  areas. 
Since  the  epidemiologic  studies  on  other  tumors  (kidney, 
bladder,  breast,  bone,  leukemia)  have  shown  an  increased 
incidence  in  certain  areas  of  Ohio  (Fig.  1),  we  assumed 
that  the  same  results  might  be  found  regarding  ocular 
melanoma.  Ohio  is  quite  heterogenous  concerning  envi- 
ronment and  the  distribution  of  heavy  industry  (Fig.  2). 
It  was  theorized  that  if,  in  fact,  there  was  an  increased 
incidence  of  ocular  melanoma  in  one  geographic  area,  it 


Tumor 

Kidney 

Bladder 

Breast 

Bone 

OHS  Leukemia 


Incidence 

increased 

increased 

increased 

decreased 

decreased 


Adapted  from:  Atlas  of  Cancer  Mortality  for  the  U S.  Counties 
1950-69.  Mason  and  McKay.  Epidemiology  Branch  of  the  National 
Cancer  Institute  U.S.  Dept,  of  H.E.W.,  Public  Health  Service. 


Fig.  1.  Ohio  counties  with  high  and  low  tumor  incidences. 


September , 1979  j 561 


might  be  possible  to  trace  it  to  certain  environmental 
parameters,  perhaps  identifying  a carcinogen.  While  a 
significant  number  of  epidemiologic  studies  of  cutaneous 
melanoma  have  shown  a direct  relationship  between  the 
disease  and  ultraviolet  light  exposure,1'4  we  were  able  to 
find  only  one  study1  on  the  epidemiology  of  ocular  mela- 
noma. Unlike  the  studies  involving  cutaneous  melanomas, 
this  study  concluded  that  there  was  no  correlation  be- 
tween ocular  melanoma  and  ultraviolet  light  exposure. 
We  believed  that  it  would  be  interesting  to  identify  the 
geographic  distribution  of  ocular  melanomas  throughout 
the  State  of  Ohio. 

Several  reports  have  questioned  the  relationship  of  a 
particular  toxin,  polychlorinated  biphenyl  (PCB),  which 
is  used  as  an  industrial  heat-transfer  material,  and  malig- 
nant melanomas  of  the  skin.5*6  There  also  has  been  at  least 
one  report  of  workers  who  were  exposed  to  high  levels  of 
PCBs  during  an  industrial  spill  and  who  demonstrated  a 
higher-than-expected  incidence  of  melanomas.7  Because 
of  the  possible  relationship  between  PCBs  and  cutaneous 
melanomas,  we  identified  industries  throughout  the  state 


Electrical  Industry 


Adapted  from:  Geographic  patterns  of  Industry  in  the  U.S.;  an 
Aid  to  the  Study  of  Occupational  Disease.  Stone,  Blot,  and  Frau- 
mani,  Jr.,  Journal  of  Occupational  Medicine,  July  or  August  1978. 

Fig.  2.  Ohio  counties  with  high  percentages  of  specific 
industry. 


SSite  of  fish  with  PCBs  greater  than  2 ppm. 
©Site  of  fish  without  PCBs  greater  than  2 ppm. 


Adapted  from:  Gazetteer  of  Ohio  Streams,  State  of  Ohio,  Diy.  of 
Nat'l.  Resources,  Diy.  of  Water,  Columbus.  Ohio. 

1954. 

Compiled  by  J.  C.  Krolczyk. 


Figa3.  Ohio  counties  with  known  high  concentration  of 
PCBs. 


which  might  use  PCBs  (Fig.  2)  and  counties  of  known 
high  concentration  of  PCBs  (Fig.  3)  to  determine  if  the 
incidence  of  ocular  melanomas  was  increased  in  these 
areas. 

We  attempted  to  collect  information  on  all  primary 
choroidal  melanomas  that  had  been  enucleated  in  Ohio 
from  1967  through  1977.  To  identify  all  patients  with 
ocular  melanoma,  we  contacted  all  institutions  within 
Ohio  and  in  adjacent  states  that  might  be  involved  with 
Ohio  residents  as  patients.  Institutions  with  significant 
numbers  of  patients  with  choroidal  melanoma  were  vis- 
ited personally  to  obtain  the  information.  For  the  period 
from  1967  through  1977,  we  identified  698  patients  who 
had  enucleations;  50%  of  these  patients  were  identified 
through  tumor  registries  while  the  remaining  half  were 
identified  from  individual  medical  records,  ophthalmolo- 
gists, and  ocular  pathology  laboratories.  To  determine 
the  incidence,  we  included  only  the  white  population  over 
21  years  of  age  as  the  susceptible  population  since  the 
tumor  is  unusual  in  nonwhites  and  in  persons  younger 
than  21  years  old. 

We  analyzed  the  geographic  distribution  of  the  ocular 
melanomas  by  comparing  the  incidence  per  11 -year  period 
in  Ohio  to  each  county’s  incidence  over  the  same  period. 
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Poisson  tables8  for  rates  were  used  to  interpret  the  differ- 
ence between  the  observed  and  expected  incidence  of  the 
disease  since  the  incidence  was  very  low. 

We  mapped  out  the  location  of  the  PCBs  throughout 
the  state  using  information  provided  by  the  Environ- 
mental Protection  Agency  (Fig.  3). 


Results 

From  1967  through  1977,  a total  of  698  patients  with 
ocular  melanoma  underwent  enucleation  in  Ohio,  an  inci- 
dence of  1.09  cases/ 100,000  persons  per  year.  Statistically, 
there  was  no  significant  difference  in  the  incidence  per 
year  over  the  11 -year  period  of  the  study. 

We  then  compared  the  incidence  of  the  disease  in 
the  State  of  Ohio  to  that  of  each  county  within  the  state. 
We  found  a remarkably  even  distribution  of  ocular  mela- 
noma in  Ohio.  Only  one  county,  Jackson  County,  was 
overrepresented;  however,  this  is  not  statistically  signifi- 
cant (p>0.05).  Of  the  698  patients  with  ocular  mela- 
noma, no  predominance  in  either  sex  was  found.  Further- 
more, the  disease  had  no  predominance  for  either  eye  in 
females,  although  it  was  more  common  on  the  right  in 
males  (Tables  1 and  2). 

Average  age  of  patients  with  ocular  melanoma  was 
58.1  years;  there  was  no  significant  difference  of  occur- 
rence in  the  sexes.  Eight  patients  (1%)  with  ocular 
melanoma  were  black,  and  12  patients  (2%)  with  the 
disease  were  younger  than  21  years  old.  Table  3 shows 
the  number  of  cases  of  ocular  melanoma  and  the  suscep- 
tible population  in  each  county  in  Ohio. 


Discussion 

The  incidence  of  ocular  melanoma  in  Ohio  was 
overall  1.09  cases/ 100,000  persons  per  year.  It  showed  no 
important  difference  from  year  to  year  over  the  11 -year 
period  of  the  study.  This  contrasts  to  most  reports  which 
cite  the  incidence  at  0.6  cases/ 100,000  persons  per  year.1 
The  difference  probably  is  the  result  of  our  relying  on  the 
medical  records  of  all  hospitals  and  not  just  tumor  regis- 
tries, from  which  previous  studies  estimated  incidence 
rates.  Tumor  registries  are  officially  involved  in  109  of 
the  260  hospitals  in  Ohio  (42%).  Nearly  25%  of  the 
cases  were  not  recorded  in  any  tumor  registry.  The  differ- 
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Table  1.  Laterality  of  Ocular  Melanoma  in  Male  Patients 


Eye 

Patients 

Observed 

Expected 

Chi  Square 
Value 

Right 

168 

0.5(294)  = 147 

3.0 

Left 

126 

0.5(294)  = 147 

3.0 

total 

294 

6.0  p<0.05 

Table  2. 

Laterality  of  Ocular  Melanoma  in 

Female  Patients 

Eye 

Patients 

Observed 

Expected 

Chi  Square 
Value 

Right 

173 

0.5(322)  = 161 

0.89 

Left 

149 

0.5(322)  = 161 

0.89 

Total 

322 

1.78  p>0.05 

ence  in  the  incidence  also  might  be  attributed  to  the  many 
cases  of  tumors  which  we  found  had  been  recorded  in  hos- 
pital records  departments  but  not  reported  by  the  tumor 
registry  with  which  they  were  involved.  Serious  inac- 
curacies do  exist  between  epidemiologic  studies  that  rely 
heavily  on  tumor  registries  for  data. 

As  there  was  a surprisingly  consistent  incidence  of 
ocular  melanoma  throughout  Ohio,  we  were  unable  to 
confirm  our  clinical  impression  that  ocular  melanoma  is 
unevenly  distributed  over  the  state.  Considering  a p value 
of  0.05,  we  should  have  found  4.4  counties  with  an  un- 
usually high  incidence  of  this  disease  entity.  However,  we 
found  only  one  such  county,  and  no  real  relationship 
could  be  found  to  the  existing  distribution  of  neoplasia, 
toxins,  or  industries. 

Our  inability  to  find  an  area  with  increased  incidence 
of  disease  may  be  due  to  the  very  small  population  size  in 
each  county  of  the  area  we  thought  to  be  overrepresented 
clinically.  Moreover,  this  could  be  compounded  by  the 
fact  that  fewer  people  in  such  a poor  rural  area  tend  to 
seek  medical  care  early.  A few  overlooked  cases  might 
have  made  a notable  change  in  statistics. 

Despite  our  inability  to  show  a correlation  between 
the  distribution  of  PCBs  and  the  incidence  of  ocular 
melanoma,  it  must  be  remembered  that  this  is  a water- 
soluble  substance  that  is  difficult  to  detect  by  direct 
methods.  It  is  a chemical  that  needs  to  absorb  onto  the 
sediment  and  accumulate  in  the  fatty  tissue,  thus,  this 
substance  has  been  looked  at  in  fish.  This  indirect  method 
of  studying  the  compound  may  not  reflect  the  true  distri- 
bution of  PCBs  in  our  environment. 

We  found  no  sex  predominance  of  the  disease  in  the 
State  of  Ohio.  However,  in  direct  contrast  to  previous 
studies,  there  was  no  predominance  of  the  disease  in 
either  eye  in  females,  although  it  was  more  common  in 
the  right  eye  in  males.  Also,  there  was  no  serious  cluster- 
ing of  the  ages  of  females  or  males. 

We  believe  that  the  information  provided  in  this 
study  sheds  light  on  the  epidemiology  of  ocular  melanoma 
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Table  3.  Tabulation  of  Ocular  Melanoma  Cases  in  Ohio  by  County 


County 

1 1 -Year 
Period 
No.  of 
Cases 

White 
Population 
Over  25 
Years  Old 

County 

1 1-Year 
Period 
No.  of 
Cases 

White 
Population 
Over  25 
Years  Old 

County 

1 1 -Year 
Period 
No.  of 
Cases 

White 
Population 
Over  25 
Years  Old 

Adams 

i 

1 1,618 

Hancock 

4 

36,1  16 

Paulding 

0 

10,621 

Allen 

5 

60.474 

Hardin 

1 

18,145 

Perry 

4 

16,100 

Ashland 

3 

25,298 

Harrison 

2 

10,322 

Pickaway 

3 

23,367 

Ashtabula 

3 

56,747 

Henry 

1 

15,769 

Pike 

1 

10,943 

Athens 

4 

29,320 

Highland 

2 

17,559 

Portage 

3 

67,201 

Auglaize 

0 

22,457 

Hocking 

0 

12,245 

Preble 

1 

20,406 

Belmont 

10 

50,634 

Holmes 

0 

12,424 

Putnam 

1 

16,366 

Brown 

2 

15,503 

Huron 

6 

28,094 

Richland 

9 

72,135 

Butler 

15 

124,527 

Jackson 

6 

16,354 

Ross 

1 

35,588 

Carrol 

1 

12,764 

Jefferson 

1 1 

56,367 

Sandusky 

| 

34,453 

Champaian 

2 

17,734 

Knox 

5 

25,109 

Scioto 

4 

46,297 

Clark 

8 

85,126 

Lake 

13 

1 10,263 

Seneca 

2 

34,219 

Clermont 

5 

52,045 

Lawrence 

3 

33,065 

Shelby 

2 

21,143 

Clinton 

3 

18,093 

Licking 

12 

62,423 

Stark 

23 

213,064 

Columbiana 

10 

65,025 

Logan 

5 

21,191 

Summit 

48 

305,092 

Coshocton 

4 

20,488 

Lorain 

14 

135,688 

Trumbull 

7 

130,565 

Crawford 

3 

29,940 

Lucas 

25 

262,165 

Tuscarawas 

8 

46,766 

Cuyahoga 

1 1 1 

884,643 

Madison 

2 

16,074 

Union 

2 

14,031 

Darke 

4 

29,149 

Mahoning 

16 

165,576 

Van  Wert 

0 

17,748 

Defiance 

2 

20,556 

Marion 

4 

37,631 

Vinton 

0 

5,597 

Delaware 

6 

24,092 

Medina 

2 

45,992 

Warren 

4 

46,1  14 

Erie 

6 

41,860 

Meigs 

3 

12,128 

Washington 

4 

33,650 

Fairfield 

1 

43,295 

Mercer 

3 

19,406 

Wayne 

5 

49,425 

Fayette 

2 

15,256 

Miami 

10 

49,354 

Williams 

0 

19,968 

Franklin 

50 

434,596 

Monroe 

0 

9,491 

Wood 

3 

49,785 

Fulton 

2 

18,757 

Montgomery 

40 

316,344 

Wyandot 

1 

12,752 

Gallia 

3 

15,080 

Morgan 

2 

7,333 

Geauga 

2 

34,216 

Morrow 

1 

12,51  1 

Total 

698 

5,815,698 

Green 

7 

65,969 

Muskingum 

3 

44,745 

Guernsey 

2 

23,606 

Noble 

3 

6,257 

= 1.09  cases/ 100,000 

per  year 

Hamilton 

80 

474,579 

Ottawa 

4 

21,914 

in  Ohio,  the  sixth  most  populous  state  in  the  nation. 
Despite  the  tendency  to  implicate  an  increasingly  polluted 
environment  as  a cause  of  carcinoma,  we  were  unable  to 
support  this  concept.  On  the  contrary,  ocular  melanoma 
seems  to  occur  completely  independent  of  environmental 
stimuli.  In  review,  we  found  that  the  studies  implicating 
PCBs  in  the  incidence  of  melanoma  are  not  based  on  large 
numbers  of  patients,  and  questioning  the  conclusions  is 
justified. 

Summary 

In  a study  of  data  on  698  patients  with  choroidal 
melanoma  in  Ohio  over  an  1 1-year  period,  we  reported  an 
incidence  of  1.09  cases/ 100,000  persons  per  year.  A re- 
markably even  distribution  of  the  disease  was  found  in 
each  of  Ohio’s  88  counties.  Despite  the  fact  that  we  are 
living  in  an  increasingly  polluted  environment,  our  study 
showed  no  increase  in  the  number  of  cases  of  melanoma 
reported  during  this  11-year  interval.  We  investigated  one 
particular  pollutant,  polychlorinated  biphenyl  (PCB), 
which  has  been  implicated  statistically  in  the  production 
of  melanoma.  Nevertheless,  the  results  of  our  study  do  not 
support  this  implication,  despite  the  presence  of  a high 
incidence  of  PCBs  in  many  of  Ohio’s  industrial  counties. 
We  suggest  that  the  occurrence  of  ocular  melanoma  may 
be  independent  of  certain  environmental  stimuli. 


Acknowledgement:  Dr.  Knupp's  superiors  at  Riverside  Methodist 
Hospital  very  graciously  allowed  him  the  time  to  collaborate 
with  Dr.  Davidorf  on  this  study. 
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The  Distribution  of  Allied 
Health  Personnel  in  Ohio 


Sylvia  C.  Upp,  M.S. 
David  C.  Broski,  Ph.D. 
Robert  J.  Atweil,  M.D. 


With  support  from  a grant  by  The  Ohio  Department  of 
Health,  The  Ohio  State  University  School  of  Allied  Medi- 
cal Professions  compiled  an  inventory  of  allied  health 
personnel  in  the  state.  Of  particular  interest  was  the  dis- 
tribution of  the  identified  personnel  with  respect  to  oc- 
cupational grouping,  geographic  location,  and  facility 
affiliation. 


A LLIED  HEALTH  IS  A LABEL  often  applied  to  a 
wide  array  of  disparate  health-related  professions 
and  occupations  whose  members  differ  markedly  with 
respect  to  education,  function,  and  autonomy.  There  is 
no  standard  definition  of  the  term  which  would  establish 
classification  parameters.  As  a group,  however,  these  per- 
sonnel now  constitute  over  60%  of  all  health  practitioners 
nationally,  comprising  the  largest  single  personnel  compo- 
nent in  the  health  care  system.1 

Due  to  the  diverse  nature  of  the  individual  profes- 
sions and  occupations  included  under  the  label,  no  central 
data  source  exists  to  provide  the  basis  for  collective  analy- 
ses. As  a result,  decision  making  as  to  personnel  produc- 
tion needs,  start-up  of  new  educational  programs,  and 
long-range  planning  frequently  suffers  for  lack  of  data. 

Purpose 

With  support  from  a grant  by  The  Ohio  Depart- 
ment of  Health,  The  Ohio  State  University  School 
of  Allied  Medical  Professions  compiled  an  inventory  of 
allied  health  personnel  in  the  state.  This  study  was  com- 


pleted in  December  1977.  Of  particular  interest  was  the 
distribution  of  the  identified  personnel  with  respect  to 
occupational  grouping,  geographic  location,  and  facility 
affiliation.  Results  of  these  efforts  are  reported  herein. 

Methods 

Population. — In  an  attempt  to  be  inclusive  and  compre- 
hensive, 38  professions  and  occupations  were  selected  for 
analysis  in  this  study.  Examples  include : physical,  occu- 
pational, and  respiratory  therapists;  medical  and  radio- 
logic  technologists;  medical  dietitians  and  medical  record 
administrators. 

Inventory. — The  first  step  in  the  inventory  process  was  to 
identify  existing  personnel  inventory  data  from  such 
sources  as  licensing  boards  and  professional  associations. 
These  data  subsequently  were  reconciled  to  eliminate 
duplication.  However,  because  of  the  limitations  of  these 
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single  data  sources,  a survey  instrument  was  developed  to 
identify  personnel  through  their  place  of  employment. 
The  resulting  Allied  Health  Personnel  Inventory  was  sent 
to  2,594  health  care  facilities  such  as  hospitals,  nursing 
homes,  mental  health  centers,  and  others.  This  process 
resulted  in  the  identification  of  29,534  allied  health  per- 
sonnel from  Ohio’s  population  of  nearly  1 1 million 
people.2 

Results 

Occupational  Grouping. — As  shown  in  Table  1,  radio- 
logic  technologists  comprise  the  largest  single  occupational 
group  identified,  constituting  over  20%  of  the  population. 
No  other  occupational  groups  comprised  over  10%  of 
the  total. 

Some  difficulty  with  inconsistent  job  classifications 
resulted  in  combinations  of  titles  by  the  investigators.  For 
example,  activity  and  recreation  therapists  were  com- 
bined due  to  the  interchangeable  reporting  of  job  titles  by 
respondents. 

Geographic  Distribution  of  the  allied  health  population 
by  county  is  shown  in  Table  2. 

The  five  counties  having  the  largest  number  of  allied 
health  workers  are  Cuyahoga,  Franklin,  Hamilton,  Mont- 
gomery, and  Lucas,  corresponding  to  the  major  metropoli- 
tan areas  in  the  state.  These  five  counties  contain  over 
50%  of  the  allied  health  personnel  in  Ohio’s  88  counties. 
However,  the  order  changes  when  the  ratio  of  workers  to 
county  population  is  analyzed.  Athens,  Ross,  Knox,  Mus- 
kingum, and  Franklin  boast  the  most  favorable  ratios. 

Three  of  the  best  supplied  counties  on  a population- 
ratio  basis  are  located  in  the  Appalachian  region  of  the 
state,  an  area  consisting  of  28  counties  in  southeastern 
Ohio.  The  region  is  considered  to  be  economically  de- 


pressed and  is  characterized  by  rugged  topography,  which 
limits  accessibility  to  other  areas. 

Previously,  it  was  assumed  that  acute  shortages  of 
allied  health  personnel  exist  in  this  area,  but  this  allied 
health  personnel  inventory  raises  doubts  about  the  severity 
of  the  situation.  Based  on  available  data,  9.7%  of  the 
state’s  allied  health  personnel  are  available  for  the  10.4% 
of  the  state’s  population  living  in  the  region. 

Even  though  three  of  the  five  counties  with  the  most 
favorable  ratio  of  allied  health  personnel  are  in  Appa- 
lachia, the  state’s  most  severe  shortages  of  such  personnel 
are  in  the  Appalachian  counties  of  Carroll,  Monroe,  and 
Perry.  It  is  clear,  therefore,  that  geographic  distribution  of 
allied  health  personnel  must  be  analyzed  on  the  basis  of 
individual  counties  or  clusters  of  contiguous  counties, 
rather  than  on  the  basis  of  the  Appalachia/non-Appala- 
chia region. 

The  ratio  of  allied  health  personnel  to  physicans 
reinforces  this  contention.  There  are  four  allied  health 
professionals  for  each  physician  in  Ohio’s  Appalachian 
area,  compared  with  two  of  them  for  each  physician  state- 
wide. This  is  contrary  to  the  assumption  that  allied  health 
personnel  follow  physicians  geographically. 

Distribution  by  Employing  Facility. — Table  3 shows  the 
distribution  of  allied  health  personnel  by  type  of  employ- 
ing facility.  Forty  percent  of  all  these  employees  are 
known  to  be  working  in  hospitals.  The  type  of  employing 
organization  could  not  be  ascertained  for  those  persons 
identified  only  through  association  directories  or  licensing 
boards.  The  proportion  in  hospitals  increases  to  79% 
when  considering  only  those  persons  for  whom  an  em- 
ployer is  known.  For  planning  purposes,  it  probably  is  safe 
to  assume  that  the  proportion  of  hospital-based  workers  is 


Table  1.  Occupational  Groupings  of  Allied  Health  Personnel  in  Ohio  by  Order  of  Frequency 


Radiologic  technologist 

6,045 

Medical  technologist 

2,714 

Emergency  medical  technician 

2.211 

Psychologist  counselor 

2,000 

Dental  hygienist 

1,770 

Health  service  administrator 

1,480 

Dietitian 

1,475 

Medical  laboratory  technician 

1,432 

Respiratory  therapy  technician 

1,362 

Physical  therapist 

1,176 

Speech  pathologist/audiologist 

1,166 

Laboratory  assistant 

771 

Medical  secretary 

673 

Social  worker 

650 

Nurse  anesthetist 

624 

Medical  records  technician 

589 

Respiratory  therapist 

528 

Occupational  therapist 

340 

Physical  therapy  assistant 

322 

Histologic  technician 

247 

Electrocardiograph  technician  244 

Medical  records  administrator  214 

Activity/recreation  therapist  203 

Mental  health  technician  180 

Health  educator  172 

Physician  assistant  163 

Cytotechnologist  135 

Occupational  therapy  assistant  133 

Electroencephalograph  technician  99 

Dental  assistant  89 

Medical  assistant  77 

Medical  librarian  70 

Music  therapist  49 

Circulation  technologist  44 

Medical  communicator  29 

Art  therapist  26 

Medical  illustrator  22 

Orthotist/prosthetist  10 

Total  29,534 
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consistent  for  both  of  these  groups.  Therefore,  two  thirds 
of  the  total  would  seem  to  be  a reasonable  estimate  of 
allied  health  personnel  in  hospitals. 

Hospitals  employ  a wider  range  of  allied  health  per- 
sonnel than  any  other  type  of  health  care  facility  or 
agency,  with  each  of  the  38  occupational  groups  repre- 
sented there.  Ambulatory  care  facilities  and  mental 
health/mental  retardation  facilities  use  29  and  28  of 
the  allied  health  professions,  respectively.  As  anticipated, 
the  more  specialized  services,  such  as  medical  laboratories 
and  portable  meal  programs,  employ  a more  limited 
range  of  allied  health  personnel. 


Summary 

Currently,  it  is  not  known  if  the  numbers  and  types 
of  allied  health  personnel,  the  geographic  location,  and 
distribution  by  employing  health  service  facility  are 
appropriate  for  the  health  care  needs  of  Ohio’s  popula- 
tion. Determining  such  adequacy  is  a very  complex 
procedure.  It  is  our  hope  that  the  information  in  this 
inventory  can  be  used  in  the  development  of  such  a deter- 
mination. In  the  absence  of  a single  data-collection  mech- 
anism, the  inventory  process  would  be  time  consuming 
and  costly  to  repeat  annually.  For  planning  purposes,  a 
comprehensive  inventory  every  three  years  probably  is 


Table  2.  Allied  Health  Personnel  in  Ohio  Counties 


County 

No.  of 

Allied  Health 
Personnel 

Rank  Order 
in  No.  of 
Allied  Health 
Personnel 

Population 

Per 

Allied  Health 
Personnel 

Rank  Order  in 
Population 
Per 

Allied  Health 
Personnel  County 

No.  of 

Allied  Health 
Personnel 

Rank  Order 
in  No.  of 
Allied  Health 
Personnel 

Population 

Per 

Allied  Health 
Personnel 

Rank  Order  in 
Population 
Per 

Allied  Health 
Personnel 

Adams 

33 

71 

585 

62 

Licking 

274 

19 

412 

29 

Allen 

296 

15 

388 

23 

Logan 

66 

57 

553 

59 

Ashland 

102 

43 

435 

33 

Lorain 

542 

10 

490 

47 

Ashtabula 

205 

30 

509 

51 

Lucas 

1,539 

5 

327 

10 

Athens 

273 

20 

207 

1 

Madison 

53 

64 

555 

60 

Auglaize 

72 

53 

540 

57 

Mahoning 

994 

7 

308 

7 

Belmont 

212 

28 

381 

22 

Marion 

198 

31 

338 

11 

Brown 

53 

64 

509 

51 

Medina 

230 

24 

393 

25 

Butler 

632 

9 

388 

23 

Meigs 

29 

73 

703 

72 

Carroll 

9 

78 

2,456 

80 

Mercer 

59 

61 

617 

66 

Champaign 

64 

58 

502 

49 

Miami 

171 

35 

523 

53 

Clark 

463 

12 

368 

20 

Monroe 

9 

78 

1,811 

79 

Clermont 

120 

40 

889 

76 

Montgomery 

2,006 

4 

321 

8 

Clinton 

67 

56 

481 

45 

Morgan 

19 

76 

674 

70 

Columbiana 

230 

23 

447 

36 

Morrow 

79 

51 

285 

6 

Coshocton 

71 

54 

477 

44 

Muskingum 

287 

16 

272 

4 

Crawford 

83 

49 

634 

67 

Noble 

23 

75 

465 

42 

Cuyahoga 

5,100 

1 

343 

15 

Ottawa 

112 

41 

355 

18 

Darke 

96 

46 

528 

54 

Paulding 

31 

72 

668 

69 

Defiance 

86 

48 

452 

38 

Perry 

18 

77 

1,550 

78 

Delaware 

101 

44 

458 

39 

Pickaway 

60 

60 

705 

73 

Erie 

219 

26 

353 

17 

Pike 

42 

68 

471 

43 

Fairfield 

191 

32 

401 

27 

Portage 

267 

22 

499 

48 

Fayette 

61 

59 

433 

32 

Preble 

42 

68 

881 

75 

Franklin 

3,254 

2 

273 

5 

Putnam 

29 

73 

1,159 

77 

Fulton 

93 

47 

376 

21 

Richland 

270 

21 

503 

50 

Gallia 

72 

53 

357 

19 

Ross 

283 

18 

222 

2 

Geauga 

143 

38 

462 

40 

Sandusky 

112 

41 

580 

61 

Greene 

318 

14 

423 

31 

Scioto 

215 

27 

342 

14 

Guernsey 

99 

45 

391 

24 

Seneca 

143 

38 

433 

32 

Hamilton 

2,964 

3 

323 

9 

Shelby 

69 

55 

555 

60 

Hancock 

104 

42 

614 

65 

Stark 

986 

8 

399 

26 

Hardin 

48 

66 

663 

68 

Summit 

1,206 

6 

488 

46 

Harrison 

29 

73 

603 

63 

Trumbull 

526 

11 

464 

41 

Henry 

41 

69 

712 

74 

Tuscarawas 

179 

33 

437 

34 

Highland 

55 

63 

535 

55 

Union 

58 

62 

421 

30 

Hocking 

40 

70 

523 

53 

Van  Wert 

59 

61 

537 

56 

Holmes 

60 

60 

412 

29 

Vinton 

28 

74 

350 

16 

Huron 

130 

39 

404 

28 

Warren 

157 

37 

613 

64 

Jackson 

52 

65 

550 

58 

Washington 

170 

36 

339 

12 

Jefferson 

286 

17 

340 

13 

Wayne 

209 

29 

444 

35 

Knox 

173 

34 

243 

3 

Williams 

76 

52 

450 

37 

Lake 

412 

13 

499 

48 

Wood 

226 

25 

421 

30 

Lawrence 

82 

50 

700 

71 

Wyandot 

43 

67 

521 

52 

September,  1979  / 569 


Table  3.  Allied  Health  Personnel  in  Ohio  by  Category  of  Employing  Facility 


Hospital 

Nursing  Home 

Ambulatory  Facility 

Mental  Health/ 
Retardation  Facility 

Health  Department 

Voluntary  Agency 

Educational 

Institution 

Home  Health  Agency 

Medical  Laboratory 

Alcoholism  Program 

Portable  Meals 
Program 

Not  Reported 

Total 

% of  Total 

l 

Activity/recreation  therapist 

34 

71 

4 

80 

2 

3 

9 

203 

0.7 

Art  therapist 

5 

7 

2 

12 

26 

0.09 

Circulation  technologist 

8 

36 

44 

0.1 

Cytotechnologist 

104 

26 

5 

135 

0.5 

Dental  assistant 

41 

1 

2 

3 

13 

27 

2 

89 

0.3 

Dental  hygienist 

4 

2 

2 

6 

5 

i 

1,750 

1,770 

6.0 

Dietician 

318 

89 

7 

19 

15 

1 

1 

2 

2 

3 

1,018 

1,475 

5.0 

Electrocardiograph  technician 

221 

4 

4 

4 

1 

1 

1 

8 

244 

0.8 

Electroencephalograph  technician 

85 

1 

8 

2 

3 

99 

0.3 

Emergency  medical  technician 

25 

6 

3 

2,177 

2,211 

7.0 

Health  educator 

49 

11 

25 

3 

19 

1 

1 

2 

2 

11 

48 

172 

0.6 

Health  service  administrator 

41 

197 

30 

27 

24 

1 

1 

2 

17 

1,140 

1,480 

5.0 

Histologic  technician 

207 

1 

26 

13 

247 

0.8 

Laboratory  assistant 

648 

7 

6 

8 

89 

13 

771 

3.0 

Medical  assistant 

30 

26 

6 

2 

2 

1 

10 

77 

0.3 

Medical  communicator 

7 

1 

1 

20 

29 

0.1 

Medical  illustrator 

8 

1 

13 

22 

0.07 

Medical  laboratory  technician 

1,193 

1 

9 

5 

16 

i 

3 

159 

1 

44 

1,432 

5.0 

Medical  librarian 

42 

17 

1 

3 

1 

6 

70 

0.2 

Medical  record  administrator 

157 

15 

3 

10 

1 

2 

26 

214 

0.7 

Medical  record  technician 

502 

38 

19 

7 

3 

5 

1 

14 

589 

2.0 

Medical  secretary 

471 

27 

43 

32 

41 

7 

42 

1 

9 

673 

2.0 

Medical  technologist 

2,366 

2 

19 

1 

3 

1 

278 

44 

2,714 

9.0 

Mental  health  technician 

48 

6 

96 

1 

2 

2 

3 

22 

180 

0.6 

Music  therapist 

3 

4 

3 

8 

1 

30 

49 

0.2 

Nurse  anesthetist 

120 

3 

501 

624 

2.0 

Occupational  therapist 

144 

28 

13 

16 

4 

2 

5 

7 

6 

115 

340 

1.0 

Occupational  therapy  assistant 

90 

18 

6 

7 

1 

11 

133 

0.5 

Orthotist/prosthetist 

9 

1 

10 

0.03 

Physical  therapist 

437 

77 

24 

7 

33 

3 

1 

30 

2 

562 

1,176 

4.0 

Physical  therapy  assistant 

259 

47 

5 

2 

1 

8 

322 

1.0 

Psychologist/ counselor 

36 

7 

32 

147 

4 

3 

2 

1 

77 

1,691 

2,000 

7.0 

Radiologic  technologist 

1,906 

5 

5 

2 

3 

1 

4,123 

6,045 

20.0 

Respiratory  therapist 

498 

1 

29 

528 

2.0 

Respiratory  therapy  technician 

1,302 

1 

59 

1,362 

5.0 

Social  worker 

333 

34 

31 

165 

28 

2 

7 

8 

1 

41 

650 

2.0 

Speech  pathologist/audiologist 

72 

21 

130 

5 

20 

i 

1 

14 

902 

1,166 

4.0 

Facility  Total 

11,845 

722 

478 

684 

248 

17 

60 

87 

630 

134 

4 

14,625 

29,534 

% of  Total 

40 

2 

2 

2 

0.8 

0.06 

0.2 

0.3 

2 

0.5 

0.01 

50 

% of  those  reporting 

79 

5 

3 

5 

2 

0.1 

0.4 

0.6 

4 

0.9 

0.03 

adequate.  Directories  from  professional  associations  that 
publish  membership  data  are  available  at  minimal  cost, 
and  the  information  from  them  can  be  used  between 
inventories  to  determine  appreciable  changes  in  the  sector 
of  allied  health  personnel  belonging  to  professional  asso- 
ciations. Revised  interim  data  is  provided  without  the 
expense  of  annual  surveys  of  employing  facilities. 
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Doppler  Ultrasound  Evaluation 
of  Scrotal  Masses 

Chester  C.  Winter,  M.D. 

Eduardo  Puente,  M.D. 


Doppler  ultrasound  has  been  found  to  be  a useful  non- 
invasive  test  to  differentiate  torsion  of  the  spermatic 
cord  from  tumor  of  the  testis  and  epididymitis.  Clinical 
histories,  technics  of  application,  and  discusson  of  the 
modalities  are  presented  herein. 


SCROTAL  MASSES  OFTEN  present  a difficult  differ- 
ential diagnosis  which  includes  such  serious  disorders 
as  torsion  of  the  spermatic  cord,  neoplasm,  and  epididy- 
mitis (and/or  orchitis).  Acute  scrotal  swelling  often  is 
too  painful  for  careful  examination  without  anesthesia. 
Although  the  history,  physical  examination,  and  labora- 
tory tests  are  extremely  helpful  and  lead  to  the  correct 
diagnosis  in  a large  majority  of  cases,  there  is  need  for 
better  tests  in  diagnosis.  This  is  especially  true  in  emer- 
gency situations,  such  as  torsion,  to  distinguish  between 
surgical  and  medical  management.  Clinical  histories  are 
presented  with  description  of  the  use  of  one  of  the  newer 
modalities  employed  to  help  fill  this  void. 

Clinical  Data 

A 21-year-old  white  man  was  referred  because  of  inter- 
mittently painful-but-progressive  swelling  of  the  left  scrotal  con- 
tents of  two  months’  duration.  He  had  been  hospitalized  else- 
where and  treated  with  antibiotics  for  acute  epididymitis.  The 
only  positive  physical  examination  finding  was  a large,  hard, 
painless  mass  within  the  left-upper  scrotum.  All  laboratory  tests 
including  urinalysis,  urine  culture,  and  chest  x-ray  film  were  nor- 
mal. A differential  diagnosis  of  neoplasm  of  the  testis,  chronic  epi- 
didymo- orchitis,  and  torsion  of  spermatic  cord  with  infarcted 
testis  was  entertained.  He  was  admitted  to  the  hospital  and,  the 
following  day,  was  taken  to  the  operating  room.  The  scrotal 
contents  were  evaluated  before  surgery  with  the  Doppler  instru- 
ment. A good  pulsation  indicative  of  adequate  blood  flow  was 
obtained  from  over  the  right  testis  (normal  side).  No  pulsation 
could  be  detected  from  the  left  scrotal  mass,  therefore,  a pre- 
sumptive diagnosis  of  infarcted  left  testis  was  made.  A left- 
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State  University  College  of  Medicine. 
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inguinal  incision  was  made  and  the  spermatic  cord  mobilized 
and  clamped  with  a hemostat.  The  testicle  was  delivered  into  the 
wound  and  the  tunica  vaginalis  opened;  an  infarcted  testicle 
with  twisted  cord  was  found.  The  Doppler  probe  was  placed 
over  the  testis  again  after  removal  of  hemostat  from  the  spermatic 
cord,  but  no  pulsation  could  be  detected.  (See  the  Figure.)  The 
cord  could  not  be  untwisted.  An  orchiectomy  was  performed 
and  a testicular  prosthesis  inserted.  Then  the  right  testicle  was 
exposed  through  a scrotal  incision  and  was  found  to  dangle 
freely  within  the  anomalous  tunica  vaginalis.  It  was  stitched  to 
the  scrotal  wall  with  two  nonabsorbable  sutures.  The  patient  has 
been  well  since  the  surgery.  During  a postoperative  visit,  the 
Doppler  instrument  was  applied  to  the  scrotum  containing  the 
prosthesis  but  no  pulsation  could  be  detected,  serving  as  a con- 
trol for  false-positives. 

A 38-year-old  white  man  was  seen  in  the  office  for  an 
additional  opinion  because  of  a three-month  history  of  progressive 
enlargement  of  left  scrotal  contents.  He  first  saw  a physician  six 
weeks  after  onset  of  the  problem  and  was  treated  with  antibiotics 
for  an  infection  process.  Fever  and  low  backache  developed  in 
the  third  month.  Physical  examination  showed  only  a large,  hard, 
painless  mass  involving  left  testis  and  epididymis  without  dis- 
placement. Result  of  urinalysis  was  normal.  Chest  roentgenogram 
showed  a probable  metastatic  lesion,  and  blood  level  for  chorionic 
gonadotropins  subsequently  was  found  to  be  elevated.  Findings  on 
abdominal  ultrasonography,  lymphangiography,  excretory  urog- 
raphy, and  bone  and  liver  scans  were  normal.  In  the  operating 
room,  a Doppler  test  was  carried  out  prior  to  incision,  and  a 


Upper  testicle  and  torsed  spermatic  cord  have  been  ex- 
teriorized, and  Doppler  probe  is  shown  in  use.  Lower 
testis  and  proximal  cord  also  have  been  exposed,  and 
predisposition  for  torsion  is  seen. 
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good  pulsation  was  detected  from  the  left  scrotal  mass.  A radical 
left-inguinal  orchiectomy  was  performed,  and  the  pathologist 
reported  a mixed  testicular  neoplasm  of  terato-embryonal-chorio- 
carcinoma  with  invasion  into  vessels  and  epididymus.  Chemo- 
therapy was  commenced. 

A 21 -year-old  white  man  came  to  the  hospital  emergency 
room  at  2 AM,  after  two  hours  of  pain  and  swelling  in  the  right 
scrotum.  He  had  had  no  trauma.  Physical  examination  revealed  a 
high  scrotal  mass  too  tender  for  adequate  palpation.  Result  of 
urinalysis  was  normal.  He  was  taken  to  the  operating  room,  and 
Doppler  test  showed  no  pulsation  from  the  mass.  A scrotal  inci- 
sion was  made  and  the  tunica  vaginalis  opened.  The  spermatic 
cord  was  twisted,  and  the  testis  appeared  blue  in  color.  The  cord 
was  detorsed  easily,  and  the  Doppler  application  then  disclosed 
a good  pulse  in  the  testis;  its  color  returned  to  normal.  The 
testis  was  sutured  to  the  scrotal  wall  and  the  wound  was  closed, 
leaving  the  viable  testis  in  place.  The  contralateral  testis  was 
exposed  and  fixed  to  the  scrotum  also  since  the  anomalous  pre- 
disposition to  torsion  was  present.  He  has  had  complete,  bilateral 
recovery. 

A 17-year-old  white  man  was  awakened  from  sleep  by  pain 
in  the  left  scrotum  that  progressed  with  swelling  extending  into 
the  groin.  His  physician  diagnosed  epididymitis  and  noted  pyuria 
and  microhematuria.  The  prostate  felt  normal.  Antibiotic  therapy 
was  begun.  The  patient  had  chills  and  fever  for  two  days.  He  was 
referred  for  a second  opinion  on  the  fourth  day  of  his  illness 
because  of  concern  about  the  urinary  problems.  On  examination, 
his  temperature  was  normal,  and  there  were  no  abnormalities  in 
the  rectal  and  prostatic  areas.  The  right  scrotal  contents  felt 
normal,  and  result  of  the  Doppler  was  normal  also.  The  left 
scrotum  was  edematous  and  inflamed,  and  an  irregular,  enlarged, 
tender,  left  epididymis  was  palpable.  The  Doppler  test  showed  an 
increased  blood  flow  in  many  areas  of  the  left  testis,  especially 
to  the  epididymis.  Nonsurgical  management  was  continued.  Sub- 
sequent urinalysis  disclosed  pyuria,  but  result  of  culture  was 
normal.  An  excretory  urogram  was  found  to  be  normal.  One 
week  later,  the  left  epididymitis  was  resolving  satisfactorily. 

A 25-year-old  white  man  developed  pain  in  the  left  testis 
three  weeks  prior  to  examination.  He  had  experienced  no  trauma 
or  urologic  symptoms.  Physical  examination  disclosed  only  a 
small,  hard  mass  in  the  area  of  the  head  of  the  left  epididymis. 
Urinalysis  and  other  laboratory  tests  showed  no  abnormalities. 
Serum  gonadotropin  level  was  normal.  Surgical  exploration  was 
carried  out,  and  a benign  fibroma  containing  a calcified  nodule 
in  the  left  testis  was  excised.  Doppler  examination  before  and 
during  surgery  showed  no  abnormality  of  blood  flow  in  either 
testis. 

An  18-year-old  white  man  suddenly  developed  pain  in  the 
right  scrotum  and,  within  a few  hours,  the  swelling  and  pain 
caused  him  to  go  to  the  emergency  room.  He  had  no  urinary 
symptoms  and  subsequent  urinalysis  culture  showed  no  abnor- 
malities. He  was  hospitalized  and  antibiotic  therapy  begun.  He 
had  intermittent  fever.  At  consultation  in  his  third  day  of  hos- 
pitalization, a large,  tender  mass  occupying  the  right  scrotum 
was  observed  and  the  epididymis  coidd  not  be  distinguished  from 
the  testis.  A Doppler  test  was  performed  and  adequate  blood 
flow  was  elicited  from  the  mass.  A diagnosis  of  epididymo- 
orchitis  was  concurred  in  and  medical  management  was  con- 
tinued. 

A 25-year-old  black  man  noted  a lump  in  his  right  testicular 
region  six  months  prior  to  its  rediscovery  upon  routine  physical 
examination.  Consultation  of  physicians  resulted  in  immediate 
hospitalization.  Chest  roentgenograms  and  excretory  urograms 
revealed  no  abnormalities.  A blood  sample  was  sent  to  the  labora- 
tory for  human  chorionic  gonadotropin  and  alpha  fetoprotein 
determinations.  He  was  taken  to  the  operating  room,  where  the 
Doppler  test  showed  adequate  blood  flow  in  the  involved  testis. 


A radical  orchiectomy  was  performed  through  an  inguinal  inci- 
sion; the  pathologist  reported  the  tumor  to  be  a seminoma. 

Discussion 

The  Doppler  flowmeter  uses  application  of  ultra- 
sound waves  by  means  of  a transducer-coupled  probe. 
The  output  may  be  either  an  audible  pulsation  (like  a 
bruit)  or  recorded  as  a directional  wave  on  graph  paper. 
Units  are  portable  or  fixed  and  have  been  used  extensively 
in  the  last  few  years  to  evaluate  blood  flow  in  various 
parts  of  the  body.  The  Doppler  provides  a quick,  non- 
invasive  method  of  determining  with  high  accuracy 
whether  or  not  a scrotal  mass  has  blood  flow.1'4  Therefore, 
in  acute  situations,  it  helps  provide  information  leading 
to  the  diagnosis  of  torsion  of  the  spermatic  cord  and  to  the 
need  for  emergency  surgery.  The  instrument  should  be 
available  in  the  emergency  room  as  well  as  the  operating 
arena.  Many  vascular  surgeons  have  them  in  their  offices. 
It  is  useful  also  in  determining  viability  of  the  testis  after 
detorsion  and  in  follow-up  visits.  On  the  other  hand, 
epididymitis,  orchitis,  torsion  or  infarction  of  appendages 
of  the  testis,  and  epididymis  and  tumors  of  the  testis 
should  show  favorable  blood  flow  with  the  Doppler.  But 
it  does  not  distinguish  between  them  and,  therefore,  does 
not  separate  all  surgical  from  nonsurgical  masses.  This 
must  depend  on  complete  clinical  and  laboratory  evalua- 
tion. In  a patient  with  a testicular  prosthesis,  the  Doppler 
did  not  detect  a pulsation,  serving  as  a false-positive  con- 
trol. In  contrast  to  our  experience,  false-positive  Doppler 
results  have  been  reported.0  Along  with  Levy,2  we  believe 
that  examination  sites  should  include  lower  spermatic 
cord,  upper  and  lower  medial  testis,  and  comparison  with 
the  contralateral  side. 

Summary 

The  Doppler  ultrasound  unit  is  relatively  inexpensive 
and  can  detect  the  presence,  quality,  and  direction  of 
blood  flow  in  tissue.  It  has  proved  useful  in  evaluating 
scrotal  masses.  If  no  blood  flow  is  detected,  infarction  may 
be  present.  In  an  acute  setting  where  torsion  of  the  sper- 
matic cord  could  be  present,  it  may  help  to  determine 
whether  emergency  surgery  is  indicated  to  save  the  testis. 
Experience  with  use  of  the  Doppler  in  seven  patients  with 
scrotal  masses  is  presented.  No  false  results  were  obtained. 
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Obituaries 


JOHN  S.  ATCHISON,  M.D.,  East  Palestine,  Ohio; 
The  Ohio  State  University  College  of  Medicine,  1910; 
age  94;  died  July  21  ; member  OSMA  and  AMA. 

CHARLES  S.  BISHOP,  M.D.,  Newark;  The  Ohio 
State  University  College  of  Medicine,  1933;  age  71;  died 
July  3;  member  OSMA  and  AMA. 

EVERETT  F.  CONLOGLIE,  M.D.,  Dayton;  Boston 
University  School  of  Medicine,  1933;  age  71;  died  June 
6;  member  OSMA  and  AMA. 

VINCENT  DEMACOPOULAS,  M.D.,  Warren; 
Facolta  di  Medicina  e Chirurgia  dell’Universita  di  Bo- 
logna, Bologna,  Italy,  1966;  age  53;  died  July  24;  member 
OSMA.  - 

HEINZ  J.  EXT,  M.D.,  Massillon;  Friedrich-Wil- 
helms-Universitat  Medizinische  Fakultat,  Berlin,  Prussia, 
Germany,  1939;  age  66;  died  June  6;  member  OSMA 
and  AMA. 

LELAND  FULLERTON,  M.D.,  New  Vienna;  The 
Ohio  State  University  College  of  Medicine,  1928;  age  74; 
died  July;  member  OSMA  and  AMA. 

WOODTLI  R.  GRANDIN,  M.D.,  Dayton;  Univer- 
sity of  Cincinnati  College  of  Medicine,  1938;  age  66;  died 
June  26;  member  OSMA  and  AMA. 

ARTHUR  F.  LIPPERT,  M.D.,  Wilmington;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1938;  age  70; 
died  July  13;  member  OSMA  and  AMA. 

FRANK  V.  MURPHY,  M.D.,  Marion;  The  Ohio 
State  University  College  of  Medicine,  1913;  age  91;  died 
July  5;  member  OSMA  and  AMA. 

JOHN  O'BELL,  M.D.,  Kingsville;  Case  Western 
Reserve  University  School  of  Medicine,  1937;  age  70; 
died  July  18;  member  OSMA  and  AMA. 

C.  J.  A.  PAULE,  M.D.,  Toledo;  St.  Louis  University 
School  of  Medicine,  1927;  age  78;  died  June  29;  member 
OSMA  and  AMA. 

ELIJAH  L.  POLK,  M.D.,  E.  Cleveland;  Meharry 
Medical  College  School  of  Medicine,  Nashville,  1953;  age 
54;  died  July  21;  member  OSMA. 

WILLIAM  RIDDLE,  M.D.,  Cincinnati;  University 
of  Cincinnati  College  of  Medicine,  1936;  age  72;  died 
November  19,  1978;  member  OSMA. 
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LOUIS  H.  SKIMMING,  SR.,  M.D.,  Middletown; 
The  Ohio  State  University  College  of  Medicine,  1923; 
age  80;  died  June  30;  member  OSMA  and  AMA. 

DAVID  J.  SPANGLER,  M.D.,  Columbus;  The 
Ohio  State  University  College  of  Medicine,  1949;  age  54; 
died  July  10;  member  OSMA  and  AMA. 

CHARLES  S.  STONE,  M.D.,  Medina;  Northwest- 
ern University  Medical  School,  Chicago,  1925;  age  80; 
died  June  21 ; member  OSMA  and  AMA. 

OSMA  STAFF  CHANGES 

At  its  last  meeting,  the  OSMA  Council  approved 
several  management  changes  to  take  effect  immediately. 

D.  Brent  Mulgrew,  Esquire,  was  named  an  Associate 
Executive  Director  of  the  Association.  He  will  also  direct 
the  activities  of  the  newly  created  Department  of  State 
and  Federal  Legislation.  Richard  A.  Ayish  was  named 
Associate  Director  of  that  department. 

Eric  L.  Burkland  joins  the  staff  as  Assistant  Director, 
State  Legislation.  He  spent  one  year  as  a legislative  intern 
with  the  Ohio  Legislature  and  one  year  with  the  State 
House  Legislative  Services  Commission  and  was  assigned 
to  the  House  Ways  and  Means  Committee.  He  received 
an  M.A.  in  Public  Administration  and  Political  Science 
from  Miami  University. 

Michael  Zellers  recently  joined  the  staff  as  Director 
of  the  OSMA  Jails  Project,  a one-year  pilot  program 
conducted  in  cooperation  with  the  American  Medical 
Association.  Mr.  Zellers  is  completing  his  studies  at  The 
Ohio  State  University  College  of  Law. 

The  Jo  urnal  was  placed  under  the  direction  of  the 
Department  of  Communications.  Rebecca  J.  Doll  is  direc- 
tor of  the  department.  Carol  Wright  Mullinax  was  named 
assistant  director.  She  will  continue  her  duties  as  editor 
of  Synergy. 
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A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort 
standing 


on 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

OOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN®/250  mg. 


Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily, 
AVAILABLE:  Bottles  of  100,  500. 


LIPO-NICIN*/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6)  . 10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100.  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

( BRcWIft  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  iPDH 
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Colleagues  in  the  News 


W.  J.  (JACK)  LEWIS,  M.D.,  Dayton,  was  elected 
to  the  board  of  trustees  of  the  American  Medical  Asso- 
ciation during  the  AMA’s  annual  meeting  in  Chicago. 
Active  in  both  OSMA  and  AMA  activities,  Doctor  Lewis 
currently  is  an  OSMA  Councilor  for  the  second  district, 
and  a member  of  the  Ohio  Medical  Political  Action  Com- 
mittee. He  also  is  a member  of  the  Ohio  Academy  of 
Family  Physicians  and  the  American  Academy  of  Family 
Physicians. 

MUZAFFAR  AHMAD,  M.D.,  Cleveland,  has  been 
elected  to  a one-year  term  as  President  of  the  Ohio 
Chapter  of  the  American  College  of  Chest  Physicians. 

FELINO  V.  BARNES,  M.D.,  Cleveland,  has  been 
elected  to  the  board  of  directors  of  the  Cleveland  Acad- 
emy of  Medicine.  Dr.  Barnes  also  is  chairman  of  the 
Academy’s  Committee  on  Child  Health  and  a member 
of  the  Medical  Legal  Committee. 

The  1978-1979  “Medical”  award  from  the  Kidney 
Foundation  of  Central  Ohio,  Inc.,  was  presented  to 
WILLIAM  BAY,  M.D.,  Columbus.  This  award  was  given 
to  Dr.  Bay  for  his  work  on  the  Scientific  Advisory  Board 
and  for  his  continued  support  of  the  policies  and  pro- 
grams of  the  Kidney  Foundation. 


ELLEN  BLIERK,  M.D.,  Oxford,  has  been  elected 
chief  of  staff  at  McCullough-Hyde  Hospital.  Other  of- 
ficers include  ROLFE  A.  HECK,  M.D.,  vice  chief  of 
staff,  and  SCOTT  WILKERSON,  M.D.,  secretary- 
treasurer. 

C.  JOSEPH  CROSS,  M.D.,  Columbus,  has  been 
elected  1979-1980  president  of  the  Riverside  Hospital 
medical  staff.  Doctor  Cross  has  been  associated  with  the 
hospital  since  1947  and  previously  served  as  chairman 
of  its  department  of  medicine.  HOWARD  LOWERY, 
M.D.,  Columbus,  was  named  medical  staff  president-elect. 

WILLIAM  R.  FINCH,  M.D.,  Youngstown,  was 
appointed  chairman  of  the  newly  chartered  Youngstown 
branch  of  the  Arthritis  Foundation.  Others  named  to  the 
advisory  board  include  THOMAS  N.  DETESCO,  M.D., 
Youngstown,  MICHAEL  I.  JACOBSON,  M.D.,  Youngs- 
town, and  HERBERT  A.  PARRIS,  M.D.,  Youngstown. 

RAY  W.  GIFFORD,  JR.,  M.D.,  Cleveland,  was  re- 
elected to  the  Council  on  Scientific  Affairs  of  the  Ameri- 
can Medical  Association. 

BRUCE  D.  GRAHAM,  M.D.,  Columbus,  has  been 
named  President-Elect  of  the  American  Academy  of 
Pediatrics. 

LEONARD  M.  HEINZ,  M.D.,  Toledo,  will  be 
named  a Fellow  of  the  American  College  of  Radiology 
on  September  19,  in  recognition  for  distinguished  medical 
achievements.  HAROLD  N.  MARGOLIN,  M.D.,  Cin- 
cinnati, and  MYRON  MOSKOWITZ,  M.D.,  Cincinnati, 
also  will  receive  this  distinguished  honor. 

THOMAS  M.  HUGHES,  M.D.,  Columbus,  received 
the  Catholic  Man  of  the  Year  award.  Dr.  Hughes  has 
practiced  medicine  in  Columbus  for  35  years. 

HOWARD  LOWERY,  M.D.,  Columbus,  was  chosen 
president-elect  of  Riverside  Methodist  Hospital.  JAMES 
BEST,  M.D.,  Columbus,  was  named  chairman  of  the 
Department  of  Surgery. 

HART  F.  PAGE,  CAE,  executive  director  of  the 
OSMA,  was  installed  as  president  of  the  American  Asso- 
ciation of  Medical  Society  Executives  during  its  annual 
meeting  held  recently  in  Chicago.  Page  has  served  as 
executive  director  of  the  OSMA  since  1965. 
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ARTHUR  L.  SCHERBEL,  M.D.,  Cleveland,  is  the 
new  President  of  the  American  Society  for  Clinical  Phar- 
macology and  Therapeutics. 

During  the  AMA  Annual  Convention  in  Chicago, 
the  American  Medical  Association’s  Distinguished  Service 
Award,  the  AMA’s  highest  honor,  was  presented  to 
WILLIAM  A.  SODEMAN,  SR.,  M.D.,  Toledo,  in  recog- 
nition of  his  scientific  achievements. 

WALTER  STOUT,  M.D.,  Westerville,  was  the  re- 
cipient of  the  1979  A.  Monroe  Courtright  Community 
Service  Award.  Dr.  Stout  was  recognized  for  his  untiring 
efforts  in  many  activities  of  his  community,  his  con- 
scientious and  determined  way  he  served  people,  and  his 
overall  professionalism.  Dr.  Stout  has  been  a physician 
in  Westerville  for  more  than  33  years.  He  established  the 
Westerville  Medical  Center,  the  first  emergency  care 
center  in  the  area. 

SELIG  S.  STRASSMAN,  M.D.,  Cleveland,  has  been 
installed  as  President  of  the  Northern  Ohio  Pediatric 
Society.  JANET  B.  SAX,  M.D.,  Cleveland,  is  President- 
Elect. 


DONALD  ERIC  WIDMANN,  M.D.,  Columbus, 
was  appointed  commissioner  of  mental  health  in  the 
Ohio  Department  of  Mental  Health  and  Mental  Re- 
tardation. 

W.  THOMAS  WASH  AM,  M.D.,  Waverly,  has 
joined  Goodyear  Atomic  Corp.  as  medical  director.  Dr. 
Washam  served  as  assistant  professor  in  the  College  of 
Medicine  at  The  Ohio  State  University  and  was  an  in- 
structor in  medical  jurisprudence  at  Franklin  Law  School 
of  Capital  University  in  Columbus.  He  also  was  executive 
secretary  of  the  State  Medical  Board  of  Ohio  from  1966 
to  1968. 

CHARLES  F.  WOOLEY,  M.D.,  Columbus,  gover- 
nor for  the  State  of  Ohio  of  the  American  College  of 
Cardiology,  has  announced  that  the  following  Ohioans 
have  achieved  the  rank  of  Fellow  in  the  College: 

WAYNE  L.  BEAVER,  M.D.,  Columbus;  CHARLES 
A.  BUSH,  M.D.,  Columbus;  JAMES  NAM  JAE  CHO, 
M.D.,  Ashtabula;  JOHN  M.  DUCHAK,  M.D.,  Dayton; 
PETER  J.  ENGEL,  M.D.,  Cincinnati;  HARRY  F.  FRY, 
M.D.,  Cincinnati;  CARL  V.  LEIER,  M.D.,  Columbus; 
DOUGLAS  S.  MOODIE,  M.D.,  Cleveland;  HAROLD 
P.  SETTLE,  JR.,  M.D.,  Cincinnati;  and  DAVID  TON- 
DOW,  M.D.,  Cincinnati. 


PHYSICIANS 

Assistant  Director  Associate  Director 

Ann  Arbor,  Michigan 

Excellent  opportunity  to  join  our  progressive  Clinical 
Research  staff  at  the  Assistant  or  Associate  Director  level. 
As  a Clinical  Research  physician,  you  would  plan,  design, 
implement  and  direct  clinical  research  programs  for  the 
evaluation  of  new  drug  entities.  To  assist  you,  we  have 
excellent  support  personnel,  including  field  representa- 
tives, librarians,  biostatisticians,  writers  and  systems 
analysts. 

Work  environment  affords  the  opportunity  to  keep  current 
in  a variety  of  therapeutic  areas  and  to  exchange  informa- 
tion with  colleagues  Our  modern  well-equipped  facilities, 
located  adjacent  to  the  University  of  Michigan  campus, 
were  designed  exclusively  for  research  and  development. 

Positions  require  an  M.D.  degree  with  board  certification  or 
board  eligibility  in  one  or  more  of  the  following  specialties: 
internal  medicine,  cardiology,  infectious  diseases,  or 
psychiatry.  Previous  experience  in  pharmaceutical  industry 
useful,  but  not  required  We  offer  an  attractive  salary- 
benefits  package 

To  further  explore  these  professional  career  opportunities, 
please  forward  Curriculum  Vitae,  in  strict  confidence  to: 

D.J.  Garber 
Warner-Lambert 

Pharmaceutical  Research  Division 
2800  Plymouth  Road 
Ann  Arbor,  Michigan  48105 

An  Equal  Opportunity  Employer  M/F 


Warner-Lambert 


| BILLING  CONSULTANTS  { 

f Summit  County  Medical  Service  Bureau  I 

. . . has  pioneered  since  1967  in  i 
developing  high-volume  accounts- 
receivable  management  systems  for 
hospital-based  groups — radiology, 
cardiology,  pathology. 

Consulting  service  available  to 
establish  or  to  improve  systems  and 
results. 

References. 

Contact: 


Summit  County  Medical  Service  Bureau 
430  Grant  Street,  Akron,  Ohio  44311 
Telephone:  216/434-1921 
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Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive’"  and  generic  versions  are  re- 
latively “cheap.""  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited . Thus , 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 

MYTH:  There  are  no  dif- 
ferences in  qualit}’  and  per- 
formance between  bi'and- 
name  products  and  their 
generic  counterparts.  The 
corollarr  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogj>,  quali ty-conscious, 
research-based  companies 
and  those  made  by 
commodiU’-fvpe  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailabilitv  of  all 
marketed  products  at 
any  given  time.  Just  a few' 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HC1  capsules 
w hich  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a 
reference  product.  As  you 
know',  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracy  cline  and  ery- 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  “expensive”  brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 
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soclation  New  Members 


ALLEN  (Lima) 

Sang  S.  Rhee 
Iqbal  I.  Singh 

BELMONT  (Martins  Ferry) 

J.  J.  Del  Vecchio 

BUTLER 

Andres  Del  La  Rosa,  Hamilton 
Nicolas  Ngo,  Fairfield 

CLERMONT  (Goshen) 

Mark  J.  Schneider 

CUYAHOGA  (Cleveland) 

Syed  Jaffer  Ali 
Raul  A.  Alvarez 
Mila  R. Arevalo 
Chu  H.  Chung 
William  A.  Cox 
Glenn  DeBoer 
Kamrul  Hasan 
Khalid  J.  Kafilmout 
Kyung  Hee  Kim 
Bernard  Kotton 
Donepudi  S.  Kumar 
James  E.  Lalak 
Luis  A.  Llerena 
Rajeswari  Maximin 
Asikin  Mentari 
Stefan  D.  Miron 
Douglas  S.  Moodie 
James  P.  Orlowski 
Tarulata  M.  Patel 


Balakrishna  G.  Pillay 
Harold  L.  ReKate 
Yacoub  Wahba 
Ross  E.  Zumwalt 
S.  F.  Agdinaoay,  Jr. 

Victor  M.  Bello,  Chagrin  Falls 

David  Biagiotti 

Michael  Dinner 

Charles  D.  Dunifer 

Lelio  G.  M.  Franceschini 

Gordon  N.  Gephardt 

Ramesh  Gundapaneni 

Bechera  Hatoum 

Munawar  Hussain 

Dong  Y.  Kim 

Elmer  G.  Lampert 

Keun  Woong  Lee 

Daniel  L.  Meges 

Tim  Nice 

N.  N.  Reddi,  North  Olmsted 

David  B.  Sholiton 

Cornelis  Trouw 

Betty  G.  Turcios 

Vikram  K.  Warnian 

Steven  Zsako 

Theresa  A.  Zumwalt 


DEFIANCE  (Defiance) 

Allen  L.  Gaspar 

ERIE  (Sandusky) 

Gerald  P.  Haldeman 
William  Schuchardt 


FAIRFIELD  (Lancaster) 

Phyllis  Nolan 
James  M.  Parker 

FRANKLIN  (Columbus) 

Guillermo  L.  Arbona 
James  W.  Allen 
Stephen  J.  Bagergren 
Wayne  Beaver 
Larry  M.  Buchanan 
Patrick  Crawford 
John  A.  Drstvensek 
Larry  S.  Elliott 
Robert  L.  Heilman 
Medard  R.  Lutmerding 
David  M.  Smith 
John  W.  Stover 
Leigh  A.  Thomas 
Andrew  J.  Vicar 
Alan  F.  Weisenberg 

GALLIA  (Gallipolis) 

Balusamy  Subbiah 

GREENE  (Fairborn) 

Mukunda  Dev  Mukherjee 
Gordon  Walbroehl 

HAMILTON  (Cincinnati) 

Bruce  H.  Allen 
Barry  L.  Belonsky 
Steven  R.  Brinn 
Stephen  F.  Gerstner 
Harold  H.  Hawkins 

(continued  next  page) 
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WINDSOR  HOSPITAL 

A NONPROFIT  CORPORATION 
— CSTABLISHED  1 8 9 8 — 

Chagrin  Falls,  Ohio 

247  - 5300 

A hospital  for  the  treatment 
of  Psychiatric  Disorders 

High  on  a Hill-Top,  Overlooking  Beautiful 
Cfiagrin  River  Valley. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals. 

FRIEDRICH  A.  LINGL,  M D.  GUY  H.  WILLIAMS,  JR.,  M.D. 

Medical  Director  Emeritus 


Booklet  available  on  request. 


Medical  Director 

MEMBER:  American  Hospital  Association — National  Association  of  Private  Psychiatric  Hospitals 


HERBERT  A.  SIHLER  Jr. 
President 
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New  Members 

( continued, ) 


HAMILTON  (Cincinnati 
unless  noted) 

John  F.  Clement 
David  C.  Fabrey 
Stephen  J.  Goldberg 
Jean  F.  Harrington 
Dan  Millet 

Joong  Tai  Kim,  Hillsboro 
Robert  C.  Hostetter 
David  L.  Kirlin 
Victor  Lerman 
Vaduvur  S.  Narayan 
Stuart  A.  Steinberg 
Donald  R.  Williams 

JEFFERSON  (Steubenville) 
Ernest  Carducci 
Dominic  Ferrara 
Augusto  P.  Fojas 

KNOX  (Mt.  Vernon) 

James  Limbert 
Herbert  Sinton 

LAKE  (Willoughby) 

Steven  P.  Combs 

Peter  B.  DeOreo,  Euclid 

Prakash  K.  Yakkundi,  Mentor 

LAKE  (Bratenahl) 

Paul  Youngstrom 

LORAIN 

Ramachandra  Bhat,  Elyria 
David  Dobrow,  Amherst 
R.  Dion  Fernando,  Lorain 
Paul  Heyslinger,  Avon  Lake 
Yin-Wen  Lai,  Lorain 
Cecilia  Patawaran,  Elyria 


LLTCAS  (Toledo  unless  noted) 

Luis  H.  Carvalho,  Oregon 

Bradford  Colegate 

Brian  L.  Doggett 

Stefan  Dunoski 

Amal  El  Taji 

William  K.  Facey 

Phillip  H.  Fisher 

John  D.  Freed 

Norma  A.  Gilbert 

Stephen  F.  Kiechel 

Roger  Kruse 

Nicholas  M.  Lopez,  Holland 
Ronald  A.  McGinnis 
Anthony  C.  Munaco 
Jerri  L.  Nielsen 
Cheryl  L.  Parsons 
Robin  L.  Spencer 
Howard  Stierwalt 
Clifford  R.  Waldman 
Michael  H.  Wieder 
Jessie  R.  Groothuis 
Vijay  K.  Mahajan 
Sugundha  Purohit 
Charles  L.  Pyas,  Jr. 

Thomas  C.  Small 
Ionel  Welt 

MAHONING  (Youngstown) 

David  L.  Anstadt 
Mounir  Aouad 
Mark  Beale 
Calipay  A.  Binas 
Aron  Blecher 
John  D.  Boldan 
Renee  Boyd 
Jose  L.  Castaneda 


Andrew  Cole 
Rebecca  L.  Crouch 
Madhavarao  S.  Dasu 
Anna  D.  K.  DeBlanco 
Salim  El-Hayek 
James  J.  Enyeart 
Camille  Eyvazzadeh 
Brian  S.  Gordon 
Steven  Grossman 
Sundaram  Harikrishnan 
Benjamin  M.  Hayek 
Jerome  Hightower 
Khalid  Iqbal 
Chin-FIong  Kim 
Ven  Kata  S.  K.  Kollipara 
David  Yan-Ho  Lieni 
Enrique  Montana 
Asha  J.  Nayak 
Dan  N.  Olson 
Viroje  Pensirikul 
Karipineni  R.  Prasad 
Daniel  D.  Schrader 
Ronald  S.  Scott 
Narepalem  Subarao 
Louis  Duane  Velez 
Oswaldo  Vilela 
Douglas  Wheeler 

MEDINA  (Medina) 

Ralph  Gordon  Fennell 
Steven  H.  Paletsky 


SYMPOSIUM  OCTOBER  18  AND  19,  1979 

THE  DOCTOR  PATIENT  RELATIONSHIP  AND  THE  AGING  PATIENT 

Park  Plaza  Hotel,  Cleveland,  Ohio 

Presenters  include:  Dr.  George  Engel,  Keynote;  Rodney  Coe,  M.  Powell  Lawton,  George  Maddox,  Irving  Rosow,  and  Ethel 
Shanas,  among  others. 

Registration  $50,  including  meals.  Participation  is  limited.  Reservation  forms,  plus  information  on  continuing  education  units, 
housing  and  program  details  are  available  from  the  sponsor, 

The  Center  on  Aging  and  Health 
Case  Western  Reserve  University,  416  Pardee  Hall 
Cleveland,  Ohio  44106  (216)  368-2692 
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THE  OHIO  PAIN  AND  STRESS  TREATMENT  CENTER 


Ivan  G Podobnikor.  M D 
Founder  G Director 


Chronic  poin  and  stress  assessment;  total  person  evaluation;  pre-admission 
screening  from  medical  and  neuropsychiotric  perspectives. 

Intensive,  multimodal  and  coordinated  treatment  for  individuals  with  chronic 
poin,  stress  and  stress-related  disorders  (e  g headaches,  idiopathic  hyperten- 
sion, colitis,  etc.).  Special  emphasis  given  to  chronic  neck  and  low  bock  syn- 
dromes. 

Treatment  conducted  on  a two-week  (90  hour)  outpatient  basis  at  the  Center, 
with  six-month  follow-up. 


1 460  West  Lone  Avenue 


Columbus  Ohio  43221 


614/408-6044 


Jack 

Valancy 

Consulting 

Management  for 
Health  Care 


3021  Yorkshire  Road 
Cleveland  Heights,  Ohio  44118 
(216)  321-7024 


Strictly  for  the  carriage  trade 


o s p 9-a  rr.  o u s 
Ck  u I c h p h Sfi  o w s 

gHTIQOES 

JgpHOWiSfili 


11:00  a.m.  to 
9:30  p.m. 


CRUTCHER— KEIGHLEY 

COLUMBUS,  OHIO 


SUNDAY 
12  to  5 


LAUSCHE  BUILDING,  OHIO  STATE  FAIR  GROUNDS 
17th  Ave.  off  1-71  North  from  1-70 

SEPTEMBER  14,  15,  16 

Top  drawer  national  dealers  from  24  states;  in  18  & Early  19th 
century  American  & English  furniture  and  accessories.  Cut.  art. 
lacy  Sandwich,  blown,  & better  Victorian  Pattern  glass.  Folk  Art, 
Fine  paintings  & prints,  textiles.  lace. 

EVERYTHING!  Guaranteed! 

Finest  wholesale  mart  for  QUALITY  REAL  antiques  for  30  years 
Dealer  Inquiries  Invited 

Manager:  Jonathan  Crutcher-Keighly — (513)  849-6401 
For  more  information  write:  JEAN  CRUTCHER 
7370  Old  National  Trail  East,  Route  One 
New  Carlisle,  Ohio  45344 
Make  An  Investment  for  the  Future  You  Can  Enjoy  Today 
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Association  Proceedings  of  the  Council 


PROCEEDINGS  OF  THE  COUNCIL 
July  7-8,  1979 

A regular  meeting  of  the  Council  of  the  Ohio  State 
Medical  Association  was  held  Saturday,  July  7,  and  Sun- 
day, July  8,  1979  at  the  OSMA  Headquarters’  Office, 
600  South  High  Street,  Columbus,  Ohio. 

Those  present  Saturday  were : All  members  of  the 
Council  (with  the  exception  of  Dr.  Edward  G.  Kilroy)  ; 
Oscar  W.  Clarke,  M.D.,  Gallipolis,  Chairman,  Ohio  Dele- 
gation to  the  AM  A;  John  H.  Ackerman,  M.D.,  Colum- 
bus, Ohio  Director  of  Health;  James  E.  Pohlman,  Esq., 
Columbus,  OSMA  Legal  Counsel;  Joseph  K.  Gilmore, 
Columbus,  President,  Physicians  Insurance  Company  of 
Ohio,  and  all  members  of  the  OSMA  staff. 

Those  present  Sunday  were : All  members  of  the 
Council  (with  the  exception  of  Drs.  Edward  G.  Kilroy 
and  W.  J.  Lewis)  ; Hart  F.  Page,  Herbert  E.  Gillen,  Jerry 
J.  Campbell,  Robert  D.  Clinger,  Katherine  E.  Wisse,  D. 
Brent  Mulgrew,  Robert  E.  Holcomb  and  Richard  A. 
Ayish,  of  the  OSMA  Staff. 

ADMINISTRATIVE  DEPARTMENT 

The  minutes  of  the  April  28-29  and  May  17,  1979 
meetings  of  the  Council  were  approved. 

The  report  of  a review  of  the  Highland  District  Hos- 
pital, authorized  by  the  Council  December  16-17,  1978, 
was  received  by  the  Council,  and  the  Chairman  of  the 
Review  Committee,  Dr.  Diller,  was  authorized  to  trans- 
mit the  report  to  the  chairman  of  the  Hospital’s  board 
of  trustees  and  to  the  president  of  the  medical  staff  of 
the  Hospital  (Dr.  Yut  dissenting). 

The  establishment  and  implementation  of  a revised 
record  retention  program  for  the  Ohio  State  Medical 
Association  was  announced  by  the  Executive  Director. 

The  Executive  Director  announced  staff  discussions 
with  state  government  officials  with  regard  to  gasoline 
shortages  and  their  possible  effect  on  medical  service  to 
patients. 

FINANCIAL  AND  MEMBERSHIP  DEPARTMENT 

Minutes  of  a meeting  of  the  Auditing  and  Appro- 
priations Committee  held  July  7,  1979  were  presented 
by  Dr.  Williams. 

The  Council  approved  a recommendation  of  the 
Committee  that  Ohio  State  Medical  Journal  advertising 
rates  be  increased. 

In  connection  with  the  recommendation  of  the 
Auditing  and  Appropriations  Committee  and  of  the  Ad 


Hoc  Building  Committee  chaired  by  Dr.  Payne,  the 
Council  voted  to  raze  the  building  at  618  South  High 
Street  and  appropriated  funds  for  this  purpose.  It  was 
also  decided  to  actively  pursue  the  purchase  of  a building 
located  immediately  south  of  that  site. 

Mileage  allowances,  in  accordance  with  the  recom- 
mendations of  the  committee,  were  increased  to  22  cents 
per  mile  for  members  and  staff  on  Association  business, 
using  their  own  automobiles,  with  proportionate  increases 
for  OSMA-leased  cars  and  private  aircraft. 

The  Committee  recommended  and  the  Council 
approved,  the  consolidation  of  two  existing  departments 
into  the  Department  of  State  and  Federal  Legislation. 
D.  Brent  Mulgrew  was  appointed  as  the  Director  of  the 
new  department  and  Richard  Ayish,  Associate  Director. 
Mr.  Mulgrew  was,  in  addition,  named  as  one  of  the 
Associate  Executive  Directors  of  the  Association. 

The  disability  retirement  of  Charles  W.  Edgar  was 
announced,  and  the  Council,  on  the  recommendation  of 
the  Committee,  awarded  to  Mr.  and  Mrs.  Edgar  an 
INTRAV  trip  of  their  choice.  The  Council  also  awarded 
retirement  gifts  to  Mary  Lou  Brady,  Editorial  Assistant, 
and  to  Linda  Porterfield,  Executive  Editor,  Ohio  State 
Medical  Journal  in  appreciation  for  their  years  of  service 
to  the  Journal  and  to  the  Association. 

A suggestion  that  the  Association  provide  incoming 
telephone  dictation  equipment  for  Councilors  was  refer- 
red to  the  Auditing  and  Appropriations  Committee. 

The  report  of  the  Committee  as  a whole  was  ap- 
proved as  amended. 

The  report  of  the  Building  Committee  was  accepted. 

Dr.  Barr  presented  the  Treasurer’s  report,  covering 
the  status  of  the  data  processing  equipment,  the  Associa- 
tion investment  program,  and  the  cash-flow  report. 

DEPARTMENT  OF 

CONTINUING  MEDICAL  EDUCATION 

The  Council  studied  the  resolutions  of  the  1979 
OSMA  House  of  Delegates  and  assigned  them  as  fol- 
lows, for  implementation: 

Sub.  Res.  No.  3-79,  Funds  for  Defense  — Referred 
to  an  Ad  Hoc  Committee  of  the  Council. 

Res.  No.  4-79,  Second  Surgical  Consultation  — Re- 
ferred to  the  Department  of  Government  Relations. 

Am.  Res.  No.  5-79,  Insurance  Coverage  for  Ambula- 
tory Surgery  — Referred  to  the  Committee  on  Insurance. 

Sub.  Res.  No.  7-79,  Physicians  Insurance  Company 
of  Ohio  — Referred  by  the  Council  to  the  PICO  Board 
for  implementation  and  report. 
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Sent  to  AMA 


Res.  No.  12-79,  Liability  Immunity  for  Emergency 
Room  Physicians  — Referred  to  OSMA  Task  Force  on 
Professional  Liability. 

Sub.  Res.  No.  13-79,  Supervision  and  Institutional 
Employment  of  Physicians  Assistants  — Referred  to  the 
Committee  on  Health  Manpower. 

Am.  Res.  No.  14-79,  Physician  Manpower  — Refer- 
red by  the  OSMA  Council  to  the  Ad  Hoc  Committee 
on  Deans  and  University-Affiliated  Physicians,  and  to  the 
Committee  on  Health  Manpower. 

Sub.  Res.  No.  17-79,  Consent  Calendar  — Referred 
to  the  officers  and  staff  for  implementation. 

Res.  No.  18-79,  Amendment  of  OSMA  Constitution 
and  Bylaws  — Print  in  Constitution  and  Bylaws. 

Am.  Res.  No.  19-79,  Update  of  OSMA  Policy  — Re- 
ferred to  the  Ad  Hoc  Committee  appointed  by  the  Coun- 
cil for  report  to  1980  House  of  Delegates. 

Res.  No.  20-79,  Development  of  Cumulative  Index 
of  Actions  of  House  of  Delegates  — Referred  to  the  Ad 
Hoc  Committee  appointed  by  the  Council  for  report  to 
1980  House  of  Delegates. 

Res.  No.  21-79,  Reduction  of  Dues  for  Physicians 
in  Their  First  Year  of  Practice  — Referred  to  Financial- 
Membership  Department  for  implementation. 

Sub.  Res.  No.  22-79,  Re-districting  the  State  of  Ohio 

— The  President  appointed  an  Ad  Hoc  Committee  to 
study  and  report  back  to  the  House  of  Delegates  60  days 
before  1980  meeting:  William  R.  Schultz,  Chairman, 
Wooster;  Bruce  F.  Andreas,  Chardon;  Shepard  A.  Bur- 
roughs, Ashtabula;  Alford  C.  Diller,  Van  Wert,  and  H. 
Judson  Reamy,  New  Philadelphia. 

Res.  No.  25-79,  Development  of  OSMA  Department 
of  Negotiations  — Referred  to  OSMA  Council. 

Am.  Res.  No.  26-79,  Utilization  of  County  Society 
Leadership  by  OSMA  — Referred  to  the  staff  for  im- 
plementation. 

Sub.  Res.  No.  32-79,  AMA  Section  on  Bioethics  — - 
Sent  to  AMA  House  of  Delegates  for  consideration  at 
the  July  Annual  Meeting. 

Am.  Res.  No.  33-79,  Public  Relations  — Copy  of 
resolution  has  been  sent  to  Dr.  Castele. 

Res.  No.  34-79,  Free  Doctor  Mudd  — Referred  to 
an  Ad  Hoc  Committee. 

Sub.  Res.  No.  35-79,  Physician  Cost  Containment  — 
Letter  of  notification  to  the  AMA  of  this  action  was 
ordered. 

Am.  Res.  No.  36-79,  Voluntary  Cost  Containment 

— Referred  to  Cost  Containment  Committee. 

Sub.  Res.  No.  38-79,  National  Health  Insurance  - — 
Referred  to  the  Council  for  its  information  and  to  the 
Delegation  to  the  AMA. 

Am.  Res.  No.  41-79,  Direct  Patient  Billing  — Sent 
to  AMA  and  to  the  Communications  Department. 

Am.  Res.  No.  42-79,  Retrospective  Review  — Re- 
ferred to  Department  of  Government  Relations. 


Am.  Res.  No.  43-79,  P.S.R.O. 

House  of  Delegates  for  consideration. 

Am.  Res.  No.  44-79,  National  Health  Planning  and 
Resources  Development  Act  of  1974  — Referred  to  De- 
partment of  Government  Relations. 

Am.  Res.  No.  45-79,  Federal  Discrimination  Against 
Teaching  Hospitals  — Sent  to  AMA  House  of  Delegates 
for  consideration  in  July  and  to  Department  of  State 
and  Federal  Legislation. 

Am.  Res.  No.  46-79,  Physician  Representation  on 
Hospital  Boards  of  Trustees  — Sent  to  AMA  House  of 
Delegates  for  consideration  at  the  July  Annual  Meeting. 
A letter  will  be  sent  to  hospital  administrators  and  boards 
of  trustees,  with  a copy  to  the  Joint  Committee. 

Res.  No.  47-79,  Use  of  Social  Security  Numbers  as 
Universal  Identifiers  — Referred  to  OSMA  Financial- 
Membership  Department  for  implementation. 

Am.  Res.  No.  48-79,  Socioeconomic  and  Political 
Courses  — Referred  to  the  Ad  Hoc  Committee  on  Deans 
and  University-Affiliated  Physicians. 

DEPARTMENT  OF 
GOVERNMENT  RELATIONS 

Committee  on  Membership  and  Planning 

Mr.  Gillen  presented  the  minutes  of  the  June  24, 
1979  meeting  of  the  Committee  on  Membership  and 
Planning. 

Comments  and  tabulations  of  answers  on  the  OSMA 
Member  Opinion  Survey  were  referred  to  various  com- 
mittees of  the  Association  as  recommended. 

The  Council  suggested  that  the  Committee  consider 
a survey  of  nonmembers  of  the  Association. 

Committee  on  Cost  Effectiveness 

Dr.  Pfahl  discussed  the  meeting  of  the  Committee  on 
Cost  Effectiveness  held  July  6,  1979. 

Drs.  Diller  and  Dunsker  volunteered  to  prepare 
special  articles  for  the  Ohio  State  Medical  Journal. 

The  Committee  will  assist  in  providing  testimony  for 
hearings  scheduled  by  the  Legislative  Committee  on  Cost 
Containment  of  the  Ohio  General  Assembly. 

HEALTH  PLANNING  UPDATE 

Mr.  Pennington  announced  the  appointment  by 
Governor  Rhodes  of  Dr.  Gaughan  to  the  Ohio  Certificate 
of  Need  Appeals  Board  established  by  Amended  Senate 
Bill  349,  113th  Ohio  General  Assembly. 

He  reported  that  the  OSMA  now  has  input  to  the 
State  Health  Coordinating  Committee  Task  Force  to 
develop  guideline  definitions  for  Health  Systems  Agencies 
in  Ohio. 

MEDICAL  ADVANCES  INSTITUTE 

The  Council  received  information  that  Medical  Ad- 
vances Institute  is  on  schedule  in  its  “phasing  out”  pro- 
gram. 

( continued  ) 
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Proceedings  ( continued  ) 

The  Council  sent  greetings  to  the  MAI  staff,  wish- 
ing them  well  and  expressed  special  felicitations  to  senior 
members,  Lucy  Cotner,  Ed  Lentz,  Lois  French  and  A1 
Hartmann. 

DEPARTMENT  OF  ORGANIZATION  SERVICES 

Physicians  Insurance  Company  of  Ohio 

Mr.  Gilmore  discussed  recent  activities  of  Physicians 
Insurance  Company  of  Ohio,  announcing  the  initiation 
of  a “claims-made”  type  of  professional  liability  insur- 
ance policy  for  physicians  who  prefer  that  type  of  cov- 
erage. 

He  announced  the  formation  of  the  Professionals 
Insurance  Company,  wholly  owned  subsidiary,  to  provide 
certain  coverages  for  health  care  professionals  other  than 
members  of  the  Ohio  State  Medical  Association. 

Joint  Underwriting  Association 

In  answer  to  an  inquiry  by  the  Joint  Underwriting 
Authority  (JUA)  the  Council  responded:  “The  position 
of  the  OSMA  on  the  Joint  Underwriting  Association  is 
that  the  citizens  of  Ohio  and  all  other  affected  parties 
would  be  best  served  if  the  JUA  were  to  expire  according 
to  the  present  statute  effective  December  31,  1980.” 

American  Medical  Association 

Dr.  Clarke  and  Mr.  Campbell  reported  on  the  plans 
for  the  forthcoming  Annual  Meeting  of  the  AMA  House 
of  Delegates  in  Chicago  and  for  the  campaign  to  elect 
Dr.  Lewis  to  the  AMA  Board  of  Trustees. 

Mr.  Page  reviewed  Report  B,  of  the  AMA  Council 
on  Long  Range  Planning  and  Development,  to  be  con- 
sidered at  the  July  meeting. 

The  Council  voted  to  advise  Ohio’s  AMA  Delega- 
tion that  the  Council  reaffirms  its  support  of  the  con- 
cept of  the  federation  and  its  opposition  to  any  action 
which  would  destroy  the  federation  concept. 

Dr.  Lewis  thanked  the  Council  for  its  support  of 
his  campaign  for  Trustee,  and  the  Council  wished  him 
well  in  the  forthcoming  election. 


DEPARTMENT  OF  HEALTH  EDUCATION 

Joint  Advisory  Committee  on  Sports  Medicine 

Mr.  Clinger  discussed  the  1979  Ohio  Outstanding 
Team  Physician  Awards. 

Committee  on  Health  Manpower 

The  relationship  of  the  Joint  Conference  Committee 
with  the  Ohio  Nurses  Association  and  the  Committee 
on  Health  Manpower  was  discussed.  It  was  determined 
that  the  Joint  Conference  Committee  is  a subcommittee 
of  the  Manpower  Committee. 


Communicable  Disease  Reporting 

Mr.  Clinger  presented  an  Ohio  Department  of  Health 
proposal  to  develop  a funded  study  by  OSMA  with 
regard  to  physician  reporting  of  communicable  diseases. 

He  submitted  the  results  of  the  discussions  of  the 
project  by  the  OSMA  Committees  on  Rural  Health  and 
School  Health. 

The  Council  approved  the  funded  study  providing 
details  of  the  arrangement  can  be  satisfactorily  developed 
and  concluded. 

DEPARTMENT  OF  STATE  AND 
FEDERAL  LEGISLATION 

Mr.  Mulgrew  discussed  pending  federal  legislation 
including  Senator  Long’s  “catastrophic”  bill  (S.  760) 
and  other  National  Health  Insurance  proposals. 

Also  reviewed  was  “Cost  Cap”  files  Health  Planning 
(HR  3917)  ; Drug  approval  process  testimony  by  Dr.  Ray 
Gifford  of  Cleveland ; The  Child  Health  Assessment 
Program  (S.  1204),  and  The  Clinical  Laboratory  Im- 
provement Act. 

Mr.  Ayish  reviewed  State  Legislation  as  follows: 
the  budget  bill,  and  the  fate  of  $20  million  additional 
“provider  money”  deleted  from  the  Medicaid  funding 
portion  of  the  legislation;  H.B.  16,  Physicians  Assistant 
bill;  H.B.  80,  Employee  Medical  Record  bill;  H.B.  244, 
Motorcycle  Helmet  Requirement  bill;  H.B.  158,  the  bill 
to  permit  use  of  certain  drugs  by  optometrists,  and  H.B. 
162,  to  permit  use  of  acupuncture  by  chiropractors  and 
others. 

The  Council  discussed  S.B.  184,  the  bill  that  permits 
on  a four-year  trial  basis,  use  of  marijuana  in  certain 
cases  by  cancer  and  glaucoma  patients  with  regulations 
to  be  developed  by  the  Ohio  Public  Health  Council.  The 
Council  voted  to  support  the  legislation  provided  that 
it  continues  to  contain  appropriate  medical  monitoring 
safeguards.  (Dissenting:  Drs.  Dorner,  Gaughan,  and  Yut) 

With  regard  to  H.B.  470,  to  increase  liquor  permit 
fees  and  to  appropriate  the  increase  for  alcoholism  edu- 
cation and  rehabilitation  programs,  the  Council  voted  to 
take  no  position  on  the  fee  increase  and  to  ask  the 
Governor  to  appoint  a Task  Force  on  Alcoholism  pursuant 
to  the  recommendations  of  the  OSMA  Committee  on 
Mental  Health. 

Dr.  Ford,  as  Chairman  of  the  Committee  on  State 
Legislation,  announced  a new  protocol  of  operation  for 
the  Committee  and  for  the  Department  of  State  and 
Federal  Legislation.  The  Council  approved  the  plan  as 
a progess  report. 

Jail  Project 

Mr.  Ayish  reported  that  the  AMA  Jail  project  has 
been  expanded  and  that  the  work  of  improving  medical 
care  in  prisons  and  jails  will  go  forward  this  year  on  a 
full-time  basis. 

The  Council  reaffirmed  support  of  the  Ohio  pro- 
gram. 
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COMMUNICATIONS  DEPARTMENT 

Ms.  Doll  announced  the  hiring  of  a Managing  Editor, 
Cheryl  Zaruba,  and  Editorial  Assistant,  Carol  Wiley,  for 
The  Ohio  State  Medical  Journal. 

The  Council  declined  to  accept  for  publication  a 
submission  of  editorial  matter  propounding  one  side  of 
a controversial  issue. 

Ms.  Mullinax  announced  the  following  awards  re- 
ceived by  OSMA  publications  and  articles: 

In  a contest  sponsored  by  the  Central  Ohio  Chapter 
of  Women  in  Communications,  Synergy  won  first  place 
as  best  newsletter.  In  the  same  contest,  Ms.  Doll  won  first 
place  in  the  category  of  Best  News/Feature  Story  for  an 
article  she  wrote  for  AMNews  called  “Putting  Facts  at 
Your  Fingertips,”  and  second  place  in  the  same  category 
for  an  article  she  wrote  for  the  OSMA  Journal  called, 
“Consumers  Role  in  Rising  Health  Care  Costs.” 

OHIO  STATE  MEDICAL  JOURNAL 

Mrs.  Porterfield  reported  on  the  results  of  a reader- 
ship  survey  conducted  by  the  Ohio  State  Medical  Journal. 

The  Council  reaffirmed  its  action  of  May  17,  com- 
mending Mrs.  Porterfield  on  the  excellence  of  the  Journal 
during  her  term  as  Executive  Editor. 

COUNCILOR  REPORTS 

The  Councilors  reported  on  the  activities  in  their 
districts. 

CONSTITUTION  AND  BYLAWS 

Amendments  to  the  Constitution  and  Bylaws  of  the 
Ashtabula  and  the  Jefferson  County  Medical  Societies 
were  approved. 

LEGAL  COUNSEL  REPORT 

Mr.  Pohlman  discussed  a number  of  legal  matters. 

OHIO  DIRECTOR  OF  HEALTH 

Dr.  Ackerman  submitted  an  Ohio  Department  of 
Health  report  “An  Analysis  of  the  Supply  and  Require- 
ments for  Primary  Care  Physicians’  Services  in  Ohio” 
(Barbara  J.  Cooke,  M.S.,  June  1979). 

He  asked  for  assistance  in  revising  the  Communicable 
Disease  Rules  of  the  Ohio  Public  Health  Council. 

Dr.  Ackerman  reported  that  he  is  working  with  the 
Academy  of  Medicine  of  Cleveland  to  determine  im- 
munization “follow-up”  in  the  Cleveland  area,  with  em- 
phasis on  “high-risk”  infants  and  children. 

He  discussed  gasoline  shortages  as  they  apply  to 
Ohio;  and  stated  that  if  serious  problems  develop,  he 
will  work  with  the  Governor  on  those  areas  having  to  do 
with  assuring  continuity  of  physicians’  services. 


A letter  dated  June  27,  1979  from  the  Ohio  Director 
of  Health,  concerning  the  Cooperative  Health  Statistics 
Systems  was  referred  by  the  Council  to  the  Committee  on 
Health  Manpower.  The  officers  were  authorized  to  act 
on  the  Committee’s  recommendations  due  to  time  con- 
straints. 

OHIO  STATE 

PHARMACEUTICAL  ASSOCIATION 

The  Council  discussed  a letter  of  May  10,  1979  from 
the  Ohio  State  Pharmaceutical  Association  requesting  a 
liaison  committee  to  discuss  areas  of  mutual  concern  be- 
tween the  professions  of  medicine  and  pharmacy.  A liai- 
son committee  was  approved  and  the  president  author- 
ized to  appoint  the  OSMA  representatives. 


TENTH  COUNCILOR  DISTRICT 

A communication  from  the  Tenth  Councilor  District 
with  regard  to  the  relationship  of  the  Council  and  the 
House  of  Delegates  was  received  and  filed. 

ATTEST:  Hart  F.  Page,  CAE 
Executive  Director 


PND 

for 

Post  Nasal  Drip 

Best  treatment 
for 

Nasopharynx  and  adjacent  tissue 

Two  (2)  cc  of  solution  in  mouth  allowed  to  flow 
to  pharynx  in  prone  position,  then  elevate  chin 
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Report  on  the  1979  Annual  Meeting 
of  the  American  Medical  Association 


July  22-26,  1979,  Chicago 

H.  William  Porterfield,  M.D.,  Delegate 
Linda  A.  Porterfield 


The  entire  Ohio  Delegation  to  the  American  Medical 
Association  participated  in  the  1979  Annual  Session  of  the 
AMA  House  of  Delegates,  with  the  exception  of  George 
N.  Bates,  M.D.,  Toledo,  who  was  absent  due  to  the  serious 
illness  of  his  wife.  The  Delegation  held  a preliminary 
organizational  meeting  on  Friday  afternoon,  July  20;  and 
on  the  21st  and  22nd  prior  to  the  opening  session  of  the 
House  of  Delegates,  they  interviewed  candidates  for  elec- 
tive offices  and  reviewed  the  246  resolutions  and  reports 
to  be  considered.  The  Candidate  Review  Committee  inter- 
viewed 37  individuals.  This  hard-working  committee  con- 
sists of  Richard  L.  Fulton,  M.D.,  Columbus,  chairman; 
John  J.  Gaughan,  M.D.,  Cleveland;  Robert  N.  Smith, 
M.D.,  Toledo;  and  C.  Douglass  Ford,  M.D.,  Toledo. 

From  Ohio’s  point  of  view,  the  highlight  of  the 
Thursday-morning  elections  was  the  success  of  W.  J. 
(Jack)  Lewis,  M.D.,  Dayton,  in  his  campaign  for  a seat 
on  the  AMA  Board  of  Trustees.  He  defeated  three  other 
outstanding  candidates  in  winning  the  two-year,  unex- 
pired term  of  Robert  B.  Hunter,  M.D.,  Washington,  who 
was  elected  president-elect. 

Ohio’s  other  victory  went  to  Ray  W.  Gifford,  Jr., 
M.D.,  Cleveland,  who  was  reelected  to  the  Council  on 
Scientific  Affairs. 

Hart  F.  Page,  C.A.E.,  OSMA  executive  director,  was 
installed  as  president  of  the  American  Association  of 
Medical  Society  Executives. 

Hoyt  D.  Gardner,  Jr.,  M.D.,  Louisville,  was  elevated 
to  the  position  of  President  of  the  American  Medical  Asso- 
ciation, succeeding  Tom  E.  Nesbitt,  M.D.,  Nashville.  Dr. 
Nesbitt  was  a most  effective  and  eloquent  spokesman  for 
medicine  during  his  year  in  office.  William  Y.  Rial,  M.D., 
Pennsylvania,  and  Flarrison  L.  Rogers,  Jr.,  M.D.,  Georgia, 
were  reelected  speaker  and  vice-speaker  of  the  House  of 
Delegates  respectively.  Additionally,  the  four  incumbent 
members  of  the  Board  of  Trustees  eligible  for  reelection 
were  returned  to  office. 

Ohio  was  honored  by  the  selection  of  William  A. 
Sodeman,  Sr.,  M.D.,  Toledo,  as  the  recipient  of  the 
American  Medical  Association’s  Distinguished  Service 
Award.  This  award  is  presented  annually  to  a physician  in 
recognition  of  his/her  scientific  achievements.  The  House 
of  Delegates  selects  the  recipient  from  three  nominees 
submitted  by  the  AMA  Board  of  Trustees. 

Dr.  Sodeman  has  been  president  of  both  the  Ameri- 
can College  of  Physicians  and  the  American  College  of 
Cardiology,  chairman  of  the  AMA  Council  on  Medical 
Education,  and  now  is  a delegate  to  the  AMA  from  the 


American  College  of  Cardiology.  His  faculty  appointments 
include  being  professor  and  head  of  the  Internal  Medi- 
cine/Preventive Medicine  Department  at  Tulane  Univer- 
sity School  of  Medicine  and  the  University  of  Missouri 
School  of  Medicine  and  dean  and  professor  of  medicine 
at  Jefferson  Medical  College  prior  to  his  current  appoint- 
ment as  clinical  professor  of  medicine  and  academic  advi- 
sor at  the  Medical  College  of  Ohio,  Toledo.  Among  his 
other  honors  are  membership  on  editorial  boards  of  nu- 
merous medical  journals,  including  current  appointments 
to  boards  of  the  publications  Clinical  Therapeutics  and 
Today’s  Clinician.  Ohio  joins  the  AMA  in  saluting  this 
outstanding  cardiologist. 

The  Delegation  met  Monday  through  Thursday  at 
7 AM  for  caucus  sessions  under  the  leadership  of  Delega- 
tion Chairman  Oscar  W.  Clarke,  M.D.,  Gallipolis.  In 
honor  of  Ohio’s  candidates,  hospitality  open  houses  were 
held  Sunday,  Monday,  and  Tuesday  evenings  in  the  Ohio 
Suite,  and  a luncheon  for  all  delegates  was  hosted  Tues- 
day. Special  commendation  should  be  given  to  Jerry  J. 
Campbell  of  the  OSMA  Staff  for  organization  and  man- 
agement of  these  successful  functions  and  coordination  of 
the  activities  of  the  Delegation. 

Following  reference  committee  hearings  on  Monday, 
July  23,  working  sessions  of  the  House  of  Delegates  were 
held  Tuesday,  Wednesday,  and  Thursday  morning.  The 
following  is  a summation  of  the  highlights  of  these  ex- 
tensive deliberations  and  actions. 

Amendments  to  Constitution  and  Bylaws 

Specialty  Representation. — The  Board  of  Trustees  is 
responsible  for  study  and  report  to  the  House  of  Delegates 
on  applications  for  delegate  representation  from  national 
medical  specialty  societies.  The  following  societies  were 
recommended  and  approved  for  certification  and  seating: 
American  College  for  Nuclear  Medicine  and  Society  of 
Thoracic  Surgeons.  Upon  recommendation  of  the  Board, 
the  applications  of  three  organizations  were  rejected  as 
they  did  not  meet  the  established  guidelines:  American 
College  of  Nuclear  Physicians,  American  Intraocular 
Implant  Society,  and  Joint  Council  on  Allergy  and  Immu- 
nology. The  House  also  requested  a moratorium  on  addi- 
tional specialty  organization  delegates  pending  further 
study  and  evaluation  of  the  specialty  representation  proce- 
dure. 

Principles  of  Medical  Ethics. — Following  the  1978  An- 
nual Meeting,  a special  committee  of  the  House  of  Dele- 
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gates  was  appointed  by  the  speaker  to  review  and  to  offer 
revisions  to  the  “Principles  of  Medical  Ethics”  of  the 
American  Medical  Association.  This  committee  spent 
many  hours  in  review  and  deliberation  and  submitted  an 
extensive  report.  Since  this  report  offered  areas  of  con- 
troversy, it  was  recommended  that  it  be  circulated  to  state 
medical  associations,  component  medical  societies,  and 
specialty  societies  for  study,  consideration,  and  possible 
revision.  A progress  report  is  to  be  offered  at  the  1979 
Interim  Meeting,  and  the  final  report  at  the  1980  Annual 
Meeting.  This  report  certainly  will  undergo  close  scrutiny 
and  evaluation  by  the  OSMA  and  its  House  of  Delegates. 

Chiropractic. — A report  from  the  Board  of  Trustees 
regarding  the  position  of  the  AMA  on  chiropractic  and 
the  relation  between  physicians  and  chiropractors  was 
approved.  The  report  states  in  part: 

The  American  Medical  Association  knows  of  no  scientific 
evidence  to  support  spinal  manipulation  and  adjustment  as 
appropriate  treatment  for  human  ailments  such  as  essential  hyper- 
tension, heart  disease,  stroke,  cancer,  diabetes  and  infections. 
Accordingly,  the  Association  will  continue  to  warn  the  public  of 
the  hazards  to  health  in  entrusting  the  diagnosis  and  treatment 
of  such  conditions  to  practitioners  who  rely  upon  the  theory  that 
all  disease  is  caused  by  misalignment  of  spinal  vertebrae  and  can 
be  cured  by  manual  manipulation  and  adjustment  of  the  spine. 

Chiropractors  disagree  on  the  extent  to  which  they  accept  or 
reject  traditional  chiropractic  doctrine.  Describing  chiropractic 
as  an  “unscientific  cult”  does  not,  however,  necessarily  mean  that 
everything  a chiropractor  may  do  when  acting  within  the  scope 
of  his  or  her  license  granted  by  the  state  is  without  therapeutic 
value,  nor  does  it  mean  that  all  chiropractors  should  be  equated 
with  cultists.  It  is  better  to  call  attention  to  the  limitations  of 
chiropractic  in  the  treatment  of  particular  ailments  than  to  label 
chiropractic  an  “unscientific  cult.” 

The  American  Medical  Association  reaffirms  that  a physi- 
cian should  at  all  times  practice  a method  of  healing  founded  on 
a scientific  basis.  A physician  may  refer  a patient  for  diagnostic 
or  therapeutic  services  to  another  physician,  a licensed  limited 
practitioner,  or  any  other  provider  of  health  care  services  per- 
mitted by  law  to  furnish  such  services,  whenever  the  physician 
believes  that  this  will  benefit  the  patient.  As  in  the  case  of 
referrals  to  physician  specialists,  referrals  to  limited  practitioners 
should  be  based  on  their  individual  competence  and  ability  to 
perform  the  services  needed  by  the  patient. 

Similarly,  the  American  Medical  Association  supports  the 
right  of  every  physician  to  choose  those  persons  whom  he  or  she 
will  accept  as  patients  and  also  to  exercise  his  or  her  choice  by 
the  terms  of  contractual  arrangements  with  other  physicians, 
medical  groups,  hospitals  or  other  institutions. 

In  light  of  the  highly  significant  litigation  involving 
the  AMA  and  chiropractic,  several  resolutions  addressed 
this  issue.  Since  there  are  many  defendants  and  this  is  a 
complex  case,  the  House  passed  the  following  resolution: 

RESOLVED,  That  the  House  of  Delegates  express  its  hope  that 
all  defendants  in  the  New  Jersey,  Wilk,  and  New  York  suits 
communicate  their  theories  of  defense  or  settlement  with 
each  other  and  continue  to  cooperate  in  a coordinated 
defense  on  behalf  of  all  of  the  interested  parties. 

Bioethics. — The  Ohio  resolution  regarding  bioethics  was 
adopted  and  referred  to  the  Board  of  Trustees  for  imple- 
mentation. This  resolution  reads  as  follows: 

RESOLVED,  That  the  American  Medical  Association  establish 
an  appropriate  body  to  concern  itself  with  Bioethics,  consist- 
ing of  a panel  of  medical  experts  from  which  appropriate 


representation  of  the  medical  profession  may  be  drawn  to 
serve  on  governmental  or  national  professional  panels  con- 
sidering the  ethical  implications  of  research  in  the  area  of 
recombinant  DNA  research,  human  genetic  engineering  and 
other  areas  of  medical  research. 

Medical  Service 

Fees. — The  House  approved  a resolution  requesting  the 
AMA  to  communicate  with  the  Department  of  Health, 
Education,  and  Welfare  (HEW)  seeking  reimbursement 
for  laboratory  tests  performed  in  physicians’  offices  on  an 
equitable  basis  rather  than  the  least  rate  paid  to  auto- 
mated laboratories  and  for  specimen  handling  fees. 

The  House  also  requested  that  the  AMA  make  the 
public  aware  of  Medicare  misrepresentation  of  the  rate  at 
which  physicians’  services  are  reimbursed.  Additionally, 
the  AMA  was  asked  to  investigate  this  misrepresentation 
and  to  seek  an  addendum  to  the  “Explanation  of  Benefits” 
regarding  Medicare  payments  and  actual  prevailing 
charges. 

The  reference  committee  also  noted  that  the  author- 
ity of  HEW  to  establish  dollar  limits  on  charges  without 
public  hearings,  as  in  CT-scanning  reimbursement,  is 
questionable  and  should  be  protested. 

The  Ohio  resolution  dealing  with  direct  patient  bill- 
ing was  modified.  The  1967  report  of  the  Board  of 
Trustees  regarding  direct  billing  under  Medicare  was 
restated,  recognizing  that  circumstances  in  individual 
cases  can  make  it  appropriate  for  physicians  to  use  other 
reimbursement  mechanisms  at  times.  This  provides  the 
more  flexible  system  needed  to  retain  the  physician-patient 
relationship. 

The  policy  of  usual,  customary,  or  reasonable  reim- 
bursement was  restated ; and  the  AMA  was  asked  to 
inform  the  Congress  and  HEW  of  this  policy.  The  House 
also  adopted  a resolution  urging  support  of  Current  Pro- 
cedural Terminology  and  opposing  ICD-9-CM  for  docu- 
menting and  reporting  physicians’  services. 

Health  Systems  Agencies. — Federal  funding  for  HSAs 
was  addressed,  and  the  House  asked  the  AMA  to  seek 
elimination  or  drastic  reduction  of  HSA  funding  as  exists 
under  Public  Law  93-641.  Additionally,  the  House  re- 
quested that  constituent  state  medical  associations  and 
component  county  medical  societies  urge  physicians  to 
express  this  view  in  a positive  manner  to  all  members  of 
the  Congress  of  the  United  States. 

The  House  also  approved  the  following: 

RESOLVED,  That  the  American  Medical  Association  (a)  work 
to  amend  health  planning  legislation  to  require  Health 
Systems  Agencies  (HSAs)  to  solicit  and  utilize  any  regional 
plans  developed  by  providers,  and  (b)  seek  new  legislation, 
including  a proposal  for  repeal,  to  develop  a more  rational 
alternative  program  for  accomplishing  cooperative  long- 
range  institutional  planning;  and  be  it  further 
RESOLVED,  That  the  AMA  continue  to  work  aggressively  with 
health  planners  to  promote  responsible  health  planning  and 
resources  development  programs. 

The  concern  over  dictatorial  health  planning  from 
the  top  was  addressed,  and  the  House  requested  the  AMA 
to  seek  increased  roles  for  medical  societies  and  physicians 
at  the  local  level. 
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Miscellaneous. — A resolution  directed  at  comparative 
costs  of  health  care  in  federal  and  private  hospitals  was 
approved,  and  the  House  urged  that  a study  be  conducted 
to  monitor  federal  cost  escalation  trends  particularly  in 
light  of  current  cost-containment  efforts  in  the  private 
sector. 

The  House  passed  a substitute  resolution  regarding 
payment  by  third-party  payors  for  reconstructive  surgery 
of  the  breast  to  correct  deformities.  The  resolution  stated 
that  . . reconstruction  of  the  breast  for  rehabilitation  of 
the  post-mastectomy  cancer  patient  should  be  considered 
reconstructive  surgery  rather  than  aesthetic  surgery.” 
Additionally,  the  problem  of  returning  patients  to 
their  jobs  was  addressed  by  the  occupational  medicine 
delegates.  The  House  approved  the  following: 

RESOLVED,  That  the  American  Medical  Association  encourage 
physicians  everywhere  to  advise  their  patients  to  return  to 
work  at  the  earliest  date  compatible  with  health  and  safety, 
and  to  cooperate  with  employers  in  identifying  temporary, 
part-time  or  full-time  work  within  the  medical  capability  of 
each  convalescing  patient. 

Legislation 

O phthalmology-O ptometry  Services. — Opposition  to  na- 
tional legislation  equating  services  of  ophthalmologists  and 
optometrists  under  Part  B of  the  Medicare  Act  was 
addressed  in  a resolution  which  was  modified  by  the 
House  of  Delegates.  The  final  action  stated : 

That  the  Association  reaffirm  its  policy  concerning  the 
expansion  of  eye  care  benefits  under  medicare,  including  opposi- 
tion to  Section  36  of  S.  505,  to  H.R.  2020  and  to  Section  9 of 
R.H.  3990  . . . and  that  this  position  be  conveyed  to  the  appro- 
priate officials  of  the  Congress.  . . . 

The  AMA  already  has  submitted  a statement  to 
Senator  Long,  Chairman  of  the  Senate  Finance  Commit- 
tee, concerning  objections  to  Section  36  of  S.  505  and  is 
preparing  comments  on  H.R.  3990. 

Cost  Containment. — The  issue  of  health-care  cost  con- 
tainment versus  inflation  was  addressed  in  a resolution 
from  Tennessee.  The  resolution  sought  recognition  from 
the  Administration  and  Congress  of  the  effectiveness  of 
the  voluntary  health-care  cost-containment  effort  as  op- 
posed to  arbitrary,  unworkable,  and  ineffective  regulatory 
government  price  controls.  In  addition,  the  Administra- 
tion and  the  Congress  were  urged  to  reduce  inflation  by 
eliminating  the  recognized  prime  causes — deficit  govern- 
ment budgeting  and  excessive  government  spending  and 
debauchment  of  our  currency. 

The  AMA  has  been  highly  active  and  visible  in 
opposing  the  Administration’s  hospital  cost  containment 
legislation  as  this  would  result  in  deterioration  of  quality 
care. 

Teaching  Hospitals. — The  Ohio  resolution  regarding 
federal  discrimination  against  teaching  hospitals  was 
adopted.  This  resolution  calls  upon  the  AMA  to  strongly 
oppose  federal  efforts  to  implement  Section  227  of  P.L. 
92-603,  Social  Security  Amendments  of  1972,  which  pro- 
vides for  differential  payment  for  the  services  of  physicians 
in  teaching  hospitals,  and  to  introduce  and  to  encourage 


passage  of  legislation  to  repeal  Section  227  in  order  to 
eliminate  or  to  reduce  the  inequity  of  differential  pay- 
ments for  services  rendered  by  physicians  in  teaching 
hospitals. 

Section  227  has  generated  great  concern  regarding 
its  impact  on  medical  education  and  the  quality  of  ser- 
vices in  teaching  hospitals.  However,  Congress  has  delayed 
its  implementation  in  recognition  of  the  severe  adverse 
impact  the  Section  would  have.  There  is  no  longer  a 
moratorium  concerning  implementation,  but  there  are 
bills  in  Congress  to  further  this  delay.  The  House  of 
Delegates  believes  that  repeal  efforts  should  be  continued. 

National  Health  Insurance. — Reports  N and  XX  of  the 
Board  of  Trustees  were  adopted  by  the  House  along  with 
reaffirmation  of  Resolution  62  (Interim  1978),  which 
outlined  the  parameters  of  national  health  insurance 
legislation  within  which  the  AMA  would  function. 

Report  N details  the  activities  undertaken  by  the 
Board  of  Trustees,  Council  on  Medical  Service,  and 
Council  on  Legislation  and  describes  implementation  of 
Resolution  62.  It  also  describes  activities  of  the  Adminis- 
tration and  the  Congress  relating  to  national  health  insur- 
ance. 

Report  XX  updates  the  House  on  related  activities 
which  have  occurred  since  Report  N was  prepared  and 
distributed.  It  concludes  with  a request  from  the  Board 
and  the  Councils  that  the  House  concur  with  the  imple- 
mentation of  Resolution  62,  including  the  need  for  the 
AMA  to  play  an  active  role  in  further  Congressional  con- 
sideration of  national  health  insurance. 

The  Board  of  Trustees  is  to  be  commended  for  its 
frequent  and  candid  communications  with  the  members 
of  the  House  of  Delegates  and  officers  and  officials  of 
state,  county,  and  specialty  associations.  The  reference 
committee  took  note  that  the  Board  forthrightly  has  indi- 
cated that  it  has  not  prepared  and  has  no  intention  of 
preparing  legislation  on  national  health  insurance.  It  has 
responded  properly  to  legislative  initiative  by  others  in 
order  to  infuse  into  Congressional  deliberations  the  prin- 
ciples adopted  by  the  House  of  Delegates.  Failure  to  do  so 
could  have  serious  ramifications  for  health  care. 

The  Board  has  not  endorsed  any  legislation  of  the 
Congress  and  specifically  voiced  strong  objection  to  pro- 
posals not  consistent  with  Resolution  62.  The  American 
Medical  Association  has  not,  and  does  not,  support  any 
program  of  legislation  to  nationalize  or  to  socialize  the 
health  care  system  of  this  country;  and  the  Board  of 
Trustees  expressed  its  strong  commitment  to  this  position. 

The  House  also  endorsed  continued  education  of  the 
public  in  the  matter  of  national  health  insurance. 

Federal  T rade  Commission. — Several  resolutions  ad- 
dressed the  issue  of  the  Federal  Trade  Commission’s 
(FTC)  intrusion  into  the  health  care  field  and  the  need 
to  support  legislation  to  restrict  the  activities  of  the  FTC. 
The  delegates  approved  the  following  resolution : 

RESOLVED,  That  the  House  of  Delegates  request  the  Board  of 
Trustees  to  closely  monitor  the  activities  of  the  FTC  as  they 
related  to  health  care  and  the  medical  profession  and  to 
initiate  and  support  remedial  legislation  where  advisable. 
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On  May  3,  1979,  the  staff  of  the  FTC  recommended: 
“that  the  Commission  open  a rulemaking  proceeding  to 
look  at  whether  the  medical  profession’s  control  of  Blue 
Shield  and  other  similar  plans  violates  federal  antitrust 
laws.”  The  staff  plans  a series  of  hearings  culminating  in 
a proposal  to  the  Commission  that  they  hope  will  result  in 
an  antitrust  rule  markedly  limiting  the  participation  of 
physicians  on  Blue  Shield  boards  and  boards  of  open- 
panel  health  maintenance  organizations  (HMOs)  and 
(independent  practice  associations  [ I P As] ) . This,  of 
course,  would  defeat  the  purpose  of  a physician-controlled 
health  care  program  intended  to  contain  costs  through 
medical  management.  Physician  groups  interested  in  open- 
panel  health  care  plans  need  to  understand  the  impor- 
tance of  testifying  during  the  hearing  process  since  any 
appeal  filed  after  the  issuance  of  an  FTC  rule  must  be 
based  on  the  facts  submitted  during  the  testimony  period. 

Resolutions  addressing  this  issue  were  approved  and 
referred  to  the  Board  of  Trustees  for  implementation. 

Medical  Education 

Continuing  Education. — The  Flouse  of  Delegates  passed 
a resolution  that  urged  continuing  physician  education  at 
a reasonable  cost.  State  societies  were  asked  to  inform 
physicians  of  quality  programs  available  at  such  cost. 
Additionally,  the  Board  of  Trustees  was  asked  in  another 
resolution  to  fund  development  of  effective  self-assessment 
programs. 

Report  JJ  of  the  Board  of  Trustees,  regarding  accred- 
itation of  continuing  medical  education,  and  Report  I of 
the  Council  on  Medical  Education,  regarding  the  role  of 
the  AMA  in  the  accreditation  of  medical  education,  called 
for  withdrawal  by  the  AMA  from  the  Liaison  Committee 
on  Continuing  Medical  Education  (LCCME).  Both  re- 
ports and  testimony  before  the  reference  committee  pre- 
sented sufficient  evidence  of  the  lack  of  sensitivity  on  the 
part  of  some  of  the  sponsoring  organizations  of  the 
LCCME  to  the  needs  of  the  practicing  physician  and 
lack  of  responsiveness  to  the  needs  and  interests  of  the 
medical  profession  and  the  public. 

Therefore,  these  reports  recommended  the  withdrawal 
of  the  AMA  from  the  LCCME,  and  the  Flouse  of  Dele- 
gates concurred.  This  action  placed  the  AMA  back  in  the 
posture  of  granting  approval  for  continuing  medical  edu- 
cation on  a statewide  basis  in  conjunction  with  the  various 
state  associations  and  following  the  AMA  guidelines. 

Undergraduate  Education. — Considerable  concern  was 
expressed  regarding  the  teaching  of  medical  economics  in 
medical  schools.  The  Flouse  adopted  the  following: 

RESOLVED,  That  the  AMA  adopt  and  help  implement  the 
principle  that  all  American  medical  schools  include  in  the 
curriculum  appropriate  instruction  in  medical  economics, 
designed  as  preparation  for  the  practice  of  health  care 
delivery  including  cost  containment,  and  an  understanding 
of  the  functions  of  organized  medicine  in  safeguarding  the 
interests  of  patients  and  discharging  the  obligations  of  the 
medical  profession;  and  be  it  further 
RESOLVED,  That  the  AMA  adopt  and  help  expedite  the  prin- 
ciple that  appropriate  instruction  in  medical  economics  be 
included  in  graduate  training  programs. 


The  House  also  endorsed  a resolution  calling  for 
broader  rotation  during  the  first  year  of  graduate  training 
through  the  major  field  of  medicine  and  surgery,  and 
asked  that  this  action  be  transmitted  to  the  Liaison  Com- 
mittee on  Graduate  Medical  Education  for  consideration. 

Eicensing. — The  House  took  a stand  against  medical 
licensing  laws  “that  define  medical  specialty  practice  and 
limit  a physician’s  practice  by  specialty,”  and  asked  that 
this  action  be  communicated  to  the  state  medical  societies. 

Hospital  Relations 

The  issue  of  discrimination  in  hospital  privileges  in 
jurisdictional  disputes  among  medical  specialists  was  ad- 
dressed, and  the  House  passed  the  following: 

RESOLVED,  That  granting  privileges  in  a recognized  medical 
specialty  or  specialties  should  imply  competence  in  those 
procedures  generally  recognized  as  being  within  the  scope 
of  that  specialty  or  specialties  without  the  need  for  the 
medical  staff  to  paraphrase  in  whole  or  in  part  the  limita- 
tions of  that  specialty;  and  be  it  further 
RESOLVED,  That  a medical  staff,  when  it  believes  such  action 
appropriate  to  best  serve  the  interest  of  the  public  and  with 
reason  may  extend  or  restrict  staff  member’s  privileges  with 
or  without  the  approval  or  request  of  the  staff  member, 
subject  to  due  process,  and  be  it  further 
RESOLVED,  That  when  any  member  of  the  medical  staff  has 
demonstrated  his  competence  by  his  past  record  of  training 
and  experience,  and  the  medical  staff  believes  he  is  capable 
of  performing  in  the  same  competent  manner  in  the  future, 
great  care  should  be  exercised  by  the  medical  staff  in  setting 
a policy  for  delineation  of  privileges,  that  the  policy  does  not 
make  any  member  hesitant  to  perform  procedures  for  which 
he  is  qualified  through  fear  of  malpractice  suit  for  failure  to 
conform  to  that  policy  and  be  it  further 
RESOLVED,  That  the  American  Medical  Association  repre- 
sentatives to  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals be  guided  by  this  policy  when  formulating  guidelines 
for  medical  staff  Bylaws;  and  be  it  further 
RESOLVED,  That  the  AMA  representatives  to  the  JCAH  be 
guided  by  this  policy  in  forming  JCAH  policy  on  delineation 
of  privileges  for  members  of  the  medical  staffs. 

Concern  over  hospital  cost  control  and  appropriate 
representation  of  medical  staff  members  on  the  controlling 
bodies  of  hospitals  was  addressed.  Numerous  mechanisms 
exist  for  medical  staffs  to  have  effective  input  into  deci- 
sions concerning  hospital  services  and  programs,  and  it 
was  felt  inappropriate  to  seek  legislation  to  mandate 
medical  staff  relationships  with  hospitals.  The  House 
believed  that  the  individual  medical  staffs  must  take  the 
initiative  to  use  those  mechanisms  available. 

Liability  Insurance. — The  concern  over  mandatory  medi- 
cal liability  insurance  as  a requirement  for  hospital  staff 
appointment  was  discussed  extensively.  It  was  learned 
that  the  American  Hospital  Association  has  no  official 
policy  on  this  situation,  and  pertinent  language  in  the 
“Joint  Commission  on  Hospital  Accreditation  Standards” 
will  be  deleted  from  the  1980  edition  of  the  Accreditation 
Manual  for  Hospitals. 

It  is  the  position  of  the  AMA  that  the  individual 
hospital  staff  should  make  the  determination  as  to 
whether  mandatory  coverage  is  to  be  one  of  the  criteria 
for  staff  membership.  Because  some  hospitals  “go  bare” 
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while  placing  a mandatory  requirement  for  liability  in- 
surance on  the  medical  staff,  it  was  noted  that  if  mem- 
bers of  the  medical  staff  had  to  maintain  coverage,  the 
hospital  should  abide  by  a similar  requirement. 

Accreditation. — The  House  approved  a resolution  re- 
questing that  the  period  for  accreditation  be  extended  to 
three  years.  Efforts  will  be  made  through  the  Joint  Com- 
mission on  the  Accreditation  of  Hospitals  to  expand  this 
period  from  the  existing  two  years. 

Miscellaneous. — The  ever-present  problem  of  admitting 
Medicare  patients  to  acute-care  hospitals  before  skilled 
nursing  facilities  can  be  used  was  addressed.  The  House 
adopted  the  following  resolution : 

RESOLVED,  That  the  AMA  continue  to  seek  legislation  to 
change  Title  18  of  the  Medicare  Law  to  allow  direct  admis- 
sion to  skilled  nursing  facilities  without  the  added  expense  of 
being  admitted  for  three  days  to  an  acute  care  hospital. 

Another  resolution  concerned  who  is  to  use  the  sec- 
tion “doctor  progress  notes”  in  hospital  patient  records, 
since  allied  health  personnel  in  some  institutions  are  using 
this  area  for  notations  more  frequently.  The  House  ap- 
proved the  following: 

RESOLVED,  That  the  American  Medical  Association  go  on 
record  as  favoring  the  position  that,  if  a given  hospital 
medical  staff  so  chooses,  only  physicians,  medical  students,  or 
physician-employed  extenders  place  notes  in  the  section 
specified  as  “Doctor  Progress  Notes,”  and  all  other  notes  be 
placed  in  the  other  areas  of  the  chart  as  specified  by  the 
hospital  medical  staff  and  administration  as  appropriate,  and 
be  it  further 

RESOLVED,  That  the  American  Medical  Association  call  upon 
the  Joint  Commission  on  Accreditation  of  Hospitals  to 
clarify  their  standards  and  control  their  survey  teams’  sug- 
gestions in  conformity  with  this  resolution. 

Scientific  Affairs 

For  the  first  time,  the  Council  on  Scientific  Affairs 
has  addressed  a specific  medical  management  problem  by 
outlining  the  current  indication  for  aorto-coronary  bypass 
graft  surgery.  The  history  of  the  procedure  and  indications 
and  contraindications  for  the  operation  are  outlined  in 
this  detailed  and  well-considered  five-page  report.  It  is 
anticipated  that  the  Council  on  Scientific  Affairs  will 
address  other  medical-care  issues  with  in-depth  review  and 
reporting. 

The  ever-present  issue  of  smoking  and  health  was 
addressed  in  several  resolutions,  some  directed  toward  the 
problem  of  subsidies  for  the  tobacco  industry  and  others 
toward  television  advertising.  Report  C of  the  Council  on 
Scientific  Affairs  reviewed  the  scientific  evidence  and  past 
actions  of  the  AMA  with  respect  to  smoking  and  health. 
It  urges  additional  AMA  education  programs  to  assist 
physicians,  medical  societies,  and  consumers  in  discour- 
aging the  smoking  habit. 

The  House  also  adopted  the  following  resolution : 

RESOLVED,  That  the  American  Medical  Association  commend 
those  publications  that  have  refused  to  accept  tobacco 
advertisements  and  so  inform  the  membership. 


The  issue  of  nuclear  safety  and  nuclear  energy  was 
discussed,  and  it  was  obvious  that  polarization  had  oc- 
curred regarding  the  “pros”  and  “cons”  of  nuclear  power 
generation.  The  House  acted  by  approving: 

RESOLVED,  That  the  American  Medical  Association  continue 
to  monitor  studies  of  the  inherent  safety  of  nuclear  power 
and  initiate  model  legislative  action  through  the  state  soci- 
eties to  allow  safe  disposal  of  low-level  medical  radioactive 
waste  products  within  their  borders. 

Fiscal  Report 

As  submitted  by  Arthur  Young  and  Company,  the 
auditor’s  report  for  the  fiscal  year  ending  November  30, 
1978  was  reviewed.  In  1979,  the  AMA  is  operating  on  a 
budget  of  $55,559,000  and  is  in  current  good  fiscal 
condition.  In  1974,  the  AMA’s  liquid  reserves  were  a 
deficit  of  $2,347,000;  and  as  of  May  31,  1979,  these 
reserves  had  grown  “in  the  black”  to  $26,925,000.  This 
restoration  of  reserve  was  accomplished  through  excellent 
fiscal  management  by  the  Executive  Vice  President,  staff, 
and  Board  of  Trustees  and  additional  income  from  the 
increase  in  dues. 

However,  as  predicted  last  year  and  confirmed  dur- 
ing this  meeting,  the  House  of  Delegates  should  expect  to 
be  asked  to  consider  an  increase  in  dues  during  the  1980 
Annual  Meeting.  This  increase  would  be  instituted  in 
1981.  It  is  imperative  that  every  practicing  physician  be  a 
member  of  the  AMA,  since  each  is  achieving  the  same  end 
results  and  benefits  of  the  preservation  of  practice. 

The  Council  on  Long  Range  Planning  and  Develop- 
ment provided  a lengthy  report  along  with  reports  from 
the  Board  of  Trustees  which  addressed  the  issue  of  future 
growth  and  development  of  the  AMA.  The  House  en- 
dorsed the  action  that  “the  AMA  strive  to  become  the 
umbrella  organization  for  all  physician  organizations.” 

A pilot  study  of  direct-membership  solicitation  by  the 
AMA  will  be  undertaken  in  conjunction  with  several 
states. 

James  H.  Sammons,  M.D.,  executive  vice  president, 
filed  a report  with  the  House  reviewing  a wide  variety  of 
the  AMA’s  problems;  and  the  House  commended  him  for 
his  outstanding  service  to  the  Association. 

President  Tom  E.  Nesbitt,  M.D.,  was  honored  for 
his  outstanding  leadership  during  this  critical  time.  Dr. 
Nesbitt’s  presidential  address  was  highlighted  by  his 
conclusion,  in  which  he  stated : “Every  physician  must 
recognize  that  the  AMA  exists  because  there  is  work  to 
be  done.” 

Miscellaneous  Business 

Fee  Review. — The  problem  of  government  action  which 
precludes  medical  societies  from  participating  in  the  re- 
view of  claims  concerning  excessive  fees  is  contrary  to  the 
public  interest  and  cost  containment.  This  matter  was 
discussed,  and  the  House  took  the  following  action: 

RESOLVED,  That  the  American  Medical  Association  seek  legis- 
lation which  would  permit  constituent  medical  societies  of 
the  AMA  to  review  the  reasonableness  of  physicians’  charges 
to  protect  the  public;  and  be  it  further 
RESOLVED,  That  the  American  Medical  Association  seek  legis- 
lation if  necessary  to  protect  the  role  of  constituent  and 
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component  medical  societies  in  the  discipline  of  members 
who  charge  excessive  fees  or  exploit  their  patients. 

Medical  Records. — Concern  about  the  privacy  of  medical 
records  and  patient  knowledge  of  the  extent  to  which 
such  privacy  is  compromised  was  discussed.  Existing  AMA 
policy  favors  state  rather  than  federal  legislation  on  this 
subject.  Therefore,  the  following  action  was  taken : 

RESOLVED,  That  the  AMA  continue  its  efforts  to  insure  the 
confidentiality  of  information  on  medical  records  by  encour- 
aging consideration  of  the  AMA  model  state  legislation  on 
this  subject  and  by  other  appropriate  means. 

Second  Opinion  Surgical  Consultantion. — The  policy 
on  second  opinion  surgical  consultation  programs  was 
adopted  by  the  House  of  Delegates  at  the  1978  Interim 
session.  This  policy  was  restated  as  follows: 

Recognizing  that  the  advisability  of  surgery  or  other  specific 
therapy  can  be  a matter  of  opinion,  the  House  of  Delegates  of  the 
American  Medical  Association  ( 1 ) reaffirms  the  right  of  a 
patient  or  a physician  to  seek  a second  opinion  freely  from  any 
physician  of  his/her  choice;  (2)  opposes  the  concept  of  manda- 
tory second  opinions  or  the  imposition  of  financial  penalties  by  a 
third  party  payor  for  not  obtaining  a second  opinion;  and  (3) 
supports  the  concept  that  when  a second  opinion  is  required  by  a 
third  party,  that  the  second  opinion  should  be  at  no  cost  to  the 
patient. 

Liability.- — Medical  professional  liability  was  addressed  in 
Report  O from  the  Board  of  Trustees,  which  notes  that 
there  is  lack  of  solid  evidence  that  many  of  the  factors 
which  triggered  the  1975  crisis  have  dissipated  or  that 
remedial  measures  are  proving  effective.  The  reference 
committee  felt  that  the  AMA  has  been  extremely  helpful 
to  the  membership  in  the  the  area  of  professional  liability 


especially  with  the  timely  formation  of  its  reinsurance 
company,  AMACO. 

AMA-ERF. — The  report  of  the  American  Medical  Asso- 
ciation Education  and  Research  Foundation  was  filed 
with  appreciation  expressed  to  the  AMA  and  its  Auxiliary 
for  their  efforts.  Continued  physician  support  of  this  pro- 
gram is  essential,  particularly  in  the  area  of  the  student 
loan  guarantee  program. 

Conclusion 

This  report  summarizes  the  highlights  of  the  1979 
Annual  Meeting  of  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association.  Additional  information  may  be 
obtained  from  the  individual  members  of  the  Ohio  Dele- 
gation or  the  OSMA  Headquarters  Office. 

This  report  is  submitted  for  the  Ohio  Delegation : 

Delegates:  Oscar  W.  Clarke,  M.D.,  Gallipolis,  chair- 
man; Robert  N.  Smith,  M.D.,  Toledo,  vice-chairman; 
John  E.  Albers,  M.D.,  Cincinnati;  George  N.  Bates,  M.D., 
Toledo;  Jerry  L.  Hammon,  M.D.,  West  Milton;  W.  J. 
Lewis,  M.D.,  Dayton;  H.  William  Porterfield,  M.D., 
Columbus;  P.  John  Robechek,  M.D.,  Cleveland;  and  Jack 
Schreiber,  M.D.,  Canfield. 

Alternate  Delegates:  iTheodore  J.  Castele,  M.D., 
Cleveland;  Alford  C.  Diller,  M.D.,  Van  Wert;  Stewart  B. 
Dunsker,  M.D.,  Cincinnati;  C.  Douglass  Ford,  M.D., 
Toledo;  Richard  L.  Fulton,  M.D.,  Columbus;  John  J. 
Gaughan,  M.D.,  Cleveland;  Edward  E.  Grable,  M.D. 
Canton;  B.  Leslie  Huffman,  Jr.,  M.D.,  Maumee;  and 
Robert  G.  Thomas,  M.D.,  Elyria. 
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STATE  & FEDERAL  LEGISLATIVE 


Optometry  Bill  Moves 
Toward  Committee  Vote 

The  Ohio  Legislature  is  continuing  consideration  of 
House  Bill  158  (Orlett-D,  Dayton),  the  bill  permitting 
nonmedically  trained  optometrists  to  administer  “diag- 
nostic pharmaceutical  agents”  and  diagnose  disease.  This 
legislation  is  opposed  based  upon  OSMA  House  of 
Delegates  Resolution  58-77.  Last  session  personal  contacts 
by  individual  physicians  of  all  specialties  convinced  Gover- 
nor James  A.  Rhodes  to  veto  the  same  optometry  bill.  The 
Ohio  Optometric  Association’s  members  are  expanding 
their  efforts  to  enact  HB  158.  Increased  effort  to  pass  the 
optometry  bill  demands  physician  activity. 

Although  a number  of  our  concerns  have  been  ad- 
dressed during  the  past  two  years  of  discussions  with  the 
proponents  of  the  legislation,  the  OSMA  continues  to 
oppose  House  Bill  158  for  the  following  reasons: 

( 1 ) It  does  not  require  an  optometrist  to  refer  a 
patient  to  an  appropriate  medical  specialist  when  he 
suspects  the  possibility  of  a pathological  condition  he 
cannot  treat. 

(2)  House  Bill  158  does  not  mandate  an  adequate 
clinical  training  period  with  medical  supervision  so  that 
the  optometrist  has  experience  in  evaluating  the  eye  to 
recognize  the  presence  or  absence  of  disease. 

(3)  The  bill  does  not  permit  an  adequate  involve- 
ment by  the  Ohio  State  Medical  Board  in  the  develop- 
ment of  the  classroom  and  clinical  training  prior  to  op- 
tometrists being  permitted  to  utilize  drugs  and  diagnose 
disease. 

Physicians  of  all  specialties  need  to  contact  their 
local  legislators  and  Governor  Rhodes  to  indicate  that  the 
OSMA  continues  to  oppose  HB  158.  OSMA  members 
should  explain  the  complexities  of  diagnosing  disease  and 
the  induction  of  drugs  into  the  body,  to  their  legislators. 
If  physicians  fail  to  communicate  with  local  legislators, 
House  Bill  158  will  become  law.  Physician  contacts  will  be 
the  deciding  factor. 

Hospital  Cost  Containment 
Mandates  Introduced 

The  Senate  Elections,  Financial  Institutions,  and 
Insurance  Committee  started  hearings  on  Senate  Bill  231 


( Valiquette,  D-Toledo) . This  Bill  establishes  specific 
requirements  for  Blue  Cross  to  “assure  that  hospitals 
eliminate  unnecessary  services  and  inappropriate  utiliza- 
tion.” SB  231  and  an  identical  bill,  HB  700  (Eckart,  D- 
Cleveland),  were  drafted  by  the  office  of  Attorney  Gen- 
eral William  J.  Brown. 

Asserting  that  hospital  service  associations  have  failed 
to  achieve  definite  cost  containment  results  through  pro- 
vider contracts,  the  sponsors  maintain  that  the  provisions 
of  SB  231  and  HB  700  are  fundamental  to  health  care 
cost  containment  in  Ohio.  The  bills  would  require  Blue 
Cross  to  provide  monetary  “incentives  and  disincentives” 
in  provider  contracts  to  achieve  cost  containment  results. 
These  incentives  would  be  designed  to  promote  elimina- 
tion of  unnecessary  services,  sound  management  practices 
within  the  hospital,  alternative  forms  of  health  care 
delivery,  effective  utilization  review  of  inpatient  services, 
and  reimbursement  of  the  hospital  on  a prospective  basis 
according  to  a budget  established  in  advance. 

The  bills  would  permit  any  individual  subscriber  to 
appeal  rates  granted  by  the  Insurance  Department  directly 
to  the  Ohio  Supreme  Court.  In  addition,  Blue  Cross 
would  be  required  to  protect  its  subscribers  from  personal 
liability  for  services  received  at  a hospital  if  those  services 
are  judged  “unnecessary  or  inappropriate.”  The  bills 
would  mandate  the  use  of  inpatient  services  review  by 
persons  employed  by  Blue  Cross,  a medical  foundation, 
PSRO  by  contract,  in  addition  to  the  hospital’s  own 
Utilization  Review  Committee. 

SB  231  will  be  referred  to  subcommittee  for  further 
consideration. 


JUA  Extension  Introduced 

Senate  Bill  271  (Mahoney  D-Springfield)  was  intro- 
duced September  12,  1979.  The  bill  extends  the  Joint 
Underwriting  Association  (JUA)  for  a period  of  one  year, 
from  December  31,  1980,  to  December  31,  1981.  This 
revision  would  permit  JUA  to  write  policies  for  coverage 
until  January  1982. 

The  current  $40  million  cap  on  the  Stabilization 
Reserve  Fund  (SRF),  would  be  lowered  to  $30  million. 
Under  existing  law,  once  the  cap  is  reached,  the  Super- 
intendent of  Insurance  is  permitted  to  reduce  or  eliminate 
the  surcharge  to  JUA  policyholders.  The  bill  contains 
language  that  would  permit  the  Superintendent,  in  the 
event  the  SRF  drops  below  $30  million,  to  increase  the 
surcharge  levied  against  physician  policyholders  in  an 
amount  not  to  exceed  the  current  SRF  charge  (a  maxi- 
mum of  $5,000  for  primary  or  primary  and  excess  cover- 
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age,  100%  of  premium,  and  $750  for  excess  coverage,  and  establish  a foundation  for  universal,  comprehensive 
25%  of  premium).  national  health  insurance. 


The  sponsor  of  the  legislation,  Senator  John  Maho- 
ney, has  indicated  that  at  least  two  corrective  amendments 
will  be  offered  before  the  Senate  Insurance,  Election  and 
Financial  Institutions  Committee.  The  first  will  reduce 
the  cap  on  the  SRF  fund  to  $10  million.  This  would 
insure  that  SRF  funds  will  be  returned  to  the  physicians 
who  have  paid  into  SRF.  The  second  amendment  will 
increase  the  representation  of  medical  doctors  on  the  SRF 
Board  of  Directors. 


FEDERAL 


Kennedy  Introduces  NHI  Bill 

On  September  6,  Senator  Edward  Kennedy  (D- 
Mass. ),  chairman  of  the  Human  Resources  Health  Sub- 
committee, introduced  S 1720,  the  “Health  Care  For  All 
Americans  Act.”  Republican  Henry  Waxman  (D-Calif. ), 
chairman  of  the  House  Commerce  Health  Subcommittee, 
introduced  the  companion  bill,  HR  5191,  the  same  day. 

Hearings  on  the  proposal  are  expected  before  the  end 
of  this  session  of  Congress. 

Kennedy’s  proposal  includes  the  following  provisions: 
( 1 ) federal  administration  and  control  through  a National 
Health  Board;  (2)  use  of  private  insurance  under  close 
federal  regulation;  (3)  negotiated  fee  schedules  for  phy- 
sician reimbursement;  (4)  financing  through  a combina- 
tion of  payroll  taxes,  premiums,  state  and  federal  pay- 
ments, Medicare  taxes,  and  general  revenues;  (5)  Medi- 
care coverage  for  the  elderly  would  continue  and  be 
upgraded;  (6)  all  employers  would  have  to  offer  coverage 
for  their  employees;  and  (7)  annual  federal  and  state 
health  budgets  would  be  set  to  limit  total  health  care 
expenditures. 


Carter’s  NHI  Plan 
Heads  for  Congress 

The  AMA  and  the  OSMA  learned  specific  details  of 
the  Administration’s  limited  national  health  insurance 
plan  which  is  expected  to  be  sent  to  Congress  soon.  The 
bill’s  general  purpose  will  be  to  create  a national  program 
of  protection  against  catastrophic  medical  expenses,  ex- 
pand medical  coverage  under  Medicare  and  Medicaid, 


The  National  Health  Plan,  which  would  take  effect 
on  October  1,  1982,  consists  of  three  major  components: 
( 1 ) HealthCare,  a new  federal  insurance  program  pro- 
viding coverage  for  the  aged,  blind,  disabled,  poor,  and 
others  unable  to  purchase  coverage  in  the  private  sector 
or  who  have  exceptional  medical  expenses;  (2)  Employer 
Guaranteed  Insurance,  requiring  employers  to  provide  all 
full-time  employees  and  their  dependents  with  insurance 
protection  meeting  uniform  federal  standards;  and  (3) 
Health  Systems  Reform,  initiatives  designed  to  impose 
hospital  capital  growth  limits  coupled  with  a resource 
development  and  service  program  to  coordinate  all  federal 
health  grant  programs  with  the  National  Health  Plan. 

HealthCare  providers  (institutions  and  individuals) 
participating  in  and  paid  by  the  federal  program  would  be 
certified  by  the  Department  of  Health,  Education  and 
Welfare.  Requirements  would  include  state  licensure,  fed- 
eral report  filing,  and  an  agreement  to  accept  HealthCare 
payments  as  full  payment  for  covered  services.  Physicians 
would  be  paid  for  covered  services  rendered  to  Health- 
Care  beneficiaries  according  to  statewide  fee  schedules 
established  by  the  Secretary  of  HEW.  Fee  schedules  would 
be  statistically  based  on  current  Medicare  “customary 
prevailing  and  reasonable  charges”  in  a state,  would  not 
allow  for  differences  in  fees  (with  some  exceptions)  paid 
to  physicians  of  different  specialty  practices  for  the  same 
services,  but  would  allow  for  substate  or  multistate  vari- 
ance “if  desirable.” 

Fee  schedules  would  take  effect  in  1981  when  they 
would  be  developed  and  promulgated  to  physicians.  Dur- 
ing 1982  the  fee  schedules  would  be  redetermined  and 
negotiations  with  provider  groups  would  take  place.  No 
payments  would  be  made  under  the  promulgated  or  nego- 
tiated fee  schedules  until  fiscal  year  1983. 

Elements  of  most  of  the  present  Administration 
health  proposals  will  be  contained  in  the  National  Health 
Plan  proposal.  A hospital  cost  containment  program  and 
many  of  the  Medicare  and  Medicaid  reform  amendments 
currently  pending  in  Congress  will  be  part  of  the  bill  sent 
to  Congress.  Heavy  emphasis  will  be  placed  on  the  pro- 
motion of  Health  Maintenance  Organizations,  including 
a proposed  95%  prospective  reimbursement  to  HMOs. 
Specific  benefits  for  preventive  services  and  maternal 
and  infant  care  services  are  built  into  the  plan’s  benefit 
package. 

The  Department  of  HEW  would  be  responsible  for 
policy,  program  direction,  and  overall  administration  of 
all  major  components  of  the  National  Health  Plan. 
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Increasing  Office  Productivity 

Alford  C.  Diller,  M.D. 


Increasing  the  productivity  of  every  person  working 
in  the  health  care  field  is  a desirable  method  of  increas- 
ing cost  effectiveness  of  services.  There  are  additional 
reasons  to  attempt  to  increase  productivity.  For  example, 
patient  demand  for  services  has  not  been  met  in  all 
geographic  areas.  This  is  in  part  due  to  insufficient  num- 
bers, maldistribution,  and  inefficient  work  habits  of 
physicians. 

Another  factor  contributing  to  ineffective,  less  than 
optimum,  efficiency  in  office  practice  is  poorly  structured 
office  systems  that  do  not  permit  the  physician  to  func- 
tion smoothly  and  effectively.  Two  factors  which  con- 
tribute most  to  efficient  office  operation  are : ( 1 ) skilled 
personnel  who  are  specialized  in  their  duties,  and  (2) 
adequate  office  space. 

OFFICE  SPACE  The  amount  of  space  required  to 
allow  the  physician  to  function  effectively  depends  upon 
the  type  of  practice.  However,  there  should  be  suffi- 
cient rooms  available  to  permit  the  physician  to  go  from 
room  to  room  without  having  to  wait  for  a patient  to  be 
prepared  for  examination  or  to  complete  a treatment. 
Practices  that  provide  lab  and  x-ray,  minor  surgery,  al- 
lergy testing,  or  waiting  after  shots  will  require  additional 
rooms.  Adequate  space  will  increase  a physician’s  pro- 
ductivity more  than  any  other  single  factor.  The  physi- 
cian with  adequate  space  will  find  that  he  gets  more 
done  in  less  time  with  less  effort,  and  will  be  less  fatigued 
at  the  end  of  a busy  day. 

PERSONNEL  Early  in  their  training  physicians  be- 
come familiar  with  delegation  of  tasks  to  clinical  per- 
sonnel — nurses,  lab  and  x-ray  technicians  and  physio- 
therapists. The  same  type  of  delegation  of  clinical  person- 


nel from  the  hospital  setting  should  be  carried  over  to  the 
office  setting,  if  practical.  The  physician  will  develop  his 
own  style  of  practice.  Some  will  be  more  comfortable  than 
others  in  delegating  work  to  assistants.  Each  should  ac- 
quire capable  personnel,  train  them  as  necessary,  and 
supervise  and  monitor  their  performance  so  that  the  phy- 
sician can  feel  comfortable  in  delegating  specific  tasks. 

In  general,  physicians  beginning  their  careers  have 
limited  training  in  office  management.  Therefore,  early 
in  his  career  the  physician  must  decide  to  get  involved 
in  the  aspect  of  the  office  or  hire  outside  management 
to  supervise  performance  of  clerical  personnel  and  systems. 
If  the  physician  elects  to  do  it  himself  he  should  plan  to 
become  educated  in  practice  management.  There  are 
relative  seminars  and  books  that  can  assist  all  physicians. 

Some  physicians  insist  on  personally  filling  out  every 
form,  paying  every  invoice,  and  calculating  every  em- 
ployee’s paycheck.  Many  of  these  daily  business  tasks  can 
be  delegated.  Competent  business  aides  can  be  hired  for 
$4  to  $8  per  hour.  The  average  physician  working  in  the 
office  will  gross  approximately  $100  per  hour.  Therefore, 
from  an  economic  standpoint,  it  does  not  make  sense  for 
the  physician  to  engage  in  paper  work  that  he  can  dele- 
gate to  clerical  aides.  Of  course,  if  he  gets  his  jollies  from 
this  kind  of  activity,  a physician  will  elect  to  do  it  regard- 
less of  the  economics.  A physician  should  clearly  recognize 
that  he  would  be  more  productive  in  practice  by  seeing 
patients  rather  than  doing  clerical  work. 

The  same  economics  apply  to  dictating  reports,  let- 
ters, and  making  arrangements  for  referral  or  treatment 
of  patients.  Remember  — - time  spent  with  the  patient 
is  all  important.  Patient  data  (clinical  and  business) 
should  be  captured  at  the  point  of  service  and  trans- 
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mitted  smoothly  by  mechanical  systems  or  office  aides 
without  being  continuously  recycled  through  the  physi- 
cian. In  order  to  fulfill  the  information  requirements  for 
most  third-party  billing  either  diagnostic  code  numbers 
I.C.D.A.  9th  edition  (International  Classification  of  Dis- 
eases, Adapted)  or  the  Current  Procedural  Terminology 
(C.P.T.)  system  can  be  used.  Electric  typewriters,  dic- 
tating machines,  and  office  copiers  are  extremely  impor- 
tant mechanical  devices  for  the  physician’s  office. 

Job  descriptions  and  procedure  manuals  for  clinical 
and  clerical  personnel  should  be  tailor-made  for  individ- 
ual offices. 

PERSONNEL  TRAINING  Aides  should  be  urged 
to  obtain  additional  education  and  skills  in  their  jobs. 
Make  it  easy  for  them  to  attend  workshops  and  seminars 
by  paying  tuition  and  incurred  expenses.  If  courses  are 
given  during  regular  employment  hours,  pay  their  salary. 
These  learning  experiences  will  stimulate  your  aide  to 
be  a more  effective  worker  and  a more  valuable  employee. 

As  each  aide  performs  increasingly  well  his/her  tasks, 
the  office  will  run  more  smoothly.  The  physician  will  also 
find  his  productivity  increasing  with  less  energy  ex- 
penditure, less  frustration,  and  more  practice  satisfaction. 


EDITOR’S  NOTE:  If  you  are  interested  in  contributing  to  this 
monthly  column  please  contact:  Managing  Editor,  The  Journal. 

— c.z. 
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Thomas  W.  Morgan,  M.D. 

President 


On  August  10,  I was  privileged  to  testify  on  behalf 
of  the  OSMA  before  the  Ohio  Legislature’s  Joint 
Commission  to  Study  the  Cost  of  Health  Care  in  Ohio. 

This  Commission  has  been  charged  with  investigating 
and  identifying  the  reasons  behind  the  rising  costs  of 
health  care  in  Ohio  and  to  make  some  specific  recom- 
mendations for  dealing  with  this  problem.  The  task 
of  this  Commission  is  not  an  easy  one,  and  I welcomed 
the  opportunity  to  present  the  viewpoints  of  the  Ohio 
State  Medical  Association. 

In  my  testimony,  I assured  the  Commission  that 
it  has  been,  and  will  continue  to  be  the  policy  of  the  Ohio 
State  Medical  Association,  to  encourage  all  physicians 
to  practice  cost  effective  medicine  in  their  offices  and 
hospitals.  I described  the  success  of  the  Ohio  Voluntary 
Effort  and  the  work  of  our  own  Cost  Effectiveness 
Committee.  I also  pointed  out  that  there  were  many 
factors  which  significantly  contribute  to  rising  costs  over 
which  physicians  have  little  or  no  control:  inflationary 
wage  increases,  sophisticated  technology,  and  an  aging 
population,  just  to  name  a few.  I suggested  to  the 
Commission  that  it  would  better  serve  the  public  if  it  were 
to  concentrate  its  efforts  and  limited  resources  on  studying 
factors  over  which  the  state  has  some  measure  of  control, 
specifically,  the  ever-increasing  role  of  government 
regulations  threatening  to  strangle  the  health  care 
industry.  If  the  Commission  were  to  investigate  the 


financial  impact  of  complying  with  just  the  existing 
regulatory  requirements,  I am  certain  it  would  be  amazed 
at  the  amount  of  cost  involved.  To  ignore  this  factor 
and  pursue  a path  that  would  lead  to  further  legislative 
constraints  on  the  medical  profession  would  surely  result 
in  the  rationing  of  health  care. 

The  Commission  members  were  attentive,  courteous 
and,  I believe,  quite  sincere.  The  chairman,  Senator  John 
Mahoney,  (D-Springfield) , assured  me  the  Commission 
would  take  into  consideration  all  points  of  view  when 
it  makes  its  final  report  public  after  the  first  of  next  year. 

The  Commission  is  continuing  to  conduct  regional 
meetings  in  major  metropolitan  areas  of  the  state  to 
gather  further  information.  I encourage  you  to  attend 
these  sessions  and  to  participate  with  the  Commission 
when  it  comes  to  your  area.  The  locations  of  the  meetings 
may  be  obtained  from  the  OSMA  offices. 

We  will  continue  to  provide  the  Commission  and 
other  legislative  committees  with  assistance  in  order  to 
guarantee  that  lawmakers  are  aware  of  our  feelings  and 
beliefs  on  the  issues.  I encourage  you  to  make  your  views 
known  to  your  own  legislators.  Only  through  this  type  of 
communication  can  we  be  certain  our  voice  will  be  heard. 

EDITOR’S  NOTE:  Highlights  of  Dr.  Morgan’s  testi- 
mony appear  on  page  635. 
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The  Profesaonal 


The  mark  of  the  professional 
in  any  field  is  that  he 
knows  what  he  wants  and 
how  to  get  it.  Physicians 
Insuring  Exchange  was 
established  and  is  controlled 
by  professional  medical 
people  like  you  to 
provide  you  with  the  very 
best  professional  liability 
protection  available.  And 
that  means  everything  that 
PIE  is:  the  only  licensed 
reciprocal  in  Ohio  that  can 
provide  medical  professional 
liability  coverage  up  to  $2.6 
million  per  physician  . . . provides 
medical  professional  liability  coverage 
at  reasonable  rates  . . . continuous 
peer  review  of  claims  and  membership 
. . . and  lots  more.  Physicians  Insuring  Exchange. 
Medical  professionals  serving  medical  professionals  like  you. 

Call  us  today,  or  write  for  free  brochure. 


PHYSICIANS  INSURING  EXCHANGE 

702  Engineers  Building,  Cleveland,  Ohio  441 14  / 216-781-1087 
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EDITOR'S  NOTE:  In  an  effort  to  keep  you  up  to  date 
on  current  issues  relating  to  government  medical  care 
programs,  this  column  will  appear  on  a monthly  basis 
beginning  with  this  issue. 

New  BWC  Form 

The  Bureau  of  Workers’  Compensation  has  developed 
a new  form  intended  as  an  optional  replacement  for  three 
instruments  currently  used  in  granting  authorization  for 
treatment  for  the  workers’  compensation  patient  for 
certain  nonemergency  treatments  and  procedures.  The 
new  form  (C-161)  will  replace:  (1)  the  practitioner’s  let- 
ter requesting  authorization  in  advance  of  actual  pro- 
cedure; (2)  Form  C-47  granting  approval;  and  (3)  Form 
C-48  denying  a request. 

According  to  the  Bureau,  the  new  Form  C-161  has 
been  developed  to  enable  physicians  to  complete  advance 
authorization  requests  easily  and  quickly  and  it  entails 
the  added  benefit  of  providing  more  complete  informa- 
tion through  responses  from  the  Bureau. 

Use  of  the  new  form  is  optional.  The  practitioner 
who  prefers  may  still  request  advance  authorization 
through  use  of  his  or  her  letterhead.  In  such  instances, 
responses  from  the  Bureau  will  be  on  the  traditional 
Forms  C-47  and  C-48. 

The  new  form  is  now  available  from  all  Bureau 
offices. 

Timely  Claims  Payment 

Final  regulations  have  been  issued  by  the  Health 
Care  Financing  Administration  requiring  state  agencies 
administering  the  Medicaid  program  to  pay  practitioners’ 
claims  on  a timely  basis.  Specifically,  the  state  agency  (in 
Ohio,  the  Ohio  Department  of  Public  Welfare)  must 
pay  90  percent  of  all  clean  claims  within  30  days  of 
receipt  and  99  percent  of  all  clean  claims  within  90  days 
of  the  date  of  receipt.  A “clean  claim”  is  one  that  can  be 
processed  without  obtaining  additional  information  from 
the  practitioner.  With  a couple  exceptions,  all  claims 
must  be  paid  within  12  months  of  date  of  receipt.  This 


requirement  applies  to  both  clean  and  unclean  claims 
from  any  practitioner.  The  time  limitation  does  not 
apply  to  claims  under  investigation  for  fraud  or  abuse. 

If  you  are  experiencing  delays  in  payment  under  the 
Medicaid  program,  please  make  this  known  to  the  OSMA 
office. 

Statewide  PSRO  Council 

The  first  meeting  of  the  Ohio  Statewide  Professional 
Standards  Review  Council  was  scheduled  for  September 
19,  1979.  This  Council  is  required  under  PSRO  legisla- 
tion when  there  are  three  or  more  Professional  Standards 
Review  Organizations  in  the  state.  It  has  taken  over 
three  years  for  HEW  to  get  the  Ohio  Council  formed. 

Composition  of  the  Statewide  Council  is  as  follows: 
one  designee  from  OSMA;  one  designee  from  Ohio  Os- 
teopathic Association;  two  physician  designees  from  the 
Ohio  Hospital  Association;  one  designee  from  each  of 
the  12  PSROs  in  Ohio;  and  four  public  members  to  be 
selected  by  the  Secretary  of  HEW  — two  of  which  must 
come  from  a list  of  nominees  from  the  Governor. 

The  OSMA  designee  to  the  Council  is  C.  Douglass 
Ford,  M.D.,  Toledo,  who  is  the  OSMA  Fourth  District 
Councilor.  The  physician  designees  of  the  Ohio  Hospital 
Association  are  James  L Henry,  M.D.,  Grove  City,  and 
William  M.  Wells,  M.D.,  Newark,  both  past  presidents 
of  the  OSMA. 

The  purpose  of  the  first  meeting  is  to  lay  the  foun- 
dation for  the  operation  of  the  Statewide  Council. 

The  duties  and  functions  of  the  Statewide  Council 
are  listed  in  the  regulations  as  coordination  of  PSRO 
activities  in  the  state;  dissemination  of  information,  data- 
gathering  procedures  and  operating  procedures;  evalua- 
tion of  the  performance  of  the  PSROs  in  the  state;  assist- 
ing in  the  replacement  of  a PSRO  when  the  Secretary 
finds  this  to  be  necessary;  assisting  in  assuring  practi- 
tioner and  provider  compliance;  serving  in  an  appeals 
capacity;  making  comments  and/or  recommendations  to 
the  Secretary  regarding  sanctions  and  assuring  confiden- 
tiality of  data  to  protect  the  rights  and  interests  of  pa- 
tients, health  care  practitioners,  and  providers  of  health 
care. 
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The*Maker 


Examining  a Few  Myths 
About  Prescribing. 


Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 


MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary1  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality- conscious, 
resea  rch  -based  comp  a n ies 
and  those  made  by 
commodity-tipe  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailabilitv  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
which  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a 
reference  product.  As  you 
know,  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracycline  and  ery- 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  “ expensive ” brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 
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Medical  Education  in  Ohio: 
Today  and  Tomorrow 

Part  I — Undergraduate  Medical  Education 

Howard  S.  Madigan,  M.D. 


Due  in  part  to  an  overreaction  to  the  perceived  need  for  new  physicians  expressed  a decade  ago,  new  medical 
schools  were  established,  class  size  increased  in  the  existing  schools,  and  a three-year  curriculum  became  the  standard 
lor  most.  Experience  coupled  with  recognition  of  a need  for  change  in  curricular  content  and  format  brought  about  a 
return  to  the  four-year  curriculum.  Societal  demands  and  consequent  legislative  mandates  have  hastened  alterations  in 
curriculum,  placing  greater  emphasis  on  primary  care  and  requiring  the  addition  of  new  subject  areas,  eg,  geriatrics 
and  nutrition.  There  is  wider  application  of  educational  principles  and  modern  teaching  methodologies,  with  resultant 
improvement  in  the  educational  process  for  the  medical  student.  It  will  require  at  least  three  to  five  years  to  stabilize 
the  undergraduate  medical  education  process,  in  terms  of  numbers  of  students,  and  most  importantly,  with  respect  to 
curriculum  content  and  design.  Each  medical  school,  according  to  its  demonstrated  or  perceived  needs,  is  studying  the 
curriculum  and  contemplating  beneficial  changes  that  can  provide  an  optimal  educational  environment  and  program. 

In  this  presentation,  “undergraduate  medical  education”  refers  to  the  medical  school  period,  leading  to  the  MD 
degree.  Some,  perhaps  properly,  consider  medical  students  as  “graduate  students,”  inasmuch  as  most  of  them  have 
received  a bachelor’s  degree  and  are,  in  effect,  graduate  students  while  in  medical  school.  This  designation  is  not  in 
general  use,  however,  and  the  traditional  terminology  will  be  used. 


In  the  late  1960s  and  early  1970s,  a movement  to- 
ward shortening  medical  school  curricula  and  increasing 
the  number  of  schools  occurred.  Primary  reasons  for  these 
changes  were  indications  of  a national  physician  shortage 
coupled  with  an  uneven  specialty  distribution  of  physi- 
cians. The  resultant  expansion  increased  the  number  of 
schools  from  98  in  1968  to  114  in  1976;  ultimately  to  122 
(1979),  and  there  was  a corresponding  increase  in  class 
size  among  most  schools.  In  the  past  decade,  the  total 
number  of  entering  students  increased  from  9,000  to  16,- 
000.  In  Ohio,  there  were  three  allopathic  schools  prior 
to  1969.  Since,  three  new  ones  have  become  operational 
(Medical  College  of  Ohio,  Wright  State  and  the  North- 
eastern Ohio  Universities  College  of  Medicine),  and  an 


osteopathic  school  has  started  in  Athens.  The  current 
and  projected  class  size  for  the  six  allopathic  schools  is 
presented  in  Table  1. 

Shortening  time  in  medical  school  from  the  tradi- 
tional four  years  to  three  was  viewed  as  another  means 
of  relieving  the  perceived  physician  shortage.  It  was  not 
recognized  by  most,  however,  that  the  three-year  curricu- 
lum serves  to  increase  the  number  of  graduates  by  only 
one  class  each  12  years.  From  the  standpoint  of  lessening 
student  financial  burden,  the  four-to-three  reduction  is 
more  apparent  than  real.  Tuition  expense  is  virtually  the 
same,  if  calculated  by  the  quarter,  since  three-year  pxo- 
grams  generally  represent  compression  of  a 12-quarter 
course. 
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Increasing  the  number  of  graduates  or  shortening 
the  time  in  medical  school  has  no  impact  on  the  prob- 
lems of  specialty  and  geographic  distribution.  These  con- 
tinue to  weigh  heavily  among  the  concerns  of  medical 
educators  and  the  public. 

As  experience  accumulated,  the  effectiveness  of  the 
three-year  programs  in  preparing  students  to  become 
physicians  was  questioned.  The  pressures  of  time  imposed 
on  students  and  faculty  to  “get  the  job  done”  within  a 
36-month  period,  and  the  limitations  on  the  amount  of 
students’  clinical  experience  were  significant  adverse  fac- 
tors. Therefore,  questions  of  educational  quality,  ability 
to  achieve  acceptable  levels  of  competence,  and  respon- 
siveness to  individual  student  needs  assumed  real  im- 
portance. These  and  related  issues  received  thoughtful 
attention  by  faculties,  student  bodies,  and  accrediting 
groups.  As  a consequence,  during  the  past  four  years 
virtually  all  medical  schools  have  reverted  to  a four-year 
curriculum;  some  retain  a three-year  option.  At  present 
(September  1979),  all  of  the  Ohio  medical  schools  have, 
or  will  be  changing  to,  a four-year  curriculum  by  1980. 
The  Northeastern  Ohio  Universities  College  of  Medicine 
has  a six-year  combined  BS/MD  degree  program.  The 
“medical”  phase  II  is  a four-year  program. 

Primarily,  academic  considerations,  a diminished 
validity  of  the  physician  shortage,  and  changing  fiscal 
aspects,  have  combined  to  effect  significant  recent 
changes  in  undergraduate  medical  education.  A corollary 
potential  effect  of  these  changes  will  be  modification  of 
curriculum  content  and  teaching  methodologies  that  can 
facilitate  an  improved  delineation  of  the  end  product  of 
the  educational  process. 

Student  Profiles 

Additional  data  pertaining  to  undergraduate  medical 
education  resources  in  Ohio  are  included  in  Table  2. 
The  percentage  of  women  enrolled  in  medical  schools 
has  increased  significantly  in  the  past  few  years.  The 
nationwide  average  is  26%.  The  average  in  Ohio’s  six 
schools  is  27%. 

The  percentage  of  students  requiring  major  finan- 
cial assistance  continues  to  increase.  Among  the  Ohio 
schools,  30%  to  60%  require  $5,000  or  more  per  year. 
Several  factors  contribute  to  this  problem  including:  (a) 
inflationary  increase  in  living  expenses;  (b)  lack  of  time 
and  insufficient  opportunities  for  gainful  employment; 
(c)  tuition  increases  and  more  costly  educational  ex- 
penses. This  last  factor  has  less  impact  among  state- 
supported  schools,  but  is  an  overwhelming  concern  with 
respect  to  private  schools.  High  interest  rates  on  money 
borrowed  by  students  leads  to  further  indebtedness  and 
causes  great  anxiety  among  many  students.  This  often 
has  a deleterious  effect  on  academic  performance  and 
progress.  An  alternative  approach  has  been  made  by  the 
Medical  College  of  Ohio.  Here  a “Preferred  Placement 
Program”  enables  students  to  receive  interest-free  loans  to 
assist  in  financing  their  medical  education.  In  exchange, 
they  agree  to  practice  in  the  supporting  community  for 


at  least  three  to  five  years.  This  concept  is  gaining  mo- 
mentum as  a practical,  realistic  means  of  providing  for 
students’  financial  needs  and  obtaining  new  physicians 
for  small  and  medium-size  communities. 

Primary  Care  Emphasis 

From  the  academic  perspective,  the  influence  of  the 
primary  care  emphasis  has  become  manifest  to  a con- 
siderable extent  in  medical  school  curricula.  Concomi- 
tantly, introduction  and/or  expansion  of  content  areas 
such  as  nutrition,  geriatrics,  and  medical  humanities  in 
the  curricula  are  occurring.  Although  change  to  a four- 
year  program  may  imply  reversion  to  the  former  “two-year 
preclinical,  two-year  clinical”  concept,  there  are  signifi- 
cant differences  in  the  emerging  four-year  models.  These 
include  better  interrelationship  among  the  basic  sciences 
such  as  anatomy,  physiology,  and  particularly  biochemis- 
try, and  the  inclusion  of  clinical  correlations  in  the 
content  of  these  disciplines.  Also,  improvement  in  “intro- 
duction to  clinical  medicine”  courses  provides  better 
preparation  for  students’  entry  into  the  one  and  a half 
to  two  years’  clinical  experience,  ie,  required  and  elective 
clerkships. 

In  the  clinical  experience  portion  of  the  curricula, 
adaptation  to  the  primary  care  emphasis  is  most  notice- 
able. In  particular,  increased  ambulatory  care  experi- 
ences are  being  offered  in  hospital  outpatient  settings 
and  through  preceptorships  with  practicing  physicians. 
In  general,  longer  periods  are  being  allocated  to  the 
clinical  years,  eg,  an  average  of  21  months,  among  Ohio 
medical  schools.  A primary  deficiency  of  the  three-year 
curriculum  was  the  limited  clinical  experience  available 
for  students.  This  shortcoming  was  enhanced  by  discon- 
tinuation of  “the  free-standing  internship  year”  and  in- 
corporation of  this  period  into  a “first  postgraduate  year” 
(PG-1),  essentially  part  of  residency  training.  Many  stu- 
dents experienced  inhibition  in  their  selection  of  a spe- 
cialty, because  of  insufficient  exposure  to  a variety  of 
clinical  disciplines.  The  relatively  short  duration  of  re- 
quired clerkships  and  limited  elective  time  produced  con- 
siderable apprehension  among  graduates  as  they  ap- 
proached residency  training.  Thus,  perceived  and/or 
demonstrated  inadequate  preparation  has  led  to  impaired 
performance  in  some  instance.  Ultimately,  this  influences 
the  outcome  of  specialty  board  examinations  in  some 
instances  resulting  in  unacceptably  high  failure  rates. 

It  may  be  noted  from  Table  2,  that  curricula  of 
Ohio  schools  provide  a minimum  of  17  months  of  clinical 
experience.  There  is  variability  in  the  number  and  dura- 
tion of  required  clerkships.  Basic  to  all  programs,  how- 
ever, are  medicine,  obstetrics/gynecology,  pediatrics,  psy- 
chiatry, and  surgery.  A wide  range  of  electives  is  available, 
including  clerkships/preceptorships  at  other  schools  in  the 
United  States.  Again,  many  electives  emphasize  ambula- 
tory care  experiences  rather  than  traditional  hospital- 
based  clerkships.  These  curriculum  designs  are  consistent 
with  national  trends. 

A related  facet  of  the  clinical  phase  of  undergradu- 
ate medical  education,  in  Ohio  and  elsewhere,  is  the 
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Table  1 New  Entrants,  Total  Enrollment,  and 
Percentage  of  Women  Students 


1979 

1980 

Total 

Enrolled 

% Women 

A 

158 

149 

669 

30% 

B 

192 

192 

786 

26% 

C 

130 

150 

375 

32% 

D 

72 

72 

168 

30% 

E 

233 

233 

784 

20% 

F 

100 

100 

154 

25% 

extensive  utilization  of  community  hospitals  as  an  integral 
component  of  the  educational  resources.  Thus,  the  two 
newest  medical  schools  in  Ohio  (Wright  State  University 
and  Northeastern  Ohio  Universities  College  of  Medicine) 
do  not  have  a university  hospital.  The  undergraduate  and 
residency  programs  are  conducted  in  a consortium  of 
community  hospitals  within  the  geographic  region.  Each 
of  the  other  schools  has  its  own  hospital  and  utilizes 
several  community  hospitals  for  medical  student  and 
resident  teaching.  In  addition  to  affording  a large  num- 
ber of  “teaching  beds,”  these  associative/affiliation  ar- 
rangements offer  a broad  range  of  clinical  experience, 
which  is  well  suited  to  the  needs  of  those  who  are  pre- 
paring for  medical  practice.  Note  (Fig.  2)  that  each 
Ohio  medical  school  has  a sufficient  number  of  teaching 
beds,  distributed  among  university  and  community  hos- 
pitals. 

Increasing  focus  on  ambulatory  care  is  well  served 
by  the  programs  and  resources  available  to  medical  stu- 
dents in  Ohio.  In  addition  to  hospital-based  facilities,  ie, 
outpatient  clinics,  utilization  of  group  practice/clinic 
settings,  and  individual  physician  offices  as  a base  for 
clinical  experiences,  are  emerging  as  effective  learning 
resources  for  students.  The  development  of  a Statewide 
Area  Health  Education  Center  (AHEC)  program  will 
have  a beneficial  effect  on  this  modality  of  clinical 
teaching,  by  virtue  of  certain  requirements,  in  the 
AHEC  contracts.  The  regulations  specify  that  at  least 
ten  percent  of  students’  clinical  experience  be  obtained 
at  sites  remote  from  the  medical  school  campus.  This 
favors  the  concept  of  preceptorships  and  similar  clinical 
activities  in  a variety  of  settings.  Preceptorship  experi- 
ences, usually  four  to  six  weeks  in  length,  are  available 
in  five  of  the  six  Ohio  schools. 

Comment 

It  is  apparent  that  a variety  of  factors,  impacting  on 
undergraduate  medical  education  to  a differing  extent, 
have  produced  numerous  changes  in  the  content,  dura- 
tion, and  format  of  medical  school  curricula  in  the  past 
decade.  Interrelationships  of  at  least  three  factors,  an 
increasing  and  more  complex  body  of  knowledge,  greater 
emphasis  on  primary  and  ambulatory  care,  and  societal 
pressures,  are  of  paramount  concern  to  medical  school 
administrators,  faculty,  and  students.  These  factors  exert 


strong  influences  on  medical  curriculum  design. 

Reversion  to  a four-year  curriculum,  thereby  reliev- 
ing the  time  constraint  for  students  and  faculty,  repre- 
sents only  one  facet  of  change,  and  is  (or  should  be) 
subservient  to  consideration  of  content  and  format.  The 
latter,  in  turn,  must  not  be  dictated  by  what  is  popular  or 
perceived  as  desirable  by  medical  educators,  politicians, 
or  the  public.  Development  of  curricula  must  be  solidly 
founded  on  a clearly  understood  concept,  namely  the  de- 
sired outcome  in  terms  of  what  may  be  expected  of  the 
student  after  completion  of  medical  school  and  entry 
into  practice.  Specific  attention  to  the  “end  product”  of 
undergraduate  medical  education  is  requisite  to  proper 
determination  of  content  and  format.  It  has  been  postu- 
lated that  failure  to  delineate  the  end  product  of  the 
educational  process  is  basic  to  the  problems  of  medical 
school  curricula. 


Table  2.  Time  Allotted  for  Clinical  Experience, 
Number  of  Required  Clerkships,  and  Teaching  Beds 


Clinical 

Experience 

(mos.) 

Required 

Clerkships 

No.  of  Teaching  Beds 
University 

Hospital  Total 

A 

20 

6 

925 

7,388 

B 

21 

6 

1,100 

2,000 

C 

17 

7 

275 

2,200 

D 

25 

5 

— 

5,000 

E 

20 

5 

1,250 

3,700 

F 

23 

10 

— 

2,760 

Improved  Instructional  Methodologies 

In  Ohio  and  elsewhere,  one  approach  to  the  problem 
of  an  increasing  body  of  knowledge  has  been  the  utiliza- 
tion of  improved  and  varied  instructional  methodologies. 
This  results  in  more  efficient  and  effective  learning, 
while  recognizing  the  differing  learning  capacities  and 
rates  of  students.  A prominent  methodology  is  the  wider 
application  of  problem-solving  technics  in  medical 
teaching,  which  enhances  realism  and  relevance  for  the 
student,  as  well  as  developing  usable  patient  care  skills. 
If  the  problem-solving  skills,  which  the  future  physician 
requires,  are  defined  and  these  skills  are  taught  in  appro- 
priately realistic  settings,  it  can  favorably  influence  the 
end  product  of  undergraduate  medical  education. 

It  is  not  only  the  quantity  of  knowledge,  but  the 
amount  and  types  of  specialized  knowledge  (and  skills) 
expected  of  the  medical  school  graduate  that  must  be 
considered.  Many  disciplines  — old,  new,  and  emerging 
— are  vying  for  time  and  attention  in  the  curriculum. 
Examples  of  these  include  geriatrics,  medical  humanities, 
nutrition,  oncology,  and  socioeconomics.  An  ongoing 
challenge  for  medical  schools  is  to  be  responsive  to  these 
new  content  needs  in  the  curriculum  in  a manner  which 
can  most  effectively  achieve  the  desired  end  product. 
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Attitudes 

In  addition  to  knowledge  and  skills,  the  acquisition 
and  cultivation  of  attitudes  is  an  equally  important  aspect 
of  undergraduate  medical  education.  The  long  recognized 
need  to  teach  physicians  appropriate  attitudes  toward 
and  about  patients  has  not  been  paralleled  by  suitable 
methodologies  to  achieve  the  desired  attitudes.  Again, 
new  educational  technology  can  be  helpful.  However, 
prcper  attitude  development  continues  to  depend  heavily 
on  exemplification  by  role  models  and  adequate  defini- 
tion of  attitudinal  objectives;  most  importantly,  reinforce- 
ment. 

Toward  the  Future 

Numerically,  the  annual  graduation  of  900  new 
physicians  by  Ohio’s  six  allopathic  medical  schools  should 
be  sufficient  to  meet  the  needs  of  the  State’s  populace. 
There  are,  however,  three  important  variables  to  be  con- 
sidered: (1)  the  percentage  of  graduates  who  remain  in 
or  return  to  Ohio  to  practice  when  their  residency  train- 
ing is  completed;  (2)  the  number  who  choose  small  or 
medium-size  communities  in  which  to  practice;  and  (3) 
how  many  practice  the  primary  care  specialties  (family 
medicine,  internal  medicine,  pediatrics) . 

Development  of  new  medical  schools  during  the  last 
ten  years  has  increased  availability  of  quality  residency 
opportunities,  particularly  in  the  primary  care  specialties. 
Th  is  should  have  a favorable  effect  on  retention  of  Ohio 
graduates,  considering  the  increasing  preference  for  pri- 


mary care  practice  by  young  physicians. 

It  may  be  anticipated  that  expansion  of  the  AHEC 
Program  in  the  state  will  enhance  medical  students’  (and 
residents’)  awareness  of  the  needs  and  the  opportunities 
in  small  and  medium-size  communities.  Through  student 
preceptorships  with  practicing  physicians  and  residency 
assignments  in  community  hospitals,  it  should  be  possible 
to  broaden  the  interest  of  tomorrow’s  physicians  in  the 
many  fine  practice  locales  in  the  state.  Encouragement 
by  medical  school  faculties  and  physicians  in  practice  can 
contribute  significantly  to  improved  distribution  of  doc- 
tors throughout  Ohio. 

The  future  of  undergraduate  medical  education  in 
Ohio  depends  on  ( 1 ) the  effective  implementation  of 
curricula  that  can  achieve  a desired  end  product;  (2) 
encouragement  and  guidance  of  students  toward  profes- 
sional goals;  and  (3)  increasing  incentives,  and  oppor- 
tunities that  motivate  medical  graduates  toward  future 
practice  in  Ohio  communities. 

The  second  article  in  this  series  will  appear  in  the 
December  Journal.  Problems  and  perspectives  in  graduate 
medical  education  will  be  discussed  in  the  article. 


Dr.  Madigan,  Associate  Dean  for  Continuing  Education  at 
the  Medical  College  of  Ohio  (Toledo),  is  a member  of 
the  OSMA  Committee  on  Medical  Education.  Also,  he 
serves  on  the  AMA  Advisory  Committee  on  Continuing 
Medical  Education. 

Submitted  September  4,  1979 


Harding 

Hospital 


ACCREDITED  BY  THE  JOINT  COMMISSION  ON 
ACCREDITATION  OF  HOSPITALS 

MEMBER  BLUE  CROSS  OF  CENTRAL  OHIO 

ADMISSION  AND  PRACTICES  CONDUCTED  WITHOUT 
REGARD  TO  RACE,  CREED,  OR  NATIONAL  ORIGIN 


Offering  a Full  Range  of  Psychiatric  Services 
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Obituaries 


WILLIAM  E.  BROGDEN,  M.D.,  Austin,  Texas: 
The  Ohio  State  Lniversity  College  of  Medicine,  1928: 
age  75;  died  July  31;  member  OSMA  and  AM  A. 


MAYNARD  CHER1NGTON,  M.D.,  Delaware;  The 
Ohio  State  University  College  of  Medicine,  1922;  age 
83:  died  July  31;  member  OSMA  and  AMA. 


JOSEPH  M.  GETTROST,  M.D.,  Columbus;  The 
Ohio  State  Llniversity  College  of  Medicine,  1928;  age  75; 
died  July  26;  member  OSMA  and  AMA. 


GLENN  E.  JONES,  M.D.,  Lima;  Eclectic  Medical 
College,  Cincinnati,  1926;  age  80;  died  July  25;  member 
OSMA  and  AMA. 


NEAL  C.  PERKINS,  M.D.,  Dayton;  Duke  Univer- 
sity School  of  Medicine,  Durham,  North  Carolina,  1945; 
age  57;  died  August  21;  member  OSMA  and  AMA. 


TIBOR  H.  RAY,  M.D.,  Cleveland;  Deutsche  Uni- 
versitat  Medizinische  Fakultat,  Praha,  Czechoslovakia, 
1932;  age  72;  died  August  21;  member  OSMA  and  AMA. 

JORGE  RIBERIO,  M.D.,  Mt.  Pleasant,  Utah: 
Facultad  de  Medicina  de  San  Fernando  de  la  Universidad 
Nacional  Mayor  de  San  Marcos,  Lima,  Peru,  1946;  age 
58;  died  August  8;  member  OSMA. 

BERC  Z.  TAP,  M.D.,  Gallipolis;  Tip  Fakultesi  Is- 
tanbul Universitesi,  Istanbul,  Turkey,  1947;  age  56;  died 
July  23;  member  OSMA  and  AMA. 

WILLIAM  W.  WHEELER,  M.D.,  Cleveland; 
Flahnemann  Medical  College  and  Hospital,  Philadelphia, 
1939;  age  69:  died  July  31:  member  OSMA  and  AMA. 

REUBEN  A.  ZARRILLI,  M.D.,  Barberton;  Tulane 
University  School  of  Medicine,  New  Orleans,  1939;  age 
65:  died  August  4. 
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FRIEDRICH  A.  LINGL,  M D 
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Booklet  available  on  request. 

HERBERT  A.  SIHLER  Jr. 
President 
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Pco  ANNOUNCES 


20%  RATE  REDUCTION 

on  primary  occurrence  and  claims-made  coverage 
for  doctors  in  all  risk  classifications, 
effective  October!  1979, 


This  reduction  means  that 
PICOs  primary  rates  are 

the  lowest  in  Ohio 

in  almost  every  medical  specialty. 

Your  physician-owned  company  is  once  again 
demonstrating  its  deep  commitment  to  OSMA  members 
by  offering  the  finest  coverage  available 
at  the  lowest  possible  cost. 


IF  YOU  ARE  A PICO  POLICYHOLDER 

this  rate  will  take  effect  on  your  first  renewal  date 
after  October  1, 1979. 

IF  YOU  AREN'T  A PICO  POLICYHOLDER, 

shouldn't  you  consider  a change? 


For  a preliminary  rate  quotation, 
detach  the  enclosed  card, 
complete  the  information  and  return  to  us. 

FORMED  BY  PHYSICIANS,  TO  SERVE  PHYSICIANS 

PzO 

PHYSICIANS  INSURANCE  COMPANY  OF  OHIO 

Bates  Drive 
P.O.  Box  281 

Pickerington,  Ohio  43147 
(614)  864-7100 

Toll  free  in  Ohio  1-800-282-7515 


Team  Physician  Awards 
Presented  to  Eight  Ohioans 


The  1979  Ohio  Outstanding  Team  Physician  Awards 
were  presented  by  the  Ohio  State  Medical  Association 
to  eight  physicians.  The  awards,  sponsored  by  the  Joint 
Advisory  Committee  on  Sports  Medicine  of  the  OSMA 
and  Ohio  High  School  Athletic  Association,  in  coopera- 
tion with  the  Ohio  High  School  Football  Coaches  Asso- 
ciation, honor  physicians  who  have  given  their  time  to 
high  school  sports. 

Selection  criteria  includes: 

* At  least  20  years  of  service  as  a team  physician  for 
Ohio  high  schools; 

* Endorsement  by  the  physician’s  county  medical 
society,  district  councilor,  or  osteopathic  academy;  and 

* Endorsement  by  school  officials,  coaches,  trainers, 
civic  officials,  parents,  fans,  or  others  in  the  physician’s 
community. 

Those  Ohio  physicians  honored  are : 

FREDERIK  S.  BARENDS,  M.D. 

Whitehall  High  School 
Columbus  Academy  High  School 

Dr.  Barends  spent  16  years  as  team  physician  at 
Whitehall  High  School.  He  performed  football  and  bas- 
ketball physicals  and  covered  games  on  a volunteer  basis. 
Dr.  Barends  switched  to  the  Columbus  Academy  five  years 
ago.  Dr.  Barends  is  a Fellow  of  the  American  Academy 
of  Family  Practice.  He  currently  serves  on  the  Columbus 
Academy  of  Medicine’s  Council  and  Executive  Commit- 
tee. “My  greatest  reward,”  said  Dr.  Barends,  “has  been 
the  contact  with  young  people  of  high  school  age,  old 
enough  and  intelligent  enough  to  communicate  with  on 
an  adult  level,  but  with  all  of  the  freshness  and  spon- 
taneity of  youth.” 

THOMAS  H.  BROWN,  JR.,  M.D. 

Ottawa  Hills  High  School 

Dr.  Brown,  an  orthopedic  surgeon,  has  served  as 
team  physician  for  Ottawa  Hills  High  School  for  27 
years.  Dr.  Brown  has  conducted  seminars  for  coaches  and 


trainers  through  the  Toledo  Academy  of  Medicine  in  the 
Toledo  area  and  elsewhere  for  several  years.  According 
to  Norm  Niedermeier,  director  of  athletics  for  Ottawa 
Hills  High  School,  “Dr.  Brown’s  services  have  been  made 
available  to  any  team  member  at  any  time  or  place  neces- 
sary. What  more  can  a coach  or  school  ask  from  a friend?” 
Dr.  Brown  is  an  assistant  clinical  professor  for  the  Medical 
College  of  Ohio  at  Toledo,  a Diplomate  of  the  American 
Board  of  Orthopedic  Surgery,  a former  chief  of  ortho- 
pedics at  Toledo  Hospital,  and  a Fellow  of  the  American 
College  of  Surgeons. 

EDWARD  A.  GATZ,  M.D. 

Triway  High  School 

In  reflecting  upon  his  24  years  as  team  physician 
for  Triw'ay  High  School,  Dr.  Gatz  said,  “Taking  care 
of  bruises  and  major  trauma  with  resultant  healing  was 
a joy,,  and  worth  every  effort.”  Dr.  Gatz  began  family 
practice  in  Shreve  in  1955,  following  a tour  of  duty  as 
a flight  surgeon  in  the  U.S.  Air  Force. 

JAMES  C.  GOOD,  M.D. 

Watterson  High  School 

Dr.  Good  began  at  Watterson  in  1960  and  recom- 
mends sports  medicine  for  every  physician  who  cares, 
and  who  wants  to  be  where  it  is  happening.  Dr.  Good 
summarizes  his  philosophy,  “If  you  think  with  the  young, 
you  are  apt  to  stay  young.  You  definitely  must  think 
with  them  or  you  miss  the  whole  object  in  living  and 
helping  them.”  Dr.  Good  is  a Brigadier  General  and 
Commander  of  the  112th  Medical  Brigade  and  Chief 
Surgeon  of  Ohio’s  Army  National  Guard.  In  reviewing 
his  accomplishments  as  a team  physician,  Dr.  Good  said, 
“Personal  rewards  have  been  many — from  the  thanks  of 
concerned  parents,  from  the  coaches,  school  and  alumni 
association  officials,  and  from  the  students  who  we  some- 
times feel  take  us  for  granted  until  they  melt  us  down 
in  a puddle  with  their  own  special  expression  of  grati- 
tude.” 
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ERVIN  L.  KOONS,  M.D. 

Fremont  Ross  High  School 

A native  of  Seneca  County,  Dr.  Koons  has  practiced 
medicine  in  Fremont  for  the  past  33  years.  He  has  served 
23  of  those  years  as  the  team  physician  for  Fremont  Ross 
High  School,  and  recalls  missing  only  five  football  games 
during  that  time.  Two  of  Dr.  Koon’s  players  have  earned 
All-American  honors  and  are  currently  playing  profes- 
sional football.  They  are  Bob  Brudzinski  from  Ohio  State 
University  (Los  Angeles  Rams)  and  Rob  Lytle  from  the 
University  of  Michigan  (Denver  Broncos). 


ROBERT  H.  McCOMMON,  M.D. 

Shadyside  High  School 

Dr.  McCommon  served  as  team  physician  at  Shady- 
side  High  School  for  28  years.  Prior  to  his  death  in 
late  January  1979,  Dr.  McCommon  had  practiced  medi- 
cine in  Shadyside  for  45  years.  As  a tribute  to  their  long- 
time member  and  former  president,  the  Shadyside  Board 
of  Education,  approved  a proposal  to  name  the  public 
library  after  Dr.  McCommon. 
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W.  LOWELL  MURPHY,  M.D. 

Cardington-Lincoln  High  School 

Dr.  Murphy’s  philosophy  for  treating  an  athlete  was : 
“I  will  treat  him  as  he  should  be  treated — as  if  he  were 
my  son.”  Throughout  his  41 -year  medical  career  in  Car- 
dington,  he  served  as  high  school  team  physician  and 
provided  free  examinations  to  all  high  school  athletes. 
The  high  school  gymnasium  was  dedicated  to  Dr.  Mur- 
phy only  a few  months  prior  to  his  death.  During  the 
dedication,  Board  of  Education  President  Mrs.  Annabelle 
Burggraf  said,  “The  people  of  Cardington  and  Morrow 
County  have  indeed  been  fortunate  that  this  great  man 
chose  our  community  to  practice  his  profession.” 


JAMES  Z.  SCOTT,  M.D. 

Jewett-Scio  High  School 
Conotton  Valley  High  School 

Dr.  Scott  has  served  as  team  physician  for  a quarter 
of  a century  in  Harrison  County.  He  performs  annual 
physicial  examinations  for  male  and  female  high  school 
athletes  from  throughout  the  county.  Dr.  Scott  is  Presi- 
dent of  the  Harrison  County  Medical  Society,  a colonel 
and  flight  surgeon  in  the  Ohio  Air  National  Guard,  a 
licensed  pilot  and  member  of  the  Flying  Physicians.  Dr. 
Scott  has  practiced  family  medicine  in  Scio  since  1954. 
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Testimony  Highlights 


Statement  by  Thomas  W.  Morgan,  M.D.,  President,  Ohio 
State  Medical  Association,  before  the  Joint  Commission  to 
Study  the  Cost  of  Health  Care  in  Ohio. 

It  is  my  understanding  that  you  are  to  investigate 
and  identify  the  reasons  for  increasing  costs  of  health  care 
and  to  make  some  recommendations  dealing  with  these 
issues. 

In  coming  to  grips  with  this  rather  considerable  chal- 
lenge it  would  seem  important  to  separate  the  forces  bear- 
ing on  this  issue  into  those  which  are  national  in  scope 
and,  therefore,  probably  beyond  our  control,  and  those 
over  which  we  might  reasonably  expect  to  exercise  some 
influence  at  the  state  level. 

Aside  from  attempting  to  incorporate  more  efficiency 
into  our  health  care  delivery  system  which  we  ourselves 
are  striving  to  do  at  this  time,  there  would  appear  to  be 
relatively  few  areas  where  state  legislative  activity  might 
achieve  a significant  favorable  impact  on  this  complex 
problem.  In  my  profession,  surgery,  we  have  an  old  Latin 
expression  dating  back  many  many  years.  It  says  “Primam 
Non  Nocere,”  and  translates  “First,  do  no  harm.”  It 
would  seem  that  this  would  be  a good  adage  for  us  all 
to  observe  in  approaching  a problem  where  inappropriate 
solutions  might  well  have  far-reaching  undesirable  conse- 
quences in  today’s  economically  unstable  world.  Indeed, 
the  federal  government  seems  to  be  in  grave  danger  of 
falling  into  this  trap  with  its  hospital  cost  containment 
legislation  which  would  in  effect  place  a ceiling  on  hos- 
pital costs  while  completely  ignoring  most  of  the  major 
factors  contributing  to  them — a sure-fire  way  to  establish 
a rationing  program  for  the  health  care  of  the  American 
people. 

Let  us  look  for  a moment  at  those  factors  over  which 
we  seem  to  have  little  or  no  influence  because  they  are 
principally  national  in  origin. 

In  1950,  health  care  cost  the  United  States  a total 
of  $12  billion.  In  1978,  the  cost  had  risen  to  $203  billion. 
It  is  worth  pointing  out  that  this  major  increase  in  health 
care  costs  came  in  the  ’60s  and  ’70s  when,  if  you  will 
recall,  the  government  saw  fit  to  intervene  on  an  increas- 
ing basis  in  the  health  care  industry  through  its  Medicare 
and  Medicaid  programs.  Specific  factors  which  contrib- 
uted to  this  tremendous  increase  in  health  care  costs 
include : 

1.  Inflationary  wage  increases  (accounting  for  50% 
of  the  rise  in  health  care  cost  over  the  years)  ; 

2.  Sophisticated  technology  (enormous  increases  in 
equipment  costs  which  have  paralleled  advances  in 
medical  knowledge  are  considered  to  account  for  ap- 


proximately 25%  of  the  increased  cost)  ; 

3.  Increased  services  (required  by  a modern  society)  ; 

4.  Increased  patient  expectations  and  demands  for 
nothing  but  the  best;  and 

5.  The  increasing  average  age  of  our  population  pre- 
sents fascinating  economic  problems  for  the  future. 
It  is,  of  course,  a compliment  of  a very  high  order 
to  our  health  care  system  that  we  are  able  to  extend 
the  life  span  of  our  older  population  in  a very  sig- 
nificant way,  but  at  the  same  time  this  phenomenon 
carries  with  it  significant  implications  for  a continu- 
ing rise  in  health  care  prices  for  the  future.  Estimates 
now  state  that  by  the  year  2000  one  third  of  our 
population  will  be  over  65  years  of  age.  It  is  also 
well  known  that  health  care  costs  for  those  individ- 
uals over  60  years  of  age  are  about  four  times  those 
for  the  group  under  60.  It  is  a sobering  thought  in- 
deed to  contemplate  that  even  if  all  health  care 
prices  remained  exactly  at  today’s  levels  which,  of 
course,  is  grossly  unrealistic,  that  the  costs  by  the  year 
2000  would  become  astronomical  simply  because  of 
the  increased  average  age  of  our  population. 

But  possibly  the  most  important  and  largely  over- 
looked factor  in  driving  the  cost  of  medical  care  skyward 
in  recent  years  is  the  quagmire  of  government  regulatory 
requirements,  and  it  is  here  that  investigation  by  your 
committee  could  well  reveal  the  enormous  cost  generated 
simply  by  complying  with  government  regulations.  It  is 
also  here  that  state  legislative  activity  might  well  achieve 
a favorable  impact  on  cost  of  health  care  by  placing  some 
long  overdue  restraints  on  this  seemingly  unrestricted 
regulatory  activity.  To  be  sure,  a sizable  percentage  of 
this  activity  is  federal  in  nature  but  until  we  have  broken 
these  costs  down  into  their  component  parts,  it  will  be 
difficult  to  define  that  portion  over  which  the  state  has 
significant  control. 

Certainly,  the  massive  overlay  of  federal,  state,  and 
local  regulations  that  have  accumulated  during  the  ’60s 
and  ’70s  have  made  the  hospital  and  health  care  industry 
one  of  the  nation’s  most  heavily  regulated.  In  New  York 
State,  a recent  survey  based  on  1976  figures  showed  that 
hospitals  were  ruled  by  no  fewer  than  164  regulatory 
agencies,  40  of  which  were  at  the  federal  level.  The  cost 
inflicted  by  these  agencies  amounted  to  25%,  one-fourth 
of  the  total  hospital  budgets  or  a statewide  average  of 
$38.86  per  patient  day.  That  much  of  the  patient’s  daily 
hospital  bill  was  accounted  for  by  the  expense  that  goes 
into  meeting  the  regulations  that  we  have  just  referred  to. 
Consider  also  that  Department  of  HEW  promulgates  650 
to  750  new  or  revised  regulations  for  hospitals  each  year. 
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Alert  and 
functioning 
in  the 
sunset 
years 


Treat  the  symptoms 
the  geriatric  patient 

apathy 
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forgetfulness 

confusion 


in 


CAPSULES 


A gentle  cerebral  stimulant 
and  vasodilator  for  the 
geriatric  patient 


Each  CEREBRO-NICIN®  capsule 


contains: 

Pentylenetetrazole  ..  100  mg. 

Nicotinic  Acid  100  mg. 

Ascorbic  Acid 100  mg 

Thiamine  HCL  25  mg. 

I-Glutamic  Acid  50  mg. 

Niacinamide 5 mg. 

Riboflavin . .2  mg. 

Pyridoxine  HCL 3 mg. 


AVAILABLE:  Bottles  100, 500, 1000 
SIDE  EFFECTS:  Most  persons  ex- 
perience a flushing  and  tingling 
sensation  after  taking  a higher 
potency  nicotinic  acid.  As  a sec- 
ondary reaction  some  will  com- 
plain of  nausea,  sweating  and  ab- 


dominal cramps.  The  reaction  is 
usually  transient. 

INDICATIONS:  As  a cerebral 
stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC 
DOSAGE:  One  capsule  three 
times  daily  adjusted  to  the  indi- 
vidual patient. 

WARNING:  Overdosage  may 
cause  muscle  tremor  and  convul- 
sions. 

CONTRAINDICATIONS:  Epilepsy 
or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits 
dispensing  without  prescription 
Keep  out  of  reach  of  children. 


This  ever-increasing  regulatory  activity  is  the  culprit 
which  I feel  needs  a thorough  investigation  in  Ohio  if 
we  are  to  define  all  significant  aspects  that  might  be  con- 
trollable with  regard  to  rising  health  care  costs.  It  would 
be  interesting  to  know  how  many  regulations  are  con- 
ceived and  written  by  unelected  bureaucrats,  for  instance. 

I stated  in  my  opening  remarks  that  the  challenge  of 
rising  costs  of  health  care  is  considered  by  our  profession 
as  our  most  pressing  problem. 

Proof  that  we  meant  it  and  are  trying  to  do  some- 
thing about  it  is  demonstrated  by  the  voluntary  effort 
which  has  been  conducted  both  nationally  and  here  in 
Ohio. 

The  original  goal  of  the  voluntary  effort  was  to  re- 
duce the  rate  of  increase  of  hospital  costs  by  two  percent- 
age points  per  year  during  1978  and  1979.  However,  by 
the  end  of  1978,  the  VE  had  exceeded  the  goal  by  nearly 
one  full  percentage  point.  This  was  achieved  despite  in- 
creases in  fuel  and  food  costs  during  the  same  period 
ranging  from  15%  to  18%.  Energy  costs  July  1978  to 
1979  rose  52%. 

Yet  for  the  second  Congress  in  succession,  the  Ad- 
ministration has  entered  into  an  all-out  effort  to  bring 
about  mandatory  controls  on  the  hospital  industry.  The 
response  of  the  federal  government,  particularly  HEW 
and  the  Administration,  to  favorable  results  of  the  VE 
have  been  disheartening  at  best.  Several  months  ago,  the 
President  reaffirmed  his  commitment  to  voluntary  con- 
trols on  wages  and  prices  for  virtually  all  segments  of 
the  economy.  What  was  the  exception?  The  medical 
profession  and  the  hospital  industry!  It  is  truly  ironic  that 
the  only  organized  effort  significantly  effective  by  an  in- 
dustry to  curb  inflation  in  response  to  the  President’s  call 
for  voluntary  cost  inflation  control  has  been  by  the  health 
care  industry.  We  all  know  the  response  of  the  Adminis- 
tration to  this  favorable  bona-fide  action  by  the  health 
industry:  mandatory  controls,  a cap  on  hospital  costs.  It 
appears  that  instead  of  dealing  with  the  underlying  causes 
of  inflation,  the  Administration  is  simply  looking  for  a 
scapegoat,  attempting  to  divert  attention  from  its  failing 
monetary  and  economic  policies  generally. 

Mr.  Chairman,  the  consequences  of  error  in  the  Ad- 
ministration’s proposed  health  policy  will  be  far  greater 
than  high  prices  at  the  gas  pump  or  the  department  store. 
In  this  case,  we  are  gambling  with  our  medical  care  sys- 
tem that  is  unsurpassed  in  the  world.  The  price  of  mis- 
calculation will  be  paid  in  terms  of  the  health  and  wel- 
fare of  all  Americans.  It  is  for  this  reason  that  I urge  a 
careful  definition  of  our  problems  at  the  state  level  here 
in  Ohio  in  order  to  avoid  any  hasty  or  ill-advised  solution 
to  an  inadequately  defined  problem. 

A concept  which  has  been  embraced  by  government 
and  has  interesting  implications  is  preventive  medicine. 
This  theory  states  that  if  financial  barriers  to  access  are 
eliminated  at  the  primary  level,  doctors’  offices  and  so 
forth,  through  a comprehensive  health  insurance  program, 
the  minor  health  problems  will  be  arrested  before  they 
develop  into  major  problems,  thereby  reducing  the  cost 
of  treatment. 
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Human  nature  presents  a profound  problem  for  the 
proponents  of  this  theory.  We  cause  most  of  our  own 
basic  problems  by  excessive  eating,  smoking,  and  drinking. 
We  refuse  to  exercise,  drive  our  cars  unsafely,  and  some  of 
us  will  not  even  use  seat  belts.  All  these,  say  preventive 
medicine  proponents,  are  the  results  of  our  life  styles. 
Change  these  life  styles  and  there  would  be  far  fewer 
health  problems.  All  of  which  are  true. 

But  a consideration  of  the  basic  human  condition 
seems  in  order  at  this  time.  The  most  important  preventive 
technics  are  those  that  detect  and  prevent  major  medical 
problems,  but  to  characterize  such  technics  as  money 
saving  is  surely  to  miss  an  important  point.  We  all  die 
some  time  or  other,  and  few  of  us  die  healthy.  Save  us 
from  one  thing  and  we  will  eventually  suffer  from  some- 
thing else,  and  a great  deal  of  money  will  be  spent  on  us 
in  the  process.  Consider:  a man  may  be  found  to  have 
operable  cancer  of  the  colon  at  age  40  and  he  may  then 
be  saved  to  enjoy  the  benefits  of  a pacemaker  at  age  65, 
or  a woman  whose  hypertension  is  brought  under  control 
at  very  little  expense  at  age  60  may,  at  age  70,  suffer  from 
advanced  senility  or  a stroke  and  be  placed  in  a nursing 
home.  In  each  case  a great  deal  more  money  will  be  spent 
on  such  patients  than  would  have  been  spent  had  the 
preventive  technics  not  succeeded.  So,  to  characterize 
these  technics  and  procedures  as  money  saving  in  the  long 
run  is  simply  not  accurate,  and  this  is  a part  of  what  is 
reflected  as  our  population  ages,  regarding  the  cost  of 
medical  care.  To  be  sure,  this  is  as  it  should  be  because 
that  is  what  American  medicine  is  all  about — to  prolong 
life  and  make  it  enjoyable. 

In  conclusion  then,  we  would  recommend: 

1.  That  the  attention  of  the  Joint  Committee  be  di- 
rected toward  those  factors  over  which  we  have 
some  possible  control  as  opposed  to  those  which  are 
subject  only  to  national  influence. 

2.  Pursuant  to  No.  1 above,  that  the  financial  impact 
of  compliance  with  regulatory  requirements  in  Ohio 
be  investigated,  the  OSMA  stands  ready  to  assist 
the  Commission  in  that  endeavor. 

3.  That  the  State  Legislature  lend  encouragement  and 
assistance  to  the  Ohio  Voluntary  Effort  To  Control 
Health  Care  Costs. 

4.  Above  all,  I must  urge  the  Committee  not  to  make 
legislative  recommendations  which  would  establish 
such  severe  constraints  on  the  medical  profession 
that  the  inevitable  result  would  be  rationing  of  health 
care.  Decisions  as  to  which  patient  shall  receive 
treatment  for  a particular  condition  and  which  shall 
not  are  decisions  that  doctors  are  not  prepared  to 
make.  In  medical  school,  we  are  taught  to  provide 
treatment  of  the  best  possible  variety  to  all  patients 
and  to  deny  treatment  to  none.  If  the  hard  decisions 
of  rationing  are  to  be  brought  upon  by  future  legis- 
lative constraints,  we  in  the  medical  profession  will 
be  most  interested  to  learn  who  will  have  the  awe- 
some responsibility  to  make  these  critical  decisions. 
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LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


a|Mpr- 


3 strengths 


Gradual  Release 

LIPO-NICINU300  mg. 

Each  lime-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Immediate  Release 

UPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the- 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

(BR0M5fc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 


THE  AIR  FORCE  WILL  DO  ITS  BEST  TO  ASSIGN  YOU 
THERE. 


Germany  or  Little  Rock  — Alaska  or  Tucson,  Arizona  — whatever 
your  geographical  preference,  we’ll  work  to  place  you  there.  And 
you’ll  know  the  assignment  before  you  are  committed. 

This  is  just  one  of  the  many  advantages  for  physicians  in  Air  Force 
medicine.  We  also  provide  excellent  salaries,  30  days  of  paid  vacation 
each  year;  and  for  qualified  physicians,  an  opportunity  to  train  in  a 
specialty  area.  Most  importantly,  we  provide  an  environment  in 
which  you  can  practice  medicine.  And  the  support  to  eliminate  your 
involvement  in  paperwork. 

We  would  like  to  tell  you  more  about  Air  Force  medicine.  Contact 
the  nearest  Air  Force  medical  recruiter  or  call  1-800-523-5000  (800- 
362-5696  in  Pennsylvania).  We’ll  answer  your  questions  promptly 
and  without  obligation. 
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A great  wau  of  life 


Capt.  Stephen  L.  Partridge 
TSgt  Frederick  L.  Ward 
Wright  Patterson  AFB.  Ohio 
Telephone:  513/257-7442 

Capt.  Ralph  E.  Cagna 
TSgt  William  A.  Agnew 
Cleveland.  Ohio 
Telephone:  216/522-4325 
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County  Officers  Meet  in  Columbus 

An  OSMA  update  session  involving  county  medical 
society  presidents,  executives,  OSMA  officers,  the  Council, 
and  Ohio  Delegates  to  the  AMA  will  be  held  on  Novem- 
ber 14,  1979,  from  noon  to  5:00  P.M.,  at  the  Sheraton 
North  Hotel,  Columbus. 

The  purpose  of  the  meeting  is  to  increase  communi- 
cation among  all  participating  parties  prior  to  the  Decem- 
ber meeting  of  the  AMA  House  of  Delegates. 

A report  of  current  OSMA  activities  and  those  of  the 
AMA  delegation  will  be  presented  to  all  participants. 

Guest  speaker,  John  J.  Coury,  Jr.,  M.D.,  will  present 
an  update  on  AMA  activities  and  will  discuss  the  issues 
to  be  considered  at  the  AMA  Interim  Meeting  in  Hawaii. 
Dr.  Coury  is  a member  of  the  AMA  Board  of  Trustees, 
former  delegate  to  AMA  House  of  Delegates,  and  past 
president  of  the  Michigan  State  Society.  He  is  a 1945 
graduate  of  Case  Western  Reserve  University  School  of 
Medicine. 

County  presidents  and  executives  will  receive  further 
information  in  the  mail  within  the  next  few  weeks. 


Physician  Reminder 

Courtesy  Ohio  State  Medical  Board 

In  your  professional  life,  there  are  innumerable  items 
which  remain  vitally  important:  your  driver’s  license, 
your  annual  car  registration,  your  malpractice  insurance 
policy,  and  renewal  of  your  hospital  staff  privileges,  etc. 

However,  there  is  one  basic  privilege  which  is  cov- 
ered by  a license  that  is  indeed  of  primary  importance  — 
your  license  to  practice  medicine  and  surgery  in  Ohio. 
The  greater  part  of  your  professional  activity  depends  on 
your  valid  license  to  practice! 

Registration  is  the  current  law  in  Ohio  (triennial 
renewal).  However,  there  are  many  physicians  who  never 
renewed  their  license  in  January  1977.  Some  physicians 
do  not  realize  that  during  a malpractice  suit,  evidence 
proving  they  were  practicing  medicine  without  a license 
could  result  in  ultimate  financial  ruin.  Most  of  this  group 
claim  they  never  received  notification  for  renewal  from 
the  State  Medical  Board  in  October  1976.  The  fact  is, 
the  change  of  their  mailing  address  was  never  reported 
to  the  Board,  and  the  postal  department  does  not  for- 
ward mail  after  a certain  time  period. 

The  State  Medical  Board  licenses  approximately 
32,000  physicians  and  surgeons  and  limited  practitioners. 


In  October  1979,  the  Board  will  mail  a standard  card 
form  to  each  licensee  which  he  should  execute  promptly, 
enclose  with  a check  or  money  order  for  $50.00,  and  re- 
turn as  instructed  without  delay. 

Before  the  return  of  this  important  registration  form, 
you  should  also  send  in  a completed  log  sheet  of  your 
Category  1 and  Category  2 CME  credits  acquired  during 
the  period  January  1,  1977  through  December  31,  1979. 
These  should  total  150  hours  with  at  least  60  hours  in 
Category  1 . 

In  order  to  assist  you,  here  are  some  “tips”  which 
may  provide  you  valuable  and  helpful  information: 

1.  As  soon  as  you  have  completed  your  log  of  CME 
credits  (Categories  1 and  2),  mail  it  to  the  Board  at 
once;  we  will  place  it  in  your  file. 

2.  If  you  have  altered  or  removed  your  1977  mailing 
address,  correct  it  by  writing  the  State  Medical  Board 
at  once! 

3.  If  your  1976  license  has  expired  (not  been  renewed) 
notify  the  Board  at  once  for  advice  and  directions 
on  the  proper  procedure  to  follow.  According  to  law 
and  at  discretion  of  the  Board,  you  might  have  to 
submit  to  re-examination.  The  expiration  date  of 
your  license  is  carried  in  the  lower  right-hand  corner 
of  your  “wallet  card”  issued  by  the  Board.  The  wal- 
let card  also  bears  your  license  number. 

4.  As  a final  thought,  DO  NOT  have  your  DEA  nar- 
cotics registry  number  preprinted  on  your  prescrip- 
tion blanks!  If  the  blanks  are  stolen  or  fall  into  the 
wrong  hands,  a forgery  of  your  signature  and  a pre- 
scription for  Class  II  drugs  may  get  “onto  the  street” 
and  enter  the  drug-traffic  chain.  The  DEA  officials 
and  the  Pharmacy  Board  direct  that  you  inscribe 
your  DEA  number  of  the  prescription  blank  at  the 
time  you  prescribe  for  the  patient.  Anthony  Rup- 
persberg,  Jr.,  M.D.,  Secretary,  Ohio  State  Medical 
Board. 


Chiropractic  Position 

The  American  Medical  Association  House  of  Dele- 
gates adopted  a report  of  the  Board  of  Trustees  stating 
the  Association’s  position  on  chiropractic  doctrine  and 
the  relation  between  physicians  and  chiropractors. 

The  adopted  report  recommends  against  the  use  of 
the  term  “unscientific  cult”  for  describing  chiropractic. 

“It  is  better  to  call  attention  to  the  limitations  of 
chiropractic  in  the  treatment  of  particular  ailments  than 
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to  label  chiropractic  an  “unscientific  cult,”  according  to 
the  report. 

However,  it  reaffirms  the  traditional  medical  view- 
point that  chiropractic  is  unsupported  by  scientific 
evidence. 

The  American  Medical  Association  knows  of  no 
scientific  evidence  to  support  spinal  manipulation  and 
adjustment  as  appropriate  treatment  for  human  ailments 
such  as  essential  hypertension,  heart  disease,  stroke,  can- 
cer, diabetes,  and  infections. 

Under  the  new  policy,  the  AMA  will  continue  to 
warn  the  public  of  the  hazards  of  relying  on  spinal  ma- 
nipulation! to  treat  such  conditions. 

The  House  also  voted  to  recommend  that  defendants 
in  suits  related  to  chiropractic  should  communicate  their 
theories  of  defense  or  settlement  with  each  other  and  to 
cooperate  in  a coordinated  defense. 


PICO  Announces 
20  Percent  Rate  Reduction 

Physicians  Insurance  Company  of  Ohio  (PICO),  the 
state’s  largest  writer  of  medical  malpractice  insurance,  has 
announced  a 20  percent  reduction  on  primary  malpractice 
rates  effective  October  1,  1979. 

Joseph  K.  Gilmore,  President,  said  the  reduction  is 
based  principally  on  the  company’s  loss  experience  since 
the  beginning  of  business  in  December  1976.  He  noted 
that  PICO’s  primary  malpractice  rates  will  be  the  lowest 
available  for  almost  all  medical  specialties. 

Gilmore  described  the  rate  reduction  as  an  example 
of  how  a physician-controlled  insurance  company  can 
react  to  professional  liability  market  conditions  and  loss 
experience  in  a major  state  or  region.  He  said  that  PICO’s 
rates  for  excess  coverage  remain  unchanged  at  this  time, 
since  those  rates  are  established  by  its  reinsurer.  The  com- 
pany is  hopeful  that  the  data  base  it  is  accumulating  on 
this  coverage  will  result  in  a rate  reduction. 

PICO  was  formed  under  the  auspices  of  the  Ohio 
State  Medical  Association  to  avert  the  crisis  that  devel- 
oped in  1975-1976,  when  several  major  insurers  withdrew 
from  the  medical  professional  liability  market  or  severely 
restricted  their  involvements. 

PICO’s  direct  premiums  written  during  1977,  its  first 
complete  year,  totaled  $17  million  and  climbed  to  $20 
million  in  1978. 

In  1977,  PICO  expanded  its  product  line  to  include 
auto,  homeowners,  and  commercial  coverages^  and  in 
mid-1978,  PICO  Life  Insurance  Company  was  formed  as 
a subsidiary.  The  Professionals  Insurance  Company  was 
formed  in  June  1979,  as  a subsidiary  to  offer  professional 
liability,  auto,  homeowners  and  commercial  lines  to  other 


professionals  in  the  health  care  field. 

Gilmore  said  PICO’s  diversification  is  intended  to 
further  strengthen  the  company’s  financial  position,  as 
well  as  to  broaden  its  marketing  base.  He  noted  that  the 
company’s  assets  at  June  30,  1979,  were  in  excess  of  $51 
million. 

While  PICO  will  remain  a physician-controlled  insur- 
ance organization,  the  company’s  Class  A common  stock 
is  being  traded  on  the  over-the-counter  market  by  several 
major  regional  brokerage  firms.  Presently,  prospective 
purchasers  must  be  residents  of  Ohio. 

AMA  On  the  Road  This  Fall 

This  fall,  the  American  Medical  Association  will 
begin  a pilot  project  to  increase  communications  and  di- 
rect contact  with  physicians  throughout  the  United  States. 
The  program  will  feature  two  mobile  exhibits.  One  van, 
containing  materials  relating  to  AMA  services,  benefits, 
and  activities,  will  be  used  in  cooperation  with  local  medi- 
cal societies.  The  second  will  display  information  from 
health-related  fields.  Roth  units  are  expected  to  be  self- 
supporting  and  will  visit  hospitals,  clinics,  medical  centers, 
and  similar  institutions.  For  more  information  concerning 
this  program,  contact  the  Marketing  Services  Division, 
American  Medical  Association,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 


Ophthalmology  Offices  Relocated 

Following  the  division  earlier  this  year  of  the  Ameri- 
can Academy  of  Ophthalmology  and  Otolaryngology  into 
separate  organizations,  the  American  Academy  of  Oph- 
thalmology has  relocated  its  offices  from  Rochester,  Min- 
nesota. The  Academy  is  now  located  at  1833  Fillmore 
Street,  P.O.  Box  7424,  San  Francisco,  California  94120, 
telephone:  415/921-4700.  The  American  Academy  of 
Otolaryngology  remains  at  15  Second  Street,  S.W., 
Rochester,  Minnesota  55901,  telephone:  507/288-7444. 

IRS  Reminder 

Physicians  are  reminded  that  the  Internal  Revenue 
Service  has  limited  deductions  for  expenses  incurred  at 
foreign  medical  meetings  to  two  foreign  conventions  per 
year.  Deductible  costs  of  hotels,  meals,  and  other  living 
expenses  are  restricted  to  the  per  diem  rate  allowed  gov- 
ernment employees  at  the  convention  site.  These  rates 
vary  widely.  Discussion  of  the  deductible  amount  allowed 
and  proper  documentation  with  a tax  advisor  is  suggested 
prior  to  departure. 

(NEWS  continued  on  page  661) 


Immke  Circle  Leasing  iNC. 

Endorsed  Leasing  Company  of  the  Ohio  State  Medical  Association 


Order  now  for  early  delivery  on  all 
1980  models.  We  lease  all  foreign 
and  domestic  makes  and  models 
including  Mercedes,  Jaguar, 
Porsche,  etc. 


Immke  Circle  Leasing,  Inc. 

32  South  Fifth  Street 
Columbus,  Ohio  43215 


Many  people 
think  of 
leasing 
as  just 
automobiles. 


We  do  that  too,  but, 
in  addition,  we 
want  to  lease  you 
any  professional  equipment. 


V 


Telephone  (614)  228-1701  or  Toll  Free  1 (800)  282-0256 


J 
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ANDREAS  S.  AHBEL,  M.D.,  Canton,  has  assumed 
his  duties  as  president  of  the  Ohio  Academy  of  Family 
Physicians.  Doctor  Ahbel  is  currently  president  of  the 
Hospital  Bureau  of  Central  Stark  County,  Inc. 


DONAVIN  A.  BAUMGARTNER,  JR.,  M.D., 

Cleveland,  was  installed  as  President  and  Chairman  of 
the  Board  of  the  Cleveland  Academy  of  Medicine.  RICH- 
ARD J.  NOWAK,  M.D.,  Cleveland,  chief  of  gynecology 
at  Hillcrest  Hospital,  is  the  Academy’s  new  president- 
elect. 


DWIGHT  L.  BECKER,  M.D.,  Lima,  was  elected 
secretary  of  the  Ohio  Medical  Indemnity  Mutual  Cor- 
poration board  of  directors. 


EDWARD  BOPE,  M.D.,  Columbus,  has  been  ap- 
pointed to  the  newly  established  position  of  associate 
director  of  Riverside’s  Family  Practice  Center. 


SHARAD  D.  DEODHAR,  M.D.,  Cleveland,  has  been 
appointed  to  a six-year  term  as  chairman  of  the  Immun- 
ology Board  of  Registry  of  the  American  Society  of  Clini- 
cal Pathology.  Doctor  Deodhar  is  currently  the  head  of 
the  Cleveland  Clinic  Foundation’s  Department  of  Im- 
munopathology. 


WILLIAM  C.  EARL,  M.D.,  Columbus,  has  been 
elected  to  a two-year  term  as  president  of  the  Board  of 
Trustees  of  the  Mid-Ohio  Health  Planning  Federation 
(M.O.H.P.F.).  Doctor  Earl  has  been  on  the  staff  at 
Children’s  Hospital  for  16  years.  He  was  president  of  the 
Academy  of  Medicine  of  Columbus  and  Franklin  County 
in  1974. 


The  Board  of  Trustees  of  St.  Elizabeth  Medical  Cen- 
ter has  named  RAYNALD  LANE,  M.D.,  Dayton,  as 
associate  director  of  medical  affairs. 


MARK  A.  MANDEL,  M.D.,  Cleveland,  has  resign- 
ed as  Director  of  Plastic  and  Reconstructive  Surgery  at 
Case  Western  Reserve  University  School  of  Medicine  and 
at  the  LMiversity  Hospitals  of  Cleveland.  He  has  relo- 
cated to  the  Los  Angeles  area. 


ALBERT  N.  MAY,  M.D.,  Marion,  addressed  a 
national  seminar  on  the  International  Year  of  the  Child 
(IYC)  in  Washington.  The  seminar  was  held  in  con- 
junction with  a White  House  briefing  on  the  Interna- 
tional Year  of  the  Child  developed  for  representatives 
of  federal  and  state  governmental  organizations.  Doctor 
May’s  speech  centered  on  the  subject  of  IYC  organiza- 
tional activities  at  the  small-town  suburban-rural  level. 
Dr.  May  represented  Ohio  in  a five-state  panel  discus- 
sion devoted  to  techniques  of  organizing  a state  for  IYC 
efforts.  He  also  led  a regional  workshop  on  increasing 
individual  and  organizational  motivation  for  participa- 
tion in  IYC  activities. 


ROBERT  T.  McKINLAY  M.D.,  Columbus,  has 
been  promoted  to  Clinical  Associate  Professor  of  Oph- 
thalmology in  The  Ohio  State  University  College  of 
Medicine.  Dr.  McKinlay  is  primarily  affiliated  with 
Grant,  Children’s  and  University  Hospitals  and  serves  as 
a consultant  in  ophthalmology  to  the  Veterans  Adminis- 
tration Center  Hospital  in  Dayton. 


JOHN  PETER  MINTON,  M.D.,  Ph.D.,  Columbus, 
has  been  selected  an  American  Cancer  Society  Professor 
of  Clinical  Oncology.  Dr.  Minton  is  one  of  19  such  pro- 
fessors in  the  country  and  is  currently  the  only  Ameri- 
can Cancer  Society  Professor  of  Clinical  Oncology  in 
Ohio.  Dr.  Minton  has  developed  and  will  now  implement 
a plan  to  expand  cancer  training  and  education  pro- 
grams within  The  Ohio  State  University  College  of 
Medicine. 


Friends,  neighbors,  and  citizens  honored  E.  R. 
ML1RBACH,  M.D.,  Archbold,  at  a retirement  dinner 
commemorating  his  45  years  of  professional  service  to 
the  community. 
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STANLEY  VV.  OLSON,  M.D.,  Rootstown,  has  been 
elected  secretary  of  the  newly  formed  Medical  Education 
Foundation  of  Northeastern  Ohio  Universities  College  of 
Medicine  (NEOUCOM).  Dr.  Olson,  who  became  the 
new  school’s  first  provost,  has  since  retired  and  is  now 
serving  as  consultant  and  professor  of  Medicine. 


CHARLES  J.  PROCHASKA,  M.D.,  Cleveland,  was 
named  clinician  of  the  year  by  the  Cleveland  Academy 
of  Medicine. 


THOMAS  P.  RAB,  M.D.,  Dayton,  has  been  ap- 
pointed to  the  St.  Elizabeth  Board  of  Trustees.  Doctor 
Rab  has  chaired  and  served  on  numerous  major  commit- 
tees during  his  nearly  30-year  active  association  with  the 
hospital. 


Several  OSMA  members  were  installed  as  officers 
of  the  Ohio  Academy  of  Family  Physicians.  The  newly 
installed  officers  include:  Doctors  OLIVER  K.  ROTH, 
Cincinnati,  president-elect;  JOHN  E.  VERHOFF,  Co- 
lumbus, vice  president;  RAYMOND  A.  KIWALA,  Cleve- 
land, treasurer;  WILBURN  H.  WEDDINGTON,  Co- 
lumbus, speaker  of  the  house;  GEORGE  H.  McILROY, 
Celina,  vice  speaker;  DAVID  A.  BARR,  Lima,  national 
delegate;  and  KENNETH  A.  J.  FREDERICK,  Cincin- 
nati, and  GLEN  F.  AUKERMAN,  Jackson  Center,  na- 
tional alternates. 


MARLOWE  H.  SCHAFFNER,  M.D.,  Dayton,  has 
been  appointed  Vice  President  for  Medical  Affairs  for 
Loma  Linda  University  in  California.  Dr.  Schaffner 
served  as  President  of  the  Kettering  Medical  Center 
since  1969. 


FREDERICK  G.  SMITH,  M.D.,  Marion,  has  been 
appointed  as  governor  of  the  Ohio  branch  of  the  Scien- 
tific Council  of  the  American  College  of  Angiology  for 
1979  to  1980.  One  of  Dr.  Smith’s  principal  responsibilities 
will  be  the  development  of  a program  to  invite  and  in- 
duct qualified  scientists  into  the  College  and  evaluate 
their  credentials. 


CHESTER  P.  SWETT,  M.D.,  Lancaster,  was  re- 
cently elected  President  of  the  Ohio  Academy  of  Medical 
History. 


ROBERT  E.  RINDERKNECHT,  M.D.,  Dover,  has 
announced  his  retirement  from  the  practice  of  medicine. 
Doctor  Rinderknecht  served  six  years  on  OSMA  Council. 
Doctor  Rinderknecht  and  his  wife,  Janice,  leave  for  the 
eastern  shore  of  Alabama  the  first  part  of  this  month. 
The  Tuscarawas  County  Medical  Society  honored  him 
on  September  25,  1979.  Speakers  at  the  dinner  included 
OSMA  past  president,  John  J.  Gaughan  M.D.,  Raymond 
Crawley  M.D.,  and  Hart  Page,  Executive  Director  of 
the  OSMA. 


KENNETH  ROWLEY,  M.D.,  Hamilton,  has  been 
appointed  to  the  board  of  directors  of  Planned  Parent- 
hood Association  of  Butler  County.  Doctor  Rowley  will 
serve  as  chairman  of  Planned  Parenthood’s  medical  ad- 
visory committee.  He  is  a member  of  the  American 
College  of  Obstetricians  and  Gynecologists. 


RICHARD  D.  RUPPERT,  M.D.,  Toledo,  president 
of  the  Medical  College  of  Ohio  at  Toledo,  was  elected  to 
the  board  of  directors  of  the  Toledo  Trust  Co. 


Newly  elected  directors  were  Doctors  THOMAS  U. 
TODD,  Cincinnati;  GENE  E.  WRIGHT,  Lima;  PHILIP 
CARAVELLA,  Cleveland;  FELIPE  V.  LAVAPIES,  Til- 
tonsville;  G.  HOWARD  WOOD,  Chillicothe;  and  JOHN 
M.  ROBINSON,  Wooster. 


DOL’GLAS  TRIFFON,  M.D.,  Columbus,  was  hon- 
ored during  the  Doctoral  Convocation  of  the  class  of 
1979  of  the  College  of  Medicine,  Ohio  State  University. 
Dr.  Triffon  received  the  following:  Watman  Award  in 
recognition  of  outstanding  scholastic  achievement,  clini- 
cal competence,  and  research  accomplishments;  Depart- 
ment of  Medicine  Award  for  exceptional  and  extraor- 
dinary aptitude  in  all  phases  of  their  endeavor  as  stu- 
dents of  medicine;  Louis  H.  Mendelson  Award  in  cardi- 
ology for  outstanding  ability;  Department  of  Medical 
Microbiology  Award  for  outstanding  scholastic  achieve- 
ment; and  The  Alpha  Omega  Alpha  Honor  Medical 
Society.  Dr.  Triffon  is  interning  at  the  University  of 
California  Hospital  and  the  V.A.  Hospital  in  San  Diego. 
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NEW  AAEMDEP5 


CLINTON  (Wilmington)  HURON  (Norwalk) 

Thomas  J.  Willke  Carl  D.  Obenauf 

Ronald  Winland 


CUYAHOGA 
(Cleveland  unless  noted) 

Richard  E.  Behrman 
Louis  P.  Caravella 
Josephine  Fernando 
George  H.  Franck 
Joseph  J.  McKee 
James  C.  Moore 

Ronald  S.  Neufeld,  Shaker  Heights 

John  C.  O'Bell 
Peter  B.  O'Donovan 
Warren  Pechan 
Oin  Prakash  Rehil 
William  Ruschhaupt  III 
Leonard  Saltz 
John  W.  Shaffer 
George  R.  Sparhawk,  Jr. 


FRANKLIN  (Columbus) 

William  T.  Aldrich,  Jr. 
Bruce  A.  Baker 
Vincent  Barresi 
Patrick  M.  Fardal 
John  V.  Gaeuman 
Rene  F.  Hartmann 
Michael  H.  Mishkind 
Peter  M.  Sanfelippo 
Bhagwan  Satiani 
E.  Silvia  B.  Vasquez 
Phyllis  Visocan 
Rina  S.  Vollmer 
Patrick  M.  Wall 
John  W.  Willis 


HAMILTON  (Cincinnati) 

Richard  Kallenberg 


JEFFERSON  (Steubenville) 

Herbert  Friedman 


LUCAS  (Toledo  unless  noted) 

Frederick  N.  Klippert 
Gunvantray  B.  Mehta,  Maumee 


MONTGOMERY 
(Dayton  unless  noted) 

William  E.  Bannen 
Kenneth  N.  Beers 
Bennie  C.  Blake 
Bruce  E.  Bray 
William  F.  Coyer 
Jorge  H.  Crespo 
Charles  German 
P.  George  John 
Kazuo  H.  Kimura 
Sung  Ho  Lee 

Young  Soon  Lee,  Baltimore,  MD 

Ophelia  V.  Mangubat 
Stanley  Mohler 
Rajendrabhai  Patel 
Rasiklala  Patel 
Orval  E.  Riggs 
Norman  J.  Schneiderinan 


MUSKINGUM  (Zanesville) 

Richard  Tuck 


RICHLAND 
(Mansfield  unless  noted) 

Blanch  Baddour 
Padmanabhab  Bhat 
Franco  Ceccarelli 
Dennis  Miller,  Shelby 


STARK 

Joan  F.  C.  Davies,  No.  Canton 
Shabbir  T.  Garbadawala,  Massillon 
Thomas  R.  Spitzer,  Canton 


SUMMIT  (Akron  unless  noted) 

Eric  Baum 
William  B.  Bauman 
Stephen  L.  Demeter 
Ira  J.  Gordon 
Vern  J.  Hershberger 
Cuyahoga  Falls 
Gerald  Holvat,  Barberton 
Jeffrey  S.  Kline,  Stow 
Charles  MacCallum,  Stow 
Mary  Jo  McMullen 
Phillip  Meyers 
Robert  B.  Newell,  Copley 
Joseph  Panzner 
Antonio  Tanpoco 
John  N.  Webb 
James  Zarinczuk 
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Harry  Mosher,  CLU,  vice  president,  tells  how  Turner  & Shepard  works  from  your  point  of  view: 

“We  don’t  believe  in  secrets  between 
ourselves  and  our  clients.” 


Insurance  is  a personal 
relationship,  quite  like  a lawyer  or 
doctor.  There  should  be  no  secrets 
between  our  clients  and  ourselves. 
The  better  we  understand  what  a 
client’s  problems  are,  the  more  able 
we  are  to  come  up  with  a satisfactory 
solution  to  them.  We  think  of  our 
business  as  a partnership  with  our 
clients.  That  way,  we  can  achieve 
the  maximum  insurance  program 
that  they  desire  at  the  minimum 
reasonable  cost  that  we  can  obtain. 


Working  from  your  point  of 
view  is  our  way.  That  means 
working  as  allies,  solving  insurance 
problems  together. 

As  an  affiliate  of  Alexander  & 
Alexander,  a worldwide  leader  in 
the  insurance  and  financial  services 
business,  we  have  the  facilities, 
expertise  and  strength  to  meet  the 
needs  of  any  clients  in  professional 
practice  including  those  who  are 
incorporated. 

Why  not  talk  your  problems 
over  with  an  ally,  someone  who 


really  will  work  from  your  point  of 
view. 

Just  contact  Harry  Mosher  at 
Turner  & Shepard,  Inc.,  an  affiliate 
of  A&A,  17  South  High  Street, 
Columbus,  Ohio  43215,  (614) 
228-6115.  Offices  in  Akron, 
Cincinnati,  Cleveland  and  Toledo. 


ii 


TURNER  & 
SHEPARD, 


inc. 


AFFILIATED  WITH  ALEXANDER  & ALEXANDER 


Revised  Health  Guidelines  For 
Athletes  Approved  by  Sports 
Medicine  Committee 

John  R.  Sullivan,  D.O. 


New  guidelines  for  the  health  evaluation  of  the  high 
school  athlete  recently  were  approved  by  the  Joint  Ad- 
visory Committee  on  Sports  Medicine  of  the  Ohio  State 
Medical  Association  and  Ohio  High  School  Athletic 
Association  (OHSAA). 

The  Committee  urges  Ohio  physicians  — especially 
those  serving  as  athletic  team  physicians  and  those  who 
perform  preparticipation  physical  examinations  on  their 
patients  — to  become  familiar  with  the  guidelines. 

Prior  to  implementation,  the  guidelines  will  be 
submitted  to  a referendum  by  the  more  than  800  mem- 
ber high  schools  of  the  OHSAA.  The  referendum  is  sched- 
uled for  December  1979,  and  will  be  preceded  by  brief- 
ings for  key  representatives  of  each  school. 

The  guidelines  delete  the  present  requirement  for  an 
annual  physical  examination  for  each  candidate.  A pre- 
participation medical  examination  by  a licensed  physician 
(M.D.  or  D.O.)  will  be  required  upon  a student  ath- 
lete’s initial  entrance  into  an  interscholastic  athletic  pro- 
gram. Initial  entrance  usually  is  at  the  seventh  grade  level 
for  junior  high  school  competition  or  freshman  (ninth 
grade)  or  sophomore  (tenth  grade)  level,  depending  on 
the  high  school  structure  and  organizational  operation 
plan. 

The  initial  examination  will  include  a review  of  the 
athlete’s  health  history  and  a relevant  medical  and  ortho- 
pedic physical  examination.  Medical  records  maintained 
during  the  student’s  scholastic  career  will  include  a record 
of  injuries  and  illness  sustained  during  the  competitive 
season  and  off-season,  medical  referrals,  subsequent  care 
and  clearances,  and  a completed  yearly  health  status 
questionnaire. 

After  close  to  two  years  of  intense  study  by  the  36- 


member  committee  of  physicians,  athletic  trainers,  and 
OHSAA  staff  members,  it  was  concluded  that  the  annual 
physical  examination  for  all  student  athletes  is  not  neces- 
sary — provided  there  is  a continuous  awareness  of  the 
health  status  of  each  athlete. 

The  Committee  urges  that  the  initial  examination  be 
as  comprehensive  as  possible  for  students  who  begin 
competition  at  the  seventh  grade  level,  as  well  as  at  the 
ninth  or  tenth  grade  level. 

The  athlete’s  health  will  be  followed  throughout  his 
high  school  career  by  the  use  of  a history  to  be  updated 
annually  by  the  parents.  The  history  must  be  reviewed  by 
a competent  person  within  the  school  system.  Any  devi- 
ation or  abnormality  is  to  be  referred  to  a physician. 

The  history  forms  will  be  color  coded  and  it  is  urged 
that  all  team  physicians  review  them  on  an  annual  basis 
for  each  participant.  The  Committee  feels  that  significant 
information  can  be  obtained  from  an  annual  updated 
history! 

The  forms  have  been  greatly  simplified  requiring 
only  the  notation  of  positive  findings,  not  the  cookbook 
approach  of  recording  negatives  as  with  the  present  forms. 

The  forms,  physical  and  subsequent  history  updates, 
should  be  available  at  all  times  during  an  athlete’s  season, 
and  will  be  kept  on  file  in  the  designated  school  office 
at  other  times. 

Most  of  the  questions  are  self-explanatory  on  the 
history  portion.  One  question,  however,  may  need  some 
explanation.  It  has  been  shown  that  an  individual  who 
has  experienced  an  episode  of  syncope  during  exercise 
may  be  at  increased  risk  for  sudden  death  in  a sport  in- 
volving violent  physical  demands.  The  awareness  of  this 
particular  physical  history  should  alert  the  physician  to 
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OHIO  HIGH  SCHOOL  ATHLETIC  ASSOCIATION 

STUDENT  PARTICIPATION  AND  PHYSICAL  EXAM  FORM 


(PLEASE  TYPE  OR  PRINT) 

STUDENT'S  NAME 

CITY 


LAST 


FIRST 


BIRTH  DATE, 


MIDDLE 
SCHOOI 


SEX_ 

GRADE,, 


STUDENT'S  ADDRESS, 
PARENT(S)  NAME 


STREET 


CITY 


ZIP 


ADDRESS  (IF  DIFFERENT  THAN  STUDENT). 


STREET 


HOME  TELEPHONE  NO. 


CITY 

FAMILY  PHYSICIAN'S  NAME,  ADDRESS,  PHONE  NUMBER 


ZIP 


ATHLETE'S  HISTORY  YES  NO 

1.  HAS  THIS  ATHLETE  EVER  HAD  HOSPITALIZATION,  SURGERY,  INJURY,  OR  SERIOUS  MEDICAL  ILLNESS?  _ 

2.  IS  THIS  ATHLETE  NOW  UNDER  THE  CARE  OF  A PHYSICIAN  OR  TAKING  ANY  MEDICATION?  

3.  HAS  ANY  PHYSICIAN  EVER  RECOMMENDED  OR  DO  YOU  FEEL  THAT  THERE  SHOULD  BE  LIMITS  PLACED  ON 

PARTICIPATION  IN  COMPETITIVE  SPORTS? 

4.  DOES  THIS  ATHLETE  HAVE  ANY  KNOWN  ALLERGIES  TO  MEDICATIONS? 

5.  DOES  THIS  ATHLETE  WEAR  GLASSES  OR  CONTACT  LENSES?  GIVE  DATE  OF  LAST  EYE  EXAM  IF  "YES" 

6.  HAS  THIS  ATHLETE  EVER  BLACKED  OUT  OR  LOST  CONSCIOUSNESS  DURING  PHYSICAL  ACTIVITY?  

IF  YES,  PLEASE  SPECIFY 


WE  CONSENT  TO  THE  PARTICIPATION  OF  THE  ABOVE-NAMED  STUDENT  IN  THE  INTERSCHOLASTIC  PROGRAM  OF  HIS/HER 
SCHOOL  INCLUDING  PRACTICE  SESSIONS  AND  TRAVEL  TO  AND  FROM  ATHLETIC  CONTEST.  WE  ALSO  AGREE  TO  EMERGENCY 
MEDICAL  TREATMENT  AS  DEEMED  NECESSARY  BY  THE  PHYSICIANS  DESIGNATED  BY  SCHOOL  AUTHORITIES. 


STUDENT  PARENT  DATE 

HISTORY  AND  CONSENT  MUST  BE  COMPLETED  PRIOR  TO  THE  PHYSICAL  EXAMINATION. 


HEALTH  EXAMINATION  FORM 


STUDENT'S  NAME 

GRADE 

HEIGHT, 

, WEIGHT 

BP. 

. . PULSE 

ABNORMAL  PHYSICAL  FINDINGS: 


URINALYSIS 
ALBUMIN  — 

SUGAR  — 

MICRO  (IF  ABOVE  TEST  ABNORMAL] 


BLOOD  COUNT 
(FOR  FEMALES) 
HGB. — 

OR 

HOT. — 


SHOULD  THERE  BE  ANY  LIMITATIONS  PLACED  ON  ATHLETIC  PARTICIPATION? 
IF  YES,  SPECIFY 


YES NO 


I certify  that  I have  on  this  date  examined  this  student  and  that,  on  the  basis  of  the  examination  requested  by  the  school  authorities  and 
the  student's  medical  history  as  furnished  to  me,  I have  found  no  reason  which  would  make  it  medically  inadvisable  for  this  student  to  com- 
pete in  supervised  athletic  activities.  (NOTE  EXCEPTIONS  ABOVE) 


PHYSICIAN'S  SIGNATURE 

M.D.  or  D.O. 

PHYSICIAN'S  TELEPHONE  NO.  DATE 


(HISTORY  AND  CONSENT  MUST  BE  COMPLETED  PRIOR  TO  PHYSICAL  EXAMINATION) 


PHYSICIAN'S  NAME  AND  ADDRESS  (STAMP  OR  PRINT) 


(continued  on  page  649 ) 
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By  providing  immediate 
capital  and  professional 
counsel 

You  can  rely  on  Professional  Capital 
Corporation  for  two  important  reasons. 
First,  you  can  receive  from  $10,000  to 
$100,000  quickly  and  confidentially. 

You’ll  appreciate  our  convenient 
service,  competitive  rates  and  extended 
payment  program. 

Secondly,  you  can  benefit  from  expert 
advice  concerning  tax  shelters,  strategic 
i nvestments  and  new  tax  laws  that  work  to 
your  advantage.  Since  we  serve  your 


profession  exclusively,  we  know  how  to 
help  you  plan  a secure  financial  future. 

To  protect  your  financial  health,  please 
call  the  toll-free  number  below;  in 
California,  call  collect  (213)475-8579. 

(800)421-2321 

PROFESSIONAL 

CAPITAL  CORPORATION 

10880  Wilshire  Boulevard.  Los  Angeles,  CA  90024 

Serving  physicians  and 
dentists  exclusively 


in  protecting 
your  financial 
health 
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OHIO  HIGH  SCHOOL  ATHLETIC  ASSOCIATION 

ANNUAL  QUESTIONNAIRE 


STUDENT'S  NAME 

BIRTH  DATE 

SEX 

LAST 

r.iTY 

FIRST 

MIDDLE 

SCHOOL 

GRADE 

STIinPNIT'S  ADrtRPSS  . . 

STREET 

CITY 

ZIP 

PARENT(S)  NAME 

ADDRESS  (IF  DIFFERENT  THAN  STUDENT) . — . 

STREET 

HOME  TELEPHONE  NO._ 


ATHLETE'S  HISTORY 

YES  NO 

1.  SINCE  THE  LAST  ATHLETIC  PARTICIPATION  PHYSICAL  EXAM  WAS  DONE  ON  THIS  STUDENT,  HAS  HE 
SUFFERED  ANY  INJURY  OR  MEDICAL  ILLNESS? 

2.  IS  THIS  ATHLETE  NOW  UNDER  THE  CARE  OF  A PHYSICIAN  OR  TAKING  ANY  MEDICATION?  

3.  DO  YOU  FEEL  THAT  THERE  SHOULD  BE  ANY  LIMITS  PLACED  ON  FULL  PARTICIPATION?  

4.  HAVE  ANY  NEW  ALLERGIES  TO  MEDICATIONS  DEVELOPED?  

5.  DOES  THE  ATHLETE  WEAR  GLASSES  OR  CONTACT  LENSES?  GIVE  DATE  OF  LAST  EYE  EXAM  IF  "YES"  


IF  YES,  PLEASE  SPECIFY 


WE  CONSENT  TO  THE  PARTICIPATION  OF  THE  ABOVE-NAMED  STUDENT  IN  THE  INTERSCHOLASTIC  PROGRAM  OF  HIS/HER 
SCHOOL  INCLUDING  PRACTICE  SESSIONS  AND  TRAVEL  TO  AND  FROM  ATHLETIC  CONTESTS.  WE  ALSO  AGREE  TO  EMERGENCY 
MEDICAL  TREATMENT  AS  DEEMED  NECESSARY  BY  THE  PHYSICIANS  DESIGNATED  BY  SCHOOL  AUTHORITIES. 


STUDENT  PARENT  DATE 


carefully  assess  this  person  in  cardiovascular  dynamics 
prior  to  competition. 

The  merit  and  costs  of  annual  physical  examinations 
for  young  athletes  have  long  been  questioned  by  many 
physicians.  The  Committee  believes  this  new  system  will 
be  more  efficient  and  cost-effective. 

The  guidelines  are  consistent  with  the  policy  of  the 
National  Collegiate  Athletic  Association  (NCAA)  de- 
veloped during  its  annual  convention  in  January  1978. 

The  success  of  this  new  program,  pending  approval 
by  the  OHSAA  member  schools  in  the  December  1979 
referendum,  will  be  dependent  on  the  physician  performing 
a comprehensive  preentry  examination,  carefully  review- 
ing the  annual  history,  and  making  Ohio’s  school  admin- 
istrators, coaches,  athletic  trainers,  and  parents  aware  of 
these  changes  for  the  ultimate  welfare  of  Ohio’s  young 
athletes. 


Dr.  Sullivan,  South  Charleston,  member,  Subcommittee  on 
Policies  & Guidelines,  Joint  Advisory  Committee  on  Sports 
Medicine  of  OSMA  and  the  Ohio  High  School  Athletic 
Association. 


NOTICE  TO  PARENTS 

It  is  required  that  all  students  complete  a history 
and  physical  exam  prior  to  competition  in  the  inter- 
scholastic athletic  program.  This  exam  is  at  the  expense 
of  the  student  and  should  be  taken  at  initial  entrance 
into  the  program.  This  exam  is  to  be  done  by  a licensed 
physician  (M.D.  or  D.O.). 

This  is  the  only  required  exam  for  school  sports,  but 
annual  history  forms  are  required  to  be  submitted  to  the 
principal  by  the  parents  each  succeeding  year  prior  to 
participation. 


CURRENT  EXAM  FORM  CAN 
BE  FOUND  ON  PAGE  651 
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' PioductiVity  %. 

Cosponsored  by  the 
Ohio  State  Medical  Association 

8:45  a.m.  to  5:00  p.m. 


BUSINESS  ESSENTIALS 
FOR  A MEDICAL  OFFICE 

FOR  TOOR 

MEDICAL  OFFICE  ASSISTANTS 


Oct.  16,  1979 

Toledo 

Sheraton-Westgate  Inn 

Oct.  17,  1979 

Cleveland 

Marriott  Inn  - Airport 

Oct.  18,  1979 

Canton 

Imperial  House 

Oct.  19,  1979 

Youngstown 

Howard  Johnson's 

Oct.  23,  1979 

Athens 

Ohio  University  Inn 

Oct.  23,  1979 

Akron 

Ramada  Inn  Northwest 

Oct.  24,  1979 

Columbus 

Carrousel  Inn 

Oct.  25,  1979 

Dayton 

Imperial  House  South 

Oct.  26,  1979 

Cincinnati 

Carrousel  Inn 

OFFICE  MANAGERS 
RECEPTIONISTS 
MEDICAL  SECRETARIES 
BOOKKEEPERS 
INSURANCE  CLERKS 
NURSES 

This  program  has  been  approved  for 
Continuing  Education  Units  by  AAMA 


TOPICS:  Telephone  Management,  Appointment  Scheduling,  Medical  Records,  Personnel,  Billing  Systems  and 
Collection,  Insurance  Claim  Processing. 

Practice  Productivity  Inc.  is  a national  management  consulting  firm  located  in  Atlanta  whose  only  clients  are 
physicians  engaged  in  the  private  practice  of  medicine.  Practice  Productivity  offers  educational  and  motivational 
workshops  in  sound  business  concepts  to  physicians,  medical  office  managers,  and  medical  assistants.  Practice 
Productivity  also  provides  nation-wide  individual  consulting  to  physicians  at  their  private  practice. 

For  Further  information,  contact: 

Duane  M.  Johnson,  PhD,  Executive  Vice-President,  Practice  Productivity,  Inc. 


Name 


Registration  Form 

Position  City  Will  Attend 


Date  Will  Attend 


2. 


Name  of  Practice: 
Specialty:  


Telephone:  (_ 


Address: 


City: 


State: 


Zip: 


Full  tuition  fee  of  $ 


is  enclosed  at  $85  per  registrant.  Tuition  includes  course  materials  and  luncheon  and 


MUST  ACCOMPANY  THIS  FORM.  (There  is  a $10  handling  fee  deducted  on  all  refunds  for  cancellations  received  at  least  one  week 
in  advance  of  course;  no  refund  thereafter.) 

TActice  GPi&ductk!ty  Iqe. 

2000  Clearview  Avenue,  Atlanta,  Georgia  30340,  Telephone  (404)  455-7344  or  Toll  Free  800-241-6228 


CURRENT  EXAM  FORM 


KEEP  IN 
HIGH  SCHOOL 
OFFICE 


Student's  Name^ 

Age Grade. 

Parent’s  Name 


OHIO  HIGH  SCHOOL  ATHLETIC  ASSOCIATION 

STUDENT  PARTICIPATION,  PARENTAL  APPROVAL 
AND  PHYSICAL  EXAMINATION  FORM 

(to  be  completed  by  parents  and  physician) 
Birth  Date. 


Sex 


M. 


F.  (circle  one) 


Place  of  Birth 


month-day-year 


(City,  County,  State) 
Tel.  No 


Home  Address  of  Student 


(Street  or  RFD  Number) 

(Circle  One) 


(City) 


HISTORY  OF 

1.  Any  injuries  requiring  medical  attention  Yes  No 

2.  Any  illness  lasting  more  than  one  week  Yes  No 

3.  Being  under  a physician’s  care  at  this  time  Yes  No 

4.  Taking  any  medicine  prescribed  by  a physician 

(regularly  or  not)  Yes  No 

5.  Wears  glasses  Yes  No 

Contact  lenses  Yes  No 


6.  A surgical  operation  or  fracture  Yes 

7.  Being  in  a hospital  (except  for  tonsillectomy)  Yes 

8.  Any  reason(s)  known  by  anyone  why  this  indi- 
vidual should  not  participate  in  any  or  all  sports  Yes 

9.  Any  known  allergies  Yes 

10.  Any  chronic  disease  Yes 


If  “yes”  to  any  of  the  above,  list  appropriate  number  and  specify  any  or  all  abnormalities. 


Yes 


No 


12.  Anv  special  reason  to  omit  strenuous  exercises  Yes  No 
(Explain  on  lines  above.) 


11.  Suitable  inoculations  and  boosters 

Tetanus  (booster  every  5 years),  poliomyelitis 
influenzal 

PARENT  OR  GUARDIAN  AND  STUDENT  PERMISSION  AND  APPROVAL 

I hereby  consent  to  the  above  named  student  participating  in  the  interscholastic  athletic  program  at  their  school  of 
attendance  in  those  sports  not  circled  on  the  other  side  of  this  card.  This  consent  includes  travel  to  and  from 
athletic  contests  and  practice  sessions.  I further  consent  to  treatment  deemed  necessary  by  physicians  designated 
by  school  authorities  for  any  illness  or  injury  resulting  from  his  (her)  athletic  participation. 


(Zip  Code) 

(Circle  One) 


Parent  or  Guardian  Signature. 


.Date. 


This  application  to  compete  in  interscholastic  athletics  for  the  above  school  is  entirely  voluntary  on  my  part  and 
is  made  with  the  understanding  that  I have  not  violated  any  of  the  eligibility  rules  and  regulations  of  the  state 
association. 


Signature  of  Student. 


.Date. 


(Cooperatively  prepared  by  the  National  Federation  of  State  High  School  Athletic  Associations,  the  Committee  on 
Medical  Aspects  of  Sports  of  The  American  Medical  Association  and  the  Committee  on  Sports  Medicine  of  The  Ohio 
State  Medical  Association).  Health  examinations  for  athletes  should  be  rendered  after  August  1st  of  the  school 
year  concerned. 


Name  of  Student 
Age. 

Eyes 


Height Ft. 

R20/ 


(Please  Print) 
Ins.,  Weight 


Lt.20/_ 


. .City  and  School. 
_Lbs.,  Blood  Pressure. 

; Ears 


.Pul. 


—Hearing  R_ 


Resp.. 

_/  15;  Lt 


_/ 15 


Significant  past  illness  or  injury. 


Cardiovascular. 

Respiratory 

Liver. 

Musculoskeletal- 
Neurological. 
Laboratory;  Urinalysis. 


.Spleen- 


Comments  on  specific  abnormalities,  previous  surgery  and  scars. 


.Hernia 

.Skin 

.Genitalia. 
.Other 


I certify  that  on  this  date  I examined  this  student  and  on  the  basis  of  this  examination,  along  with  the  medical 
history  furnished  to  me,  I found  no  reason  which  would  make  it  medically  inadvisable  for  this  student  to  compete 
in  supervised  athletic  activities  except  those  circled  below. 


ARCHERY 

BASEBALL 

BASKETBALL 

BOWLING 


CROSS  COUNTRY 
FENCING 
FIELD  HOCKEY 
FOOTBALL 


GOLF  SOFTBALL 

GYMNASTICS  SWIMMING 
ICE  HOCKEY  TENNIS 

SOCCER  TRACK 


VOLLEYBALL 
WATER  POLO 
‘WRESTLING 
OTHERS 


‘Weight  loss  permitted  to  make  lower  weight  class:  Yes  No  (circle  one)  If  "yes"  may  lose  approx pounds 

Signature  of  Licensed  Physician  M.D D.O 

Physician’s  Address 


(Street  Number) 


Telephone  No.. 


(City) 

Date  of  Examination 


(Zip  Code) 


NOTE:  This  form  must  be  completely  filled  out  and  must  be  filed  in  the  office  of  the  school  principal,  superinten- 
dent, or  executive  head  of  involved  school  prior  to  the  student’s  participation.  Form  a Re»  -600M-2 -72 


☆☆☆ 
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Pco 

Complete  Insurance  Protection  For  Ohio  Physicians 

These  are  some  of  our  fine  PICO  agencies, 
serving  their  cities  and  the  surrounding  areas. 


Akers-Hartenstein  Insurance  Agency,  Inc. 

(an  affiliate  of  Frank  B.  Hall  & Co.  of  Ohio,  Inc.) 
425  West  Market  Street 
Akron,  Ohio  44303 
(216)535-2141 

Baldwin  & Whitney  Insurance  Agency 

7 East  Fourth  Street 
Dayton,  Ohio  45402 
(513)223-3181 

Sanford  W.  Berman  Agency 

423  Washington  Street 
Steubenville,  Ohio  43952 
(614)282-9736 

Brooks  Insurance  Agency,  Inc. 

1120  Madison  Avenue 
Toledo.  Ohio  43624 
(419)243-1191 

The  Gluck  Insurance  Agency 

2901  Market  Street 
Youngstown,  Ohio  44507 
(216)  788-6577 

Haas  Insurance  Agency 

26130  Lorain  Road 
North  Olmsted,  Ohio  44070 
(216)  779-8300 

Humphrey-Cavagna  Insurance,  Inc. 

507  Broad  Street 
Elyria,  Ohio  44035 
(216)322-5477 

Palmer-Blair  Insurance  Agency 

605  Spitzer  Building 
Toledo.  Ohio  43604 
(419)248-4141 

Frederick  Rauh  & Company 

3300  Central  Parkway 
Cincinnati,  Ohio  45225 
(513)559-0500 

Spencer-Patterson  Agency,  Inc. 

212  East  Sandusky  Street 
Findlay,  Ohio  45840 
(419)422-3545 

Stolly  Insurance,  Inc. 

973  West  North  Street 
RO.  Box  1666 
Lima,  Ohio  45805 
(419)227-2570 

Stouffer-Herzog-Otto  Ins.  Agency,  Inc. 

4230  Lake  Avenue 
RO.  BOX  400 
Ashtabula,  Ohio  44004 
(216)998-4444 

Turner  & Shepard,  Inc. 

17  South  High  Street 
Columbus,  Ohio  43215 
(614)228-6115 

United  Agencies,  Inc. 

444  Hanna  Building 
Cleveland,  Ohio  44115 
(216)696-8044 

Utz  Insurance  Agency,  Inc. 

RO.  BOX  167 
Plymouth,  Ohio  44865 
(419)687-6252 

Wallace  & Turner,  Inc. 

616  North  Limestone  Street 
Springfield,  Ohio  45501 
(513)324-8492 

Wo! man  Insurance  Agency,  Inc. 

38  Jefferson  Avenue 
Columbus,  Ohio  43215 
(614)221-5471 

Thomas  E.  Wood,  Inc. 

15th  Floor,  Carew  Tower 
Cincinnati,  Ohio  45202 
(513)  852-6300 

V 

) 
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CLINICAL  & SCIENTIFIC 


Antidepressant  Treatment  of  Recurrent 
Anxiety  Attacks  and  Night  Terrors 

David  G.  Logan,  M.D. 


Three  cases  of  recurrent  anxiety  attacks  and  two  cases 
of  night  terrors  were  treated  with  amitriptyline  hydro- 
chloride. Early  treatment  with  antidepressants  is  indi- 
cated for  persons  suffering  from  either  of  these  syn- 
dromes. 


A NXIETY  ATTACKS  ARE  recognized  and  treated 
■*-  *-by  every  primary  physician.  They  consist  of  episodes 
of  terror,  usually  occurring  abruptly  and  spontaneously, 
although  many  of  the  patients  will  have  experienced  a 
recent  loss  of  a loved  one  or  a threat  of  physical  injury.1 
Treatment  consists  of  reassurance  and  occasionally  mild 
sedation.  If  hyperventilation  and  respiratory  alkalosis 
occur,  bag  breathing  may  be  beneficial.  Part  of  the  treat- 
ment consists  of  imparting  a sense  of  optimism  to  the 
patient.  The  confidence  with  which  the  physician  reassures 
his  patient  may  in  itself  serve  to  prevent  recurrence. 

The  theory  is  presented  here  that  isolated  nightmares 
are  panic  attacks  occurring  during  sleep.  Again,  reassur- 
ance and  an  optimistic  attitude  are  the  best  initial  forms 
of  treatment. 

A minority  of  patients  either  fail  to  receive  such  sup- 
portive care  or  fail  to  respond  to  it.  These  unfortunate 
persons  are  troubled  with  repeated  attacks  of  panic  or 
of  night  terrors.  These  episodes  may  be  progressively 
debilitating.2  Phobias  may  be  established  in  an  attempt 
to  avoid  anxiety-provoking  situations.  A persistent  “free- 


Dr.  Logan,  Cleveland,  Assistant  Professor  of  Psychiatry, 
Case  Western  Reserve  University  School  of  Medicine. 
Submitted  February  20,  1979. 


floating”  anxiety  invades  the  sufferer’s  entire  day;  despair 
follows  after  months  or  years  of  repeated  attacks.  Physi- 
cians label  the  end  state  of  this  condition  hypochondriacal 
neurosis,  phobic  neurosis,  or  most  commonly,  anxiety 
neurosis. 

The  usual  treatments  for  these  conditions  consist  of 
psychotherapy  with  adjunctive  major  or  minor  tranquiliz- 
ers. This  approach  generally  is  ineffective  and  patients 
frequently  will  medicate  themselves  with  sedatives  and/or 
alcohol.3 

By  contrast,  patients  suffering  recurrent  anxiety  at- 
tacks or  night  terrors  may  be  treated  effectively  with  anti- 
depressants. The  following  five  cases  are  described  from 
our  recent  experience. 

Panic  Attacks 

A 24-year-old  widow  was  referred  by  her  internist  because  of 
recurrent  episodes  of  tachycardia  and  shortness  of  breath  with 
an  accompanying  sense  of  dread.  One  year  prior  to  the  onset  of 
her  symptoms,  the  patient’s  husband  was  killed  in  a motorcycle 
accident.  The  patient  avoided  her  grief  by  dating  actively  and 
immersing  herself  in  her  college  work.  Four  months  before  her 
referral  to  me  and  almost  exactly  a year  following  his  death, 
the  patient  experienced  her  first  panic  attack.  The  initial  attack 
occurred  an  hour  after  she  had  been  taking  care  of  what  re- 
mained of  her  husband’s  personal  effects.  Similar  attacks  of  fear 
began  to  plague  her  in  the  ensuing  weeks.  Reassurance  by  her 
physician  and  diazepam  therapy  were  only  partially  effective.  The 
patient  restricted  her  activities  as  she  became  more  distressed. 
She  did  not  develop  phobias,  but  feared  she  would  have  an 
attack  away  from  home.  If  overcome  by  panic,  she  would  take 
a diazepam  tablet,  go  to  bed,  and  concentrate  on  relaxation  in 
order  to  maintain  control. 

The  patient  was  started  on  amitriptyline,  25  mg  on  the 
first  day,  increasing  25  mg  every  other  day,  to  a total  of  100  mg. 
There  were  several  episodes  of  mild  anxiety  following  her  initial 
clinic  visit,  but  the  patient  was  symptom  free  within  two  weeks. 
She  remained  on  a regimen  of  100  mg  of  amitriptyline  daily  for 
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a two-month  period  and  stopped  taking  it  abruptly  during  a 
vacation.  At  a follow-up  visit  two  months  after  the  amitriptyline 
therapy  was  discontinued,  the  patient  was  symptom  free  and  in 
good  spirits. 

A 41-year-old  policeman  suffered  his  first  anxiety  attack 
nine  years  ago.  It  consisted  of  rapid  heart  beat,  shortness  of 
breath,  and  fear  that  he  would  die.  Six  months  prior  to  his  first 
attack,  a close  friend  died  of  rheumatic  heart  disease;  one  month 
prior  to  the  onset  of  his  illness,  the  patient’s  wife  delivered 
stillborn  twins.  Following  his  first  attack  of  panic,  the  patient 
was  examined  and  was  told  that  his  blood  pressure  was  elevated 
and  he  might  have  had  a mild  heart  attack.  Nitroglycerin  was 
prescribed.  Subsequent  cardiac  examinations,  including  angio- 
graphy, were  within  normal  limits.  He  is  hypertensive  and  has 
taken  a variety  of  antihypertensive  medications  in  the  intervening 
years. 

The  patient  first  sought  psychiatric  attention  1 /a  years 
after  his  initial  attack.  By  that  time,  he  was  crying  frequently  and 
feared  his  nervous  upset  would  elevate  his  blood  pressure  and 
shorten  his  life.  He  was  in  constant  fear  that  he  would  panic 
at  work.  He  stopped  riding  in  the  patrol  car  because  he  be- 
lieved he  might  be  overcome  at  a point  when  his  police  partner 
would  need  support.  He  also  was  unable  to  sit  through  a church 
service  or  a briefing  session  at  work  for  fear  he  would  experience 
an  attack  and  be  unable  to  leave. 

Over  the  subsequent  six  years,  a variety  of  approaches  were 
used.  Therapeutic  trials  of  dynamic  psychotherapy  and  behavior 
modification  (systematic  desensitization)  were  only  partially  and 
temporarily  successful.  A variety  of  minor  tranquilizers  had  been 
tried  on  this  patient  before  we  saw  him ; there  had  been  little 
relief.  Trifluoperazine,  between  5 mg  and  15  mg  daily,  provided 
a small  diminution  of  anxiety. 

Despite  these  therapeutic  efforts,  the  patient  began  drinking 
to  relieve  his  anxiety  and  eventually  was  drinking  several  shots 
of  whiskey  on  his  way  to  work.  He  kept  a bottle  in  his  desk  at 
work  and  was  consuming  almost  one  quart  daily  before  the 
antidepressant  treatment  was  initiated. 

Eighteen  months  ago,  treatment  with  amitriptyline  was 
begun.  The  dose  was  increased  to  150  mg  per  day  over  a two- 
week  period.  After  two  weeks  of  “feeling  fine,”  the  patient  stop- 
ped his  medication  abruptly  because  he  experienced  “dry  mouth.” 
When  his  symptoms  recurred,  treatment  was  resumed  with  100 
mg  of  amitriptyline  per  day.  There  have  been  no  subsequent 
attacks,  and  the  background  anxiety  has  almost  disappeared.  The 
patient  continues  on  this  regimen  fearful  of  the  possible  conse- 
quences should  it  be  reduced. 

A 37-year-old  commercial  artist  has  been  in  psychiatric 
treatment  for  eight  years.  The  first  six  years  of  treatment  were 
analytic ; the  past  two  years,  he  has  been  under  our  care  in 
group  therapy.  During  the  last  two  years  of  his  analysis,  the 
patient  suffered  from  recurrent  anxiety  attacks  with  chronic 
anticipatory  anxiety.  Because  these  symptoms  failed  to  respond 
to  analysis,  the  patient  and  his  physician  decided  that  group 
therapy  and/or  medication  under  the  direction  of  a general 
psychiatrist  were  indicated. 

The  panic  attacks  had  been  immediately  preceded  by  a com- 
mercial airplane  mishap.  The  jetliner  in  which  the  patient  was 
riding  from  Cleveland  to  Houston  suddenly  dropped  several 
thousand  feet  and  the  cabin  lights  went  out.  The  pilot  was 
able  to  land  the  plane  successfully,  but  the  patient  was  left  with 
the  fear  that  he  would  die.  Subsequently,  he  has  experienced 
great  difficulty  when  traveling  by  air  and  has  had  spontaneous 
panic  attacks  several  times  each  week.  Analysis  revealed  that 
these  fears  were  related  to  a number  of  miserable  experiences 
he  had  endured  as  a child. 

The  patient  was  neglected  as  a child,  and  his  father  is  cur- 
rently institutionalized,  probably  for  schizophrenia.  The  patient’s 
older  brother  was  an  alcoholic  marine  who  beat  him  whenever 
he  returned  from  military  duty.  This  brother  committed  suicide 
about  six  years  ago.  When  the  patient  sought  psychiatric  treat- 


ment originally,  he  was  having  a homosexual  affair.  He  later 
married,  had  a chaotic  relationship  for  about  two  years,  and 
now  is  divorced. 

The  patient  was  started  on  a regimen  of  20  mg  of  ami- 
triptyline daily;  the  dosage  was  increased  over  a two-week  period 
to  150  mg  at  bedtime.  The  patient  was  assigned  to  a group  for 
problems  of  adjustment.  His  living  circumstances  continued  to  be 
chaotic,  but  there  were  no  anxiety  attacks  for  a period  of  1 2 
months  while  he  was  on  the  medication.  Three  months  ago,  the 
patient  gradually  reduced  the  dosage,  and  then  discontinued 
taking  the  amitriptyline.  He  was  symptom  free  for  two  months, 
whereupon  he  had  a spontaneous  anxiety  attack  and  his  entire 
symptomatology  returned.  Reinstituting  a dosage  of  150  mg  ami- 
triptyline at  bedtime  again  eliminated  the  anxiety  attacks. 

Night  Terrors 

A 50-year-old  woman  had  a lifelong  history  of  chronic 
benign  pemphigus.  She  suffered  a pulmonary  embolus  approxi- 
mately one  month  before  her  referral  to  us.  Each  night  following 
her  near-fatal  vascular  accident,  she  was  awakened  from  a night- 
mare in  which  she  dreamed  she  had  died  and  was  attending 
her  own  funeral.  On  awakening,  her  heart  would  be  beating 
rapidly,  and  she  would  be  drenched  with  perspiration.  As  time 
passed,  she  became  progressively  more  depressed  and  fearful  of 
death.  The  patient  had  been  treated  for  depression  with  thiorid- 
azine hydrochloride  and  chlordiazepoxide  two  years  previously. 

The  patient  was  started  on  a dosage  of  25  mg  amitriptyline, 
increased  25  mg  daily  to  a total  of  100  mg  per  day.  Her  dreams 
disappeared  within  three  days,  and  the  nurses  noted  that  her 
mood  showed  marked  improvement.  In  the  ensuing  two  weeks, 
her  tearfulness  resolved  completely  and  she  was  discharged  from 
the  medical  service. 

A 90-year-old  man  suffered  eight  months  of  nightmares  fol- 
lowed by  confusion  and  fear.  For  several  years  prior  to  seeking 
treatment,  this  patient  had  minor  outbursts  of  temper  which 
were  uncharacteristic  of  him.  In  the  year  before  beginning 
treatment,  he  began  wetting  the  bed  and  could  be  prevented 
only  by  having  his  wife  awaken  him  several  times  each  night. 
At  the  same  time,  he  began  to  suffer  vivid  and  frightening  night- 
mares. Awakening  from  the  dream,  the  patient  was  confused;  he 
believed  and  acted  as  though  he  were  still  in  the  midst  of  the 
dream.  The  dream  content  consisted  of  the  appearance  of  his 
father  in  the  room  or  of  a group  of  men  who  were  threatening 
violence.  If  the  dream  occurred  shortly  before  morning,  the  pa- 
tient’s confusion  would  persist  sometimes  for  an  hour  or  more 
into  the  morning.  His  wife  had  to  explain  the  circumstances  to 
him  repeatedly  in  order  to  orient  him.  Several  years  prior  to  the 
patient’s  arrival  for  treatment,  he  had  begun  to  fail  physically. 
On  one  occasion  before  his  nightmares  began,  he  looked  up  at 
his  wife  at  a social  event  and  asked  if  he  knew  her.  On  that 
occasion  and  subsequently,  there  have  been  examinations  which 
revealed  no  localized  motor  or  other  neurologic  deficits.  Other- 
wise, the  patient  has  been  in  remarkably  good  health. 

We  prescribed  amitriptyline  hydrochloride,  50  mg  at  bed- 
time, with  the  hope  that  the  medication  would  help  eliminate 
the  nightmares  and  might  reduce  the  enuresis  as  well.  The  terror 
associated  with  the  dreaming  waned  immediately.  Ten  months 
after  initiation  of  treatment,  the  patient  dreams  occasionally, 
but  he  does  not  awaken  in  a frightened,  childlike  state  and  his 
confusion  does  not  persist  after  the  dreams.  He  still  has  occa- 
sional minor  outbursts  of  temper  and  confusion,  but  for  the 
most  part,  he  remains  remarkably  alert  and  capable  of  tending 
to  his  daily  affairs. 

Discussion 

Anxiety  attacks  are  episodes  of  terror.  They  occur 
abruptly  and  without  warning.  Specific  fears  often  are 
absent,  but  patients  may  describe  feelings  of  impending 


654  / The  Ohio  State  Medical  journal 


doom  or  death.  Physiologic  components  of  an  attack  are 
a crescendo  of  sympathetic  effects,  the  “fight-flight”  re- 
sponse. Undoubtedly,  there  is  an  epinephrine  discharge. 
Tachycardia,  rise  in  systolic  blood  pressure,  sweating,  and 
pupillary  dilatation  all  are  observed. 

Anxiety  attacks  often  appear  for  the  first  time  after 
an  accident  or  an  operation  which  has  brought  the  person 
close  to  death.  Other  patients  describe  the  attacks  as 
beginning  after  a majot  psychologic  insult,  such  as  the 
loss  of  a loved  one. 

It  seems  likely  that  a large  number  of  individuals 
experience  one  or  two  episodes  of  anxiety  without  progres- 
sion to  an  established  illness.  Other  less  fortunate  patients 
will  have  repeated  attacks.  The  recurrences  occasionally 
are  triggered  by  specific  threatening  situations,  but  they 
usually  happen  without  warning.  Once  the  panic  syn- 
drome has  started,  it  becomes  self-reinforcing;  a sudden 
fear  of  the  attack  itself  may  precipitate  a sympathetic 
discharge  with  progressive  escalation  to  the  full-blown 
attack.  The  patient’s  efforts  to  control  the  situation  are 
fruitless.  In  some  persons,  this  condition  becomes  a 
chronic  illness  with  persistent  anticipatory  anxiety  and, 
eventually,  despair  of  recovery. 

Patients  invariably  restrict  their  activities  in  order 
to  gain  a small  measure  of  control  of  their  condition. 
Those  patients  with  specific  “trigger”  situations  will  be- 
come phobic  for  particular  places,  eg,  physicians’  offices, 
elevators,  or  bridges.  Also,  the  daytime  panic  attack  suf- 
ferers develop  an  acute  sensitivity  to  public  recogni- 
tion of  their  condition.  They  strenuously  avoid  sitting 
toward  the  front  or  in  the  center  of  aisles  in  churches  and 
theaters.  The  first  patient  described  here  had  ceased 
shopping  because,  on  several  occasions,  she  sensed  an  im- 
pending panic  and  returned  home  to  bed.  The  policeman 
sat  inconspicuously  in  the  back  at  police  briefings  so  that 
he  could  leave  the  room  at  will  to  breathe  deeply  and 
pace  about.  He  was  phobic  of  physicians’  offices  ini- 
tially. He  became  so  sensitive  to  being  “hemmed  in”  that 
he  eventually  feared  he  might  be  overcome  in  practically 
any  public  place. 

Recurrent,  severe  nightmares,  also  called  “night  ter- 
rors,” or  pavor  nocturnus,  have  many  elements  identical 
to  the  anxiety  attack  syndrome.  Phenomena  common  to 
both  anxiety  attacks  and  night  terrors  are: 

1.  Subjective  experience  of  panic; 

2.  “Fight-flight”  physiologic  response  (tachycardia, 
increased  systolic  blood  pressure,  pupillary  dilatation, 
sweating,  and  rapid  breathing)  ; 

3.  Often  preceded  by  an  identifiable  traumatic  event 
(injury,  threat  of  injury,  or  loss  of  loved  person)  ; 

4.  Recurrences  eventually  lead  to  restriction  of  ac- 
tivity and  depression;  and 

5.  Rapid  response  to  antidepressants  (failure  to  re- 


spond to  sedatives,  major  or  minor  tranquilizers). 

These  conditions  are  alike  in  every  respect  with  the 
exception  of  the  sleeping  vs  awakened  state  of  the  victim 
at  the  onset  of  the  attack.  Even  this  distinction  may  be 
tenuous  as  patients  suffering  night  terrors  often  have  con- 
siderable daytime  anxiety.  Similarly,  persons  suffering  re- 
current anxiety  attacks  may  complain  of  nightmares. 

It  seems  paradoxical  that  the  antidepressants,  which 
are  central  nervous  system,  norepinephrine  potentiators 
and  which  may  have  sympathomimetic  peripheral  side- 
effects,  are  effective  medications  for  the  treatment  of  these 
anxiety  states.  One  might  reasonably  assume  that  the  sym- 
pathetic discharge  of  the  panic  attack  or  nightmare  would 
be  potentiated  or  even  precipitated  by  antidepressant 
medications. 

Such  reasoning  appears  to  have  led  clinicians  to  ne- 
glect information  concerning  this  pharmacologic  approach 
to  the  treatment  of  panic  states.  The  two  cases  of  night 
terrors  were  described  fairly  recently,5  but  the  clinical 
research  of  Dr.  Donald  Klein  dates  back  over  a decade.1 
We  believe  the  case  has  been  made:  repeated  bouts  of 
anxiety  during  both  sleeping  and  waking  states  should  be 
treated  promptly  with  tricyclic  antidepressants  to  prevent 
progressive  depression,  withdrawal,  phobias,  and  a more 
recalcitrant,  chronic  anticipatory  anxiety. 

Summary 

Three  cases  of  recurrent  anxiety  attacks  and  two  cases 
of  night  terrors  were  treated  successfully  with  amitripty- 
line hydrochloride.  The  reports  herein  are  consistent  with 
the  work  of  others  4-5  suggesting  that  early  treatment  with 
antidepressants  is  indicated  for  persons  suffering  from 
either  syndrome. 

Also,  since  both  anxiety  attacks  and  night  terrors 
have  similar  psychologic  and  physiologic  manifestations 
and  respond  to  the  same  medications,  we  argue  that  they 
represent  one  basic  illness.  The  awake  versus  the  asleep 
state  of  the  victim  at  the  time  the  panic  occurs  accounts 
for  the  apparent  unrelated  nature  of  the  conditions. 
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Renal  Transplantation  at  the  Cleveland  Clinic: 
Current  Perspectives  After  600  Transplants 
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Over  600  renal  transplants  have  been  performed  at  the 
Cleveland  Clinic  since  January  1963.  Our  present  criteria 
for  selection  of  renal  transplant  donors  and  recipients 
are  discussed.  During  the  past  two  years,  one-year  allo- 
graft survival  has  ranged  from  64%  with  cadaver  donors 
to  94%  with  H L-A-antigen-identical  living  donors.  During 
this  period,  one-year  patient-survival  rates  following 
living  - related  and  cadaver  transplantation  have  been 
93%  and  89%,  respectively.  Renal  transplantation  is  an 
effective  form  of  therapy  which  can  be  safely  applied 
to  the  majority  of  patients  with  end-stage  renal  disease. 


TOURING  THE  PAST  15  YEARS,  renal  transplanta- 
-*“'/tion  has  become  an  effective  method  of  treatment 
for  patients  with  end-stage  renal  failure;  and  with  the 
advent  of  federal  funding  and  improved  patient-survival 
rates,  the  pool  of  potential  transplant  recipients  continues 
to  increase.  In  1977,  approximately  37,000  patients  with 
end-stage  renal  disease  were  treated  with  either  dialysis 
or  transplantation  in  this  country.  The  first  patient  to 
undergo  a renal  transplant  at  The  Cleveland  Clinic  re- 
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ceived  a cadaver  kidney  in  January  1963,  and  since  then, 
over  600  renal  transplants  have  been  performed  there. 
Herein  are  summarized  our  current  philosophies  regard- 
ing medical  and  surgical  care  of  patients  receiving  renal 
transplants. 


Selection  and  Preparation  of  Recipients 


During  the  past  several  years,  the  criteria  for  ac- 
ceptance into  most  transplant  programs,  including  our 
own,  have  expanded  significantly  to  encompass  many 
high-risk  patients  with  end-stage  renal  failure.  These 
include  conditions  such  as  patients  aged  less  than  10  years 
or  over  45  years,  an  abnormally  lower  urinary  tract,  prior- 
cured  malignancy,  coronary  artery  disease,  persistent  hep- 
atitus  B antigenemia,  tuberculosis,  or  systemic  diseases 
such  as  diabetes  mellitus,  systemic  lupus  erythematosus, 
cystinosis,  polyarteritis,  scleroderma,  or  Wegener’s  granu- 
lomatosis. Renal  transplantation  currently  is  contraindi- 
cated only  in  the  management  of  chronic  renal  failure  due 
to  oxalosis,  or  in  patients  with  active  infection,  uncon- 
trolled or  very  recently  treated  malignancy,  or  such  severe 
extrarenal  disease  as  to  render  prohibitive  the  risk  of 
anesthesia  for  a major  operation. 

In  most  cases,  renal  transplantation  is  not  performed 
until  chronic  dialysis  has  been  initiated.  Patients  main- 
tained on  chronic  peritoneal  dialysis  are  now  acceptable 
candidates;  however,  should  dialysis  be  necessary  in  these 
patients  immediately  following  transplantation,  it  is 
achieved  with  hemodialysis  until  the  surgical  incision  has 
healed.  Transplantation  for  chronic  renal  failure  is  recom- 
mended prior  to  dialysis  in  patients  with  diabetic  ne- 
phropathy to  obviate  progression  of  extrarenal  manifes- 
tations of  this  disease  such  as  retinopathy  or  neuropathy.1 
In  patients  who  present  prior  to  dialysis  with  an  HL-A- 
antigen- identical  living -related  donor,  transplantation 
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often  is  scheduled  for  the  time  when  the  patient  would 
otherwise  require  initiation  of  chronic  dialysis. 

Prior  to  transplantation,  all  candidates  undergo  a 
residual  urine  determination  and  a voiding  cystourethro- 
gram  while,  in  diabetic  patients,  a cystometrogram  also  is 
obtained.  Other  urologic  studies  may  be  indicated  if  the 
history  suggests  an  abnormality  of  the  upper  or  lower 
urinary  tract. 

All  transplant  candidates  with  diabetes,  symptoms  of 
coronary  artery  disease,  or  over  40  years  of  age  undergo 
coronary  arteriography.  During  the  past  five  years,  102 
such  patients  with  end-stage  renal  disease  have  been 
studied.  In  following  these  patients,  coronary  artery  dis- 
ease has  accounted  for  75%  of  deaths  occurring  in  pa- 
tients having  more  than  50%  narrowing  of  their  coronary 
vessels  on  angiography.  Thirty-one  patients  have  received 
renal  allografts  after  evaluation  with  coronary  arterio- 
graphy, and  only  2 of  1 1 recipient  deaths  were  due  to 
coronary  disease.  Coronary-artery-bypass  surgery  has  been 
performed  safely  in  several  end-stage  renal  disease  pa- 
tients, and  transplantations  can  be  successful  for  these 
patients.  This  approach  has  allowed  renal  transplantation 
to  be  performed  more  safely  in  older  or  diabetic  patients. 

In  patients  with  documented  remote  or  active  peptic 
ulcer  disease,  an  acid-reducing  gastric  procedure  is  per- 
formed prior  to  transplantation  to  lessen  the  potential  for 
postoperative,  steroid-induced  gastrointestinal  hemor- 
rhage. Recently,  selective  vagotomy  has  become  the  oper- 
ation of  choice;  these  patients  are  also  treated  with  cime- 
tidine  during  the  initial  transplant  hospitalization.  Splen- 
ectomy has  not  been  performed  in  the  preparation  of 
transplant  recipients  since  1969,  and  analysis  of  pooled 
data  has  shown  no  significant  beneficial  effect  on  graft 
survival.2  Likewise,  thymectomy  is  no  longer  performed 
although  analysis  by  internal  comparison  of  our  earlier 
patient  data  suggested  improved  long-term  graft  survival 
in  thymectomized  patients,  most  of  whom  had  splenec- 
tomies also.3 

The  indications  lor  pretransplant  bilateral  nephrec- 
tomy must  be  balanced  with  the  advantages  derived  from 
retained  native  kidneys  in  patients  on  dialysis.  Definite 
indications  for  preliminary  nephrectomy  are  pyeloneph- 
ritis, structural  abnormalities  of  the  urinary  tract,  renin- 
mediated  hypertension,  and  polycystic  kidneys  that  lead 
to  urinary  infection  or  significant  hematuria.  Less  com- 
mon indications  are  renal  malignancy,  immunologically 
active  renal  disease,  severe  proteinuria,  or  the  unusual 
syndrome  of  cachexia,  hypertension,  and  ascites  experi- 
enced by  some  chronic  dialysis  patients.  Also  of  signifi- 
cance is  data  from  the  Transplant  Registry,2  indicating 
improved  graft  survival  in  nephrectomized  patients,  and 
evidence  from  Corry4  that  this  phenomenon  may  be 
independent  of  the  effect  of  blood  transfusions. 

Selection  of  Donors 

Living  Related  Donors.  — We  continue  to  give  preference 
to  well-matched,  living,  related  donors  both  because  of 
the  higher  rate  of  success  and  a continuing  shortage  of 


cadaver  organs.  The  prospective  donor  must  be  properly 
motivated  and  free  of  any  conditions  that  would  increase 
the  risk  either  of  surgery  or  of  losing  a significant  fraction 
of  renal  function.  In  our  experience,  approximately  25  % 
of  apparently  healthy  potential  donors  have  been  found 
to  have  serious,  previously  undetected  abnormalities  which 
precluded  organ  donation.  We  do  accept  live-donor  can- 
didates who  are  less  than  ideal  because  of  multiple  renal 
vessels,  multiple  ureters,  unilateral  caliectasis  or  megau- 
reter, benign  renal  cysts,  unilateral  medial  fibroplasia, 
obesity,  benign  elevation  of  the  serum  bilirubin,  mild  al- 
terations in  glucose  metabolism,  or  a history  of  urinary 
infections  from  cystitis.  Analysis  of  over  200  live-donor 
nephrectomies  performed  at  this  institution  has  revealed 
it  to  be  a safe  and  effective  surgical  procedure  with  low 
risk  to  the  donor. 

Cadaver  Donors.  — Our  criteria  for  acceptance  and  prep- 
aration of  cadaveric  donors  differ  in  no  significant  way 
from  those  employed  at  other  institutions.5  Heartbeating 
donors  are  preferred,  and  all  cadaver  kidneys  are  now 
harvested  en  bloc  with  the  aorta  and  vena  cava  to  ensure 
preservation  of  multiple  renal  vessels.  The  importance  of 
preserving  ureteral  blood  supply  during  donor  nephrec- 
tomy cannot  be  overemphasized.  Since  there  is  a contin- 
ued shortage  of  cadaver  organs  in  relation  to  the  number 
of  potential  recipients,  it  is  also  imperative  that  suitable 
kidneys  not  be  discarded  for  anatomic  or  technical  rea- 
sons. Extracorporeal  microvascular  reconstructive  technics 
now  enable  use  of  most  cadaver  organs  with  diseased, 
damaged,  or  multiple  vessels.6 

Immunologic  Considerations 

Histocompatibility  Matching.  — The  correlation  between 
HL-A-matching  and  allograft  survival  has  been  widely 
accepted  for  living  related  transplants.  Its  acceptance  in 
cadaver  allografting  is  strengthening  with  evidence  from 
nearly  1,000  cadaver  allografts  reported  from  France,7 
over  600  from  England,8  and  a large  single-center  experi- 
ence from  the  University  of  Minnesota,9  all  showing  sig- 
nificant correlations  between  HL-A-matching,  particularly 
for  two  or  more  A and  B series  antigens,  and  a successful 
allograft.  It  is  our  policy  to  transplant  only  those  cadaver 
kidneys  that  match  for  two  or  more  of  these  antigens 
with  the  recipient.  Preliminary  data  from  several  trans- 
plantation centers  have  suggested  that  the  recently  de- 
scribed DRw  series  of  HL-A  antigens  may  have  an  even 
stronger  influence  on  cadaver  allograft  survival.10  Pro- 
spective studies  of  DRw-antigen  matching  are  currently 
under  way  in  this  and  several  other  centers. 

Compatibility  for  D-locus  antigens  measured  by  the 
mixed  lymphocyte  culture  (MLC)  has  been  examined  in 
living-related  transplant  pairs  in  two  clinical  situations. 
Initially,  the  MLC  was  used  only  to  detect  those  serolog- 
ically identical  siblings  who  were  D-locus  recombinants. 
A broader  application  of  MLC  testing  has  been  found 
by  Cochrum,  et  al,u  who  first  reported  that  serologically 
nonidentical  living-related  pairs  could  be  divided  by  a 
two-way  MLC  stimulation  index  (SI)  of  8 into  groups 
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with  a high  probability  of  transplant  success  (SI  less  than 
8)  and  with  a low  probability  of  success  (SI  greater  than 
8).  Our  own  data  now  show  in  63  living-related  trans- 
plants that  the  best  discrimination  can  be  obtained  by 
using  a combination  of  both  serological  haplotype  match- 
ing and  a two-way  MLC  SI  of  10  (less  than  0.001).  As 
shown  in  the  Table,  no  failures  occurred  among  the  17 
recipients  with  two-way  MLCs  having  an  SI  less  than 
10  and  2-haplotype  matched;  whereas,  20%  of  the  30 
patients  with  only  one  of  these  criteria  and  56%  of  16 
patients  with  neither  criteria  lost  their  allografts  to  re- 
jection in  less  than  one  year. 

Presensitization.  — Presensitization  in  allograft  recipients 
by  itself  does  not  appear  to  affect  allograft  outcome  ad- 
versely. The  presence  of  donor-specific,  preformed  anti- 
bodies, of  course,  still  constitutes  a contraindication  to 
transplantation.  Increased  sensitivity  of  crossmatch  tech- 
nics for  detecting  such  donor-specific  antibody,  plus  the 
more  frequent  testing  of  waiting  recipients’  serum  for 
samples  with  antibody  to  be  used  in  crossmatches,  have 
sharply  reduced  the  occurrence  of  hyperacute  rejection. 

Blood  Transfusions.  — Numerous  studies  have  demon- 
strated improved  allograft  survival  rates  in  patients  re- 
ceiving blood  transfusions  before  cadaver  transplanta- 
tion.12 However,  blood  transfusions,  in  addition  to  trans- 
mitting viral  hepatitis,  may  also  lead  to  sensitization  and 
render  less  likely  the  chance  of  finding  a crossmatch- 
negative kidney  for  a potential  recipient.  For  this  reason, 
we  have  been  reluctant  to  adopt  a policy  of  deliberate, 
pretransplant  blood  transfusions  in  patients  awaiting  a 
cadaver  allograft.  When  blood  is  necessary,  frozen,  wash- 
ed. red  cells  or  leukocyte-poor  packed  cells  are  admin- 
istered. 

Immunosuppressive  Therapy.  — The  cornerstone  of  cur- 
rent immunosuppression  of  the  recipient  remains  corti- 
costeroids and  azathioprine.  High-dose  methylprednisolone 
is  accepted  generally  as  a reasonably  effective  way  of 
treating  acute  cellular  rejection  and,  over  the  years,  we 
have  reduced  the  amount  that  is  used  for  any  single 
patient.  Nevertheless,  with  careful  monitoring  of  the  pa- 
tient for  infection  and  other  steroid-induced  complica- 
tions, high  doses  may  be  used  safely  in  selected  patients. 
Our  continuing  study  of  cytomegalovirus  infections  has 
helped  to  identify  infected  patients,  many  of  whom  are 
leukopenic,  in  time  to  modify  their  immunosuppression.13 
The  morphologic  and  immunochemical  evidence  that 
fibrin  and  platelet  thrombi  are  involved  in  allograft  re- 
jection has  been  the  basis  for  also  using  low-dose  heparin 
and  antiplatelet  drugs  in  treating  rejection.  We  are  en- 
gaged presently  in  a prospective,  controlled  evaluation  of 
antilymphocyte  globulin  produced  at  the  University  of 
Minnesota  for  first  cadaver  allografts. 

Renal  Preservation 

Preservation  of  the  cadaver  kidney  prior  to  trans- 
plantation can  be  achieved  either  by  simple  cold  storage 
or  continuous  hypothermic  pulsatile  perfusion.  With  cold 


Combined  Haplotype  and  MLC  Correlation  with  Allograft 
Survival  in  63  Living-Related  Transplant  Recipients 
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storage,  the  period  of  preservation  usually  is  limited  to  24 
hours,  especially  if  any  warm  renal  ischemia  has  occurred. 
All  cadaver  kidneys  harvested  in  Northeastern  Ohio  are 
flushed  with  Collms  intracellular  electrolyte  solution  and 
immediately  placed  on  the  Mox  100  pulsatile  perfusion 
unit.  Since  1969,  more  than  800  human  cadaver  organs 
have  undergone  pulsatile  perfusion  in  the  regional  organ 
preservation  laboratory  at  the  Cleveland  Clinic.  It  has 
been  suggested  that  perfusion  preservation  may  cause 
pathologic  changes  that  adversely  affect  renal  allograft 
function.  We  recently  evaluated  87  consecutive  one-hour 
cadaver  allograft  biopsies  and  found  no  evidence  of  per- 
fusion-related or  immunologic  allograft  damage.  Although 
crvoprecipitated  plasma  has  been  the  time-honored  pul- 
satile preservation  perfusate,  several  reports  have  shown 
that  albumin  or  plasma  protein  fraction  are  equally  as 
effective.  Since  cryoprecipitated  plasma  is  cumbersome 
to  prepare  and  carries  a risk  of  hepatitis  transmission  or 
cytotoxic  antibody-induced  immunologic  damage  to  the 
graft,  we  now  are  employing  plasma  protein  fraction  as 
the  preservation  perfusate  in  our  laboratory. 

In  reviewing  90  consecutive  cadaver  renal  trans- 
plants performed  at  the  Cleveland  Clinic,  a significant 
correlation  was  found  between  the  occurrence  of  post- 
operative, acute  tubular  necrosis  and  a prolonged  period 
of  warm  renal  ischemia  sustained  prior  to  implantation. 
In  contrast,  the  periods  of  cold  storage,  pulsatile  perfusion, 
or  allograft  revascularization  exerted  no  discernible  effect 
on  the  need  for  dialysis  immediately  following  transplan- 
tation. Since  ischemic  allograft  damage  is  predominantly 
a function  of  warm  ischemia  time,  and  since  renin  has 
been  implicated  in  the  pathogenesis  of  acute  tubular  ne- 
crosis, we  have  experimentally  evaluated  several  drugs 
with  antirenin  properties  for  their  ability  to  prevent  renal 
failure  resulting  from  warm  ischemia.  By  far,  the  most 
promising  of  these  agents  has  been  propanolol  and,  in 
particular,  its  D-isomer.14  By  pretreating  the  canine  kid- 
ney with  D-propanolol,  periods  of  warm  renal  ischemia 
up  to  120  minutes  have  been  tolerated  safely.  The  pro- 
tective effect  of  D-propanolol  may  as  well  be  a function 
of  membrane-stabilizing  properties  similar  to  local  anes- 
thetic agents  such  as  quinidine  of  chlorpromazine.  Since 
D-propanolol,  unlike  the  racemic  compound,  is  relatively 
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free  of  beta  adrenergic  (cardiogenic)  blocking  activity, 
this  drug  should  be  safe  for  clinical  use. 

Results 

There  has  been  little  change  in  the  standard  surgical 
technic  for  renal  transplantation,  and  ureteroneocystos- 
tomy  remains  the  method  of  choice  for  management  of 
the  ureter.  Surgical  complications  occur  in  well  under 
10%  of  transplant  recipients  and  are  rarely  the  cause  for 
graft  loss  today.  One  hundred  fifteen  renal  transplants 
were  performed  from  March  1977  to  March  1979  at  the 
Cleveland  Clinic  (60  cadaver,  55  living-related),  including 
23  kidneys  transplanted  with  multiple  arteries.  During 
this  period,  there  were  no  vascular  complications;  three 
(2.6%)  urologic  complications  occurred;  two  ureteral 
fistulae;  and  one  bladder  fistula.  In  this  recent  series, 
a single  graft  was  lost  because  of  a technical  problem; 
this  occurred  in  one  of  the  patients  who  developed  a 
ureteral  fistula. 

Although  graft  survival  rates  following  renal  trans- 
plantation have  not  altered  appreciably  in  the  past  decade, 
patient -survival  rates  have  improved  steadily.  This  has 
resulted  from  fewer  technical  complications  postoperative- 
ly,  better  management  of  those  complications  that  occur 
and,  most  importantly,  a less  aggressive  approach  to  im- 
munosuppressive therapy.  During  the  past  two  years  (1976 
and  1977) , one-year  patient  survival  rates  at  the  Cleveland 
Clinic  following  living-related  and  cadaver  transplantation 
have  been  93%  and  89%,  respectively.  Similar  results  have 
been  reported  by  other  large  transplant  centers15’16  and, 
hence,  survival  of  patients  with  end-stage  renal  failure 
following  transplantation  now  is  equivalent  to  that  ob- 
tained with  chronic  dialysis.17 

Most  graft  losses  following  renal  transplantation  occur 
during  the  first  several  months  postoperatively,  when  im- 
munologic responses  are  greatest  and  immunosuppressive 
therapy  is  at  the  highest  dosage  level.  During  the  past 
two  years  (1976  and  1977) , our  one-year  allograft  survival 
rates  have  been  64%  with  cadaver  donors  and  72%  with 
live  donors  (HL-A-identical  and  nonidentical  combined). 
Based  on  our  results  with  the  mixed  lymphocyte  culture 
in  living-related  transplantation,  we  are  now  accepting  as 
live  donors  only  two-haplotype  matches  or  one-haplotype 
matched  donors  with  a two-way  MLC  SI  less  than  10. 
We  anticipate  improved  graft  survival  rates  in  our  live- 
donor  recipient  population  with  implementation  of  this 
policy. 

Patients  who  receive  a graft  from  an  HL-A-identical 
live  donor  comprise  an  immunologically  privileged  group 
with  a greater  likelihood  of  immediate  and  long-term 
function.  From  1969  to  1977,  38  HL-A-identical  living- 
related  transplants  were  performed  at  this  institution  with 
one-  and  five-year  graft  survival  rates  of  94%  and  78%, 
respectively.  A significantly  reduced  incidence  of  steroid- 
related  complications  also  was  observed  in  these  groups 
since  antirejection  therapy  was  less  often  necessary. 

Transplant  recipients  who  lose  a primary  allograft  to 
rejection  can  receive  a second  transplant  with  an  almost 


equivalent  chance  of  success.  Twenty-nine  second  trans- 
plants were  performed  at  the  Cleveland  Clinic  from  Jan- 
uary to  February  1978.  In  this  group,  all  but  one  of  whom 
received  a cadaver  graft,  one-year  graft  survival  rate  is 
52%. 

Most  patients  with  long-term  functioning  allografts 
achieve  a high  degree  of  rehabilitation  approaching  their 
prerenal  failure  status.  In  comparison  with  chronic  dialysis, 
renal  transplantation  also  is  a more  cost-effective  method 
of  management  for  patients  with  end-stage  renal  disease.18 
Although  advances  in  tissue  typing  and  immunosuppres- 
sion are  needed  to  achieve  better  graft  survival  rates,  renal 
transplantation  remains  an  effective  form  of  therapy 
which  can  be  safely  applied  to  the  majority  of  patients 
with  end-stage  renal  disease. 

Summary 

Since  January  1963,  over  600  renal  transplants  have 
been  performed  at  the  Cleveland  Clinic.  Our  present  cri- 
teria for  selection  of  renal  transplant  donors  and  recipients 
are  discussed.  Histocompatibility-matching  is  an  important 
determinant  of  graft  success  in  both  living-related  and 
cadaver  transplantation.  Hypothermic,  pulsatile  perfusion 
continues  to  provide  an  effective  method  for  short-term 
preservation  of  cadaver  organs.  Surgical  complications  fol- 
lowing renal  transplantation  occur  infrequently  and  pa- 
tient-survival rates  have  improved  steadily. 

During  the  past  two  years,  one-year  allograft  survival 
has  ranged  from  64%  with  cadaver  donors  to  94%  with 
HL-A-identical  living  donors.  During  this  period,  one-year 
patient-survival  rates  following  living-related  and  cadaver 
transplantation  have  been  93%  and  89%,  respectively. 
These  figures  are  comparable  to  survival  rates  of  end- 
stage  renal  disease  attained  in  patients  with  chronic  di- 
alysis. Most  patients  with  long-term  functioning  allografts 
achieve  a high  degree  of  rehabilitation  approaching  their 
prerenal  failure  status.  Renal  transplantation  is  an  effective 
form  of  therapy  which  can  be  applied  safely  to  the  ma- 
jority of  patients  with  end-stage  renal  disease. 
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I NL  W J (continued  from  page  641) 

Two  Past  Presidents  Die 

Two  Cleveland  physicians  both  past  presidents  of  the 
OSMA  died  this  September.  P.  JOHN  ROBECHEK, 
M.D.  served  as  OSMA  president  during  1970-1971.  He 
died  at  the  age  of  65  on  September  10,  1979  in  Cleveland 
after  having  suffered  a stroke  at  his  office  August  21. 
Doctor  Robechek  was  active  in  the  American  Medical 
Association  and  OSMA.  He  was  a delegate  to  the  AMA 
since  1961  and  until  this  year  was  chairperson  of  the 
Ohio  delegation.  He  also  was  president  of  the  Cleveland 
Academy  of  Medicine  in  1960-1961,  and  president  of  the 
Cuyahoga  County  Medical  Foundation. 

He  was  a Diplomate  of  the  American  Board  of  Sur- 
gery, and  a member  of  the  Board  of  governors  of  the 
American  College  of  Surgeons  for  five  years.  He  was  a 
liaison  Fellow  on  Ohio  State  University’s  cancer  commis- 
sion. In  1975  he  received  the  Cleveland  Academy  of 
Medicine  Distinguished  Member  Award.  During  the 
OSMA’s  1979  Annual  Meeting  he  received  the  Medical 
Mutual  Honor  Award  in  recognition  of  his  outstanding 
contributions  to  medicine. 

GEORGE  W.  PETZNICK,  M.D.,  Cleveland,  col- 
lapsed while  addressing  his  classmates  from  The  Ohio 
State  University  School  of  Medicine  at  their  50th  anniver- 
sary reunion  in  Columbus  on  Saturday,  September  8, 
1979.  He  died  six  hours  later. 

Doctor  Petznick  was  president  of  the  OSMA  in 
1961-1962,  and  was  a member  of  the  American  Medical 
Association  House  of  Delegates  in  1962.  He  had  been  a 
member  of  the  AMA  judicial  council  and  committee  on 
medicine  and  religion. 

Doctor  Petznick  was  active  in  the  Cleveland  Acad- 
emy of  Medicine  and  had  served  as  chairperson  of  the 
Academy’s  legislative  committee. 

He  was  a violinist  and  associate  conductor  of  an 
Academy  of  Medicine  orchestra. 

A major  during  World  War  II,  Doctor  Petznick 
received  the  Distinguished  Service  Medal.  He  was  named 
an  Ohio  commodore  in  recognition  of  outstanding  service 
to  the  State  of  Ohio. 


New  Hospital  Accreditation  Manual 

The  1980  edition  of  the  Accreditation  Manual  for 
Hospitals  is  now  available  from  the  Joint  Commission  on 
Accreditation  of  Hospitals.  The  standards  in  the  1980 
manual  become  effective  on  July  1,  1980,  with  the  ex- 
ception of  the  new  quality  assurance  standards.  The  ef- 
fective date  of  the  quality  assurance  standards  has  not 
been  determined  by  the  JCAH  Commissioners.  Copies 
are  available  from  the  JCAH,  875  North  Michigan  Aven- 
ue, Chicago,  Illinois  60611,  at  $20  per  copy. 


Sports  Medicine 

Sports  medicine  experts  from  across  the  nation 
will  meet  in  San  Antonio,  January  12,  to  discuss  various 
athletic-related  topics  at  the  21st  American  Medical 
Association  Conference  on  the  Medical  Aspects  of  Sports. 

The  theme  of  the  conference  will  be  “Sports  Medi- 
cine for  the  Primary  Care  Physician.”  Discussion  topics 
will  include:  women  in  sports,  the  physical  exam  for  the 
young  athlete,  heart  evaluation  of  the  young  athlete,  knee 
injuries,  prevention  of  injuries  and  violence  in  sports. 

Kenneth  H.  Cooper,  M.D.,  a national  authority  on 
exercise  and  physical  conditioning,  will  be  the  keynote 
luncheon  speaker. 

Further  information  on  the  conference  is  available 
from  the  Department  of  Environmental,  Public  and 
Occupational  Health,  American  Medical  Association,  535 
N.  Dearborn  St.,  Chicago,  Illinois  60610. 


Current  Legal  Issues 

Three  legal  issues  impacting  the  delivery  of  health 
care  will  be  thoroughly  reviewed  during  a conference 
sponsored  by  the  American  Society  of  Law  & Medicine. 

The  legal  issues  which  will  be  examined  are:  (a) 
the  duty  of  hospitals  to  provide  quality  medical  care  and 
to  monitor  their  medical  staffs  to  assure  the  provision  of 
such  quality  care;  (b)  the  legal  relationship  of  physicians 
(NEWS  continued  on  page  666) 
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ROGRAMS 


OCTOBER 

INTERNATIONAL  SYMPOSIUM  ON  SURGICAL  IN- 
FECTIONS: October  18,  19;  Kresge  Auditorium,  Medical  Sci- 
ences Building,  University  of  Cincinnati  Medical  Center;  spon- 
sor; University  of  Cincinnati  Graduate  Surgical  Society;  co- 
sponsor: CONMED;  13J4  credit  hours;  fee:  $200;  contact:  Office 
of  CONMED,  College  of  Medicine,  231  Bethesda  Avenue,  Cin- 
cinnati 45267,  phone:  513/872-5486. 


DRUGS  AND  THE  ELDERLY:  October  25;  Bethesda 
Hospital,  Cincinnati;  guest  speaker:  William  A.  Hines,  M.D., 
Englewood,  CO;  sponsor:  Bethesda  Hospital;  cosponsor:  CON- 
MED; 4 credit  hours;  no  fee;  contact:  Tom  O’Connor,  Be- 
thesda Hospital,  619  Oak  Street,  Cincinnati  45206,  phone: 
513/559-6337. 


CEREBROVASCULAR  DISEASE  SYMPOSIUM:  October 
26;  Fawcett  Center  for  Tomorrow,  Columbus;  sponsor:  Ohio 
State  University  College  of  Medicine;  6 credit  hours;  fee:  $50; 
contact:  Center  for  Continuing  Medical  Education,  A352  Star- 
ling Loving  Hall,  320  W.  Tenth  Ave.,  Columbus  43210,  phone: 
614/422-4985. 


SECOND  ANNUAL  SYMPOSIUM  ON  VOCAL  AND 
LARYNGEAL  DISORDERS:  October  26,  27;  Bunts  Audito- 
rium, Cleveland  Clinic;  sponsor:  Cleveland  Clinic  Educational 
Foundation;  13  credit  hours;  fee:  $125,  $100  for  students  or 
physicians-in-training;  contact:  Director  of  CME,  Cleveland 

Clinic  Educational  Foundation,  9500  Euclid  Ave.,  Cleveland 
44106,  phone:  216/444-5696. 


PRACTICAL  PEDIATRIC  NEUROLOGY:  October  31; 
Bunts  Auditorium,  Cleveland  Clinic;  sponsor:  Cleveland  Clinic 
Educational  Foundation;  6 credit  hours;  fee:  $50,  $25  for 
residents  and  allied  health  personnel;  contact:  Director  of  CME, 
Cleveland  Clinic  Educational  Foundation,  9500  Euclid  Ave., 
Cleveland  44106,  phone:  216/444-5696. 


NOVEMBER 

NEW  HORIZONS  ON  ORTHOPEDIC  SURGERY:  No- 
vember 8-9;  Bunts  Auditorium-Cleveland  Clinic;  sponsor:  Cleve- 
land Clinic  Educational  Foundation;  13  credit  hours;  fee:  $125, 
$65  for  physicians-in-training;  contact:  Director  of  CME,  Cleve- 
land Clinic  Educational  Foundation,  9500  Euclid  Avenue, 
Cleveland  44106,  phone:  216/444-5696. 


GASTROENTEROLOGY  UPDATE:  1979:  November  14, 
15;  Bunts  Auditorium,  Cleveland  Clinic:  sponsor:  Cleveland 


Clinic  Educational  Foundation;  13  credit  hours;  fee:  $100,  $50 
for  physicians-in-training;  contact:  Director  of  CME,  Cleveland 
Clinic  Educational  Foundation,  9500  Euclid  Avenue,  Cleveland 
44106,  phone:  216/444-5696. 


UPDATE  ON  LAW  AND  ETHICS  IN  MEDICINE:  No- 
vember 28;  Sheraton  Dayton  Downtown,  Dayton;  sponsor: 
Wright  State  University  School  of  Medicine;  7 credit  hours; 
fee:  $40  for  Wright  State  faculty,  $55  for  others;  contact:  Ms. 
Arlene  Polster,  Wright  State  University,  P.O.  Box  927,  Dayton 
45401,  phone:  513/372-7140. 


EKG  INTERPRETATION  AND  ARRHYTHMIA  MAN- 
AGEMENT: November  30-December  2,  Hospitality  House,  Cin- 
cinnati; sponsor:  International  Medical  Education  Corporation; 
13  credit  hours;  fee:  $215,  $115  for  nurses  and  technicians; 
contact:  International  Medical  Education  Corporation,  64  Inver- 
ness Drive  East,  Englewood,  CO,  80112,  phone:  800/525-8646 
Toll  Free. 


MODERN  CONCEPTS  OF  AEROSPACE  ACTIVITIES- 
MEDICAL  ASPECTS:  December  1,  2;  Sheraton  Dayton  Down- 
town; sponsor:  Wright  State  University  School  of  Medicine, 

Dept,  of  Community  Medicine;  14  credit  hours;  fee:  $50  Wright 
State  Faculty,  $65  for  others;  contact:  Arlene  Polster,  Wright 
State  University,  P.O.  Box  927,  Dayton  45401,  phone:  513/ 
372-7140. 


DECEMBER 

PERSPECTIVES  IN  OPHTHALMOLOGY:  December  6, 
7:  Bunts  Auditorium,  Cleveland  Clinic;  sponsor:  Cleveland 

Clinic  Educational  Foundation;  12  credit  hours;  fee:  $150,  $75 
for  physicians-in-training;  contact:  Director  of  CME,  Cleveland 
Clinic  Educational  Foundation,  9500  Euclid  Avenue,  Cleveland 
44106,  phone:  216/444-5696. 


13TH  ANNUAL  UROLOGY  X-RAY  SEMINAR:  Decem- 
ber 6-8;  Netherland  Hilton  Hotel,  Cincinnati;  sponsor:  Univer- 
sity of  Cincinnati  Medical  Center,  Division  of  Urology;  22  credit 
hours;  fee:  $200,  $145  for  physicians-in-training;  contact:  Divi- 
sion of  Urology,  University  of  Cincinnati  Medical  Center,  231 
Bethesda  Avenue,  Cincinnati  45267,  phone:  513/872-4383. 


ENDOCRINOLOGY  AND  METABOLISM  FOR  THE 
PRACTICING  PHYSICIAN:  December  13;  Fawcett  Center  for 
Tomorrow,  Columbus;  sponsor:  Ohio  State  University  College 
of  Medicine  Center  for  Continuing  Medical  Education;  5 /i 
credit  hours;  fee:  $50;  contact:  James  Cerilli,  M.D.,  The  Ohio 
State  University  Hospital,  410  W.  10th  Avenue,  Columbus  43210, 
phone:  614/422-8811. 
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Motrin  now  proved  an 
effective  analgesic 
for  mild  to  moderate  pain 


Motrin  400  mg  provided  greater  relief  of  pain  than  did 
propoxyphene  65  mg  in  controlled  clinical  pain  studies. 


Time  after  drug  administration  (hour) 

.5 

1 

2 

3 

4 

Mean  relief- 
of-pain  scores!|: 

Motrin  400  mg 
ibuprofen 

.89 

(108) 

1.25 

(108) 

1.36 

(108) 

1.28 

(107) 

1.19 

(106) 

(No.  patients 
reporting) 

Darvon  65  mg 

.66 

.99 

1.13 

.99 

.80 

propoxyphene 

(100) 

(99) 

(96) 

(96) 

(96) 

Statistical  significance 

p<0.02 

p<0.01 

p<0.05 

p<0.02 

p<0.002 

0 = No  relief  1 = Partial  relief  2 = Complete  relief 

Data  on  file  atThe  Upjohn  Company 

Motrin  demonstrated  statistically  significant  greater  relief  of  pain  than  did  Dan/on  at  all  time  intervals. 


Motrin 

ibuorcfenUpohn 


• Not  a narcotic  • Not  addictive  • Not  habit  forming 

• Rapid  analgesic  action  • Indicated  in  acute  and  chronic  pain 

• Well  tolerated. The  most  common  side  effect  with  Motrin 
is  mild  gastrointestinal  disturbance. 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 
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Motrin'  )(ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin"  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation 
Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea/  epigastric  pain/  heartburn/ 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness/  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

'Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  and  osteoarthritis,  including  flares  of 
chronic  disease;  Suggested  dosage  is  300, 400  or  600  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 


Upjohn 
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to  state  licensing  boards,  medical  societies,  and  hospitals; 
and  (c)  the  duties,  rights,  and  liabilities  arising  from  the 
provision  of  medical  care  to  terminally  ill  patients. 

The  conference  is  being  held  at  the  Sheraton  Wash- 
ington Hotel  in  Washington,  D.C.,  on  Friday  and  Satur- 
day, October  19  and  20,  1979. 

The  registration  fee  for  the  conference,  which  in- 
cludes luncheon  on  Friday  and  a bound  volume  of  course 
materials,  is  $130  for  members  of  the  American  Society 
of  Law  & Medicine  and  $150  for  nonmembers.  Hotel 
reservations  should  be  made  directly  with  the  reservations 
manager,  Sheraton  Washington  Hotel,  202/265-2000, 


Quotable  Quotes 


Doctors’  Fees 

“Perhaps  most  suggestive  of  the  actual  nature  of 
the  medical  market  is  the  response  of  physician  incomes 
to  the  increasing  supply  of  doctors  since  1970  — they 
have  not  kept  pace  with  inflation.  Compared  to  the 
average  college  graduate,  physicians  earned  relatively  less 
in  1976  than  they  did  in  1970.  This  is  exactly  the  response 
to  increased  supply  predicted  by  the  laws  of  economics. 
Again,  are  we  to  believe  physicians’  desire  for  income 
simply  fell?  Contrary  to  the  oversupply  scenario  nearly 
all  facts  about  the  market  for  physcians  suggest  a market 
closely  regulated  by  the  classic  forces  of  economics.” 
KEITH  B.  LEFFLER,  Assistant  Professor  of  Economics, 
University  of  Washington,  THE  WALL  STREET  JOUR- 
NAL (2/2/79) 


Government  Regulations 

“If  there  were  ever  any  doubts  about  how  numerous 
HEW  regulations  have  become,  the  January  19  Federal 
Register  dispels  them.  It  contains  142  pages  of  only  the 
names  of  regulations  HEW  plans  to  issue  in  1979.  A siz- 
able number  of  HEW’s  planned  regulatory  initiatives  deal 
with  limiting  Medicare  payments  to  hospitals  and  phy- 
sicians.” 

McGraw  Hill’s  WASHINGTON  REPORT  on  HEALTH 
& MEDICINE  (1/22/79) 


“If  physicians  could  get  more  income  by  raising  fees, 
they  would  presumably  do  so  — once.  But  that  possibility 
cannot  exist  year  after  year  in  the  absence  of  increasing 
demand.  . . . The  truth  is  that  physicians’  fees  haven’t 
risen  significantly  faster  than  the  prices  of  comparable 
services,  and  that  the  equally  rapid  increase  in  physicians’ 
expenses  and  taxes  means  that  physicians’  incomes  have 
not  kept  ahead  of  living  costs.” 

ALAN  REYNOLDS,  Vice-President,  First  National  Bank 
of  Chicago,  PRIVATE  PRACTICE  (June,  1978) 
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STATE  & FEDERAL  LEGISLATIVE 


Three  Million  Dollar  Annual  Savings 
To  OSMA  Members  in  JUA  Bill 

Senate  Bill  271,  extending  the  Joint  Underwriting 
Association  (JUA)  for  one  year,  has  been  approved  by 
the  Ohio  Senate,  as  amended  by  the  Insurance  Commit- 
tee. With  OSMA  supported  amendments  the  bill  provides 
$3  million  in  annual  savings  for  OSMA  members,  and 
mandates  the  return  of  approximately  $25  million  to 
physicians  and  hospitals  from  the  Stabilization  Reserve 
Fund  (SRF) . 

In  the  Senate  Insurance  Committee  the  bill’s  sponsor, 
Senator  John  Mahoney  (D-Springfield) , offered  amend- 
ments to  achieve  these  objectives,  following  OSMA  testi- 
mony which  specifically  outlined  the , amendments. 

As  approved  by  the  committee,  the  amendments 
eliminate  the  annual  $250  SRF  payment  for  all  Ohio 
physicians  purchasing  malpractice  insurance  in  the  private 
market  and  reduce  the  SRF  cap  from  its  present  $40 
million  to  $10  million.  In  addition,  the  amendments  direct 
the  Superintendent  of  the  Department  of  Insurance  to 
return  by  September  1,  1980,  SRF  moneys  in  excess  of  the 
$10  million  cap  (approximately  $25  million)  to  physicians 
and  hospitals  that  have  contributed  to  the  fund  and  are 
not  currently  JUA  policyholders.  The  amount  of  the 
excess  SRF  moneys  that  would  go  to  an  eligible  physician 
would  be  computed  on  the  basis  of  the  ratio  of : ( 1 ) his 
total  contributions  to  the  SRF,  to  (2)  the  total  amount 
contributed  to  the  fund  by  all  eligible  physicians  and 
hospitals. 

If  enacted,  S.B.  271  would  permit  the  JUA  to  sell 
policies  that  extend  coverage  until  December  31,  1981. 
The  bill  is  under  consideration  by  the  House  Insurance 
Committee,  chaired  by  Representative  Mike  Stinziano 
(D-Columbus) . 

It  is  expected  the  House  will  act  on  S.B.  271  when 
the  General  Assembly  reconvenes  in  November. 


Optometric  Drug  Bill 
Held  in  Committee 

Increased  awareness  and  concern  of  physicians  of  all 
specialties  has  proven  to  be  a major  factor  in  the  Ohio 
Optometric  Association’s  failure  to  move  legislation  to 
permit  nonmeaically  trained  optometrists  to  administer 
“diagnostic  pharmaceutical  agents”  and  diagnose  disease. 
The  OSMA  continues  to  oppose  House  Bill  158,  sponsored 
by  Representative  Edward  J.  Orlett  (D-Dayton),  at  the 
State  House  but  the  efforts  of  physicians  and  Auxilians 
are  proving  to  be  successful  in  informing  legislators  and 
Governor  Rhodes  of  the  serious  problems  and  procedures 
contained  in  H.B.  158. 

The  proponents  of  optometric  drug  legislation  are 
increasing  the  efforts  to  enact  H.B.  158.  The  medical 
profession  and  concerned  citizens  must  continue  to  com- 
municate with  legislators  regarding  the  complexities  of 
diagnosing  disease  and  the  induction  of  drugs  into  the 
body.  House  Bill  158  in  its  present  form  does  not:  (1) 
assure  optometrists  will  receive  clinical  training  with 
medical  supervision;  (2)  assure  patients  with  pathological 
conditions  will  receive  appropriate  referral  to  medical 
specialists;  and  (3)  require  the  State  Medical  Board  to 
develop  classroom  and  clinical  education  for  optometrists. 

Physicians  of  all  specialties  again  should  contact 
their  local  legislators  and  write  Governor  Rhodes  to  com- 
mend him  for  his  strong  stand  in  support  of  quality' 
health.  Physician  contacts  will  be  the  deciding  factor. 

OSMA  Amendment  Adopted  in 
Hospital  Licensure  Bill 

The  OSMA  has  amended  successfully  H.B.  753, 
which  requires  state  licensure  of  all  Ohio  hospitals  and 
free  standing  ambulatory  health  care  facilities,  in  a sub- 
committee of  the  House  Health  and  Retirement  Com- 
mittee. As  drafted  for  introduction,  the  bill’s  definition  of 
ambulatory  care  facility  included  the  offices  of  physicians. 
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The  OSMA  amendment  specifically  excludes  from  this 
definition  “the  offices  of  private  physicians  and  dentists 
whether  organized  for  individual  or  group  practice.” 

In  the  bill’s  present  form  any  facility  accredited  by 
the  Joint  Commission  on  Accreditation  of  Hospitals 
(JCAH)  or  the  American  Osteopathic  Association 
(AOA)  would  be  presumed  to  comply  with  state  licensure 
standards.  Amendments  are  under  consideration  to  make 
JCAH  and  AOA  standards  the  minimum  standards  for 
licensure,  authorizing  the  Public  Health  Council  to  adopt 
more  stringent  rules.  Concerned  particularly  with  smaller 
and  rural  facilities,  the  Ohio  Hospital  Association  has 
argued  in  counterpoint  for  reasonable  or  substantial  com- 
pliance with  JCAH  standards. 

The  bill  provides  a one-year  period  for  compliance 
with  licensure  standards,  thereafter  the  director  of  health 
would  be  required  to  bring  action  against  the  facility. 


Health  Cost  Regulations  Considered 

The  Joint  Select  Committee  of  the  Ohio  State  Legis- 
lature investigating  the  escalation  of  health  care  costs  in 
Ohio  held  hearings  in  six  urban  centers  since  its  initial 
meeting  in  August,  (see  October  Journal  for  testimony  of 
OSMA  President  Thomas  W.  Morgan,  M.D.) . The  Select 
Committee  on  Health  Care  Costs,  established  last  session 
by  H.J.R.  35,  has  scheduled  several  more  hearings  in 
preparation  of  its  final  recommendation  for  cost  contain- 
ment legislation.  The  eight  member  committee  is  chaired 
by  Senator  John  Mahoney  (D-Springfield) . 

Testimony  came  from  representatives  of  virtually 
every  interest  in  the  Ohio  health  care  system : physicians, 
hospitals,  labor,  business,  Blue  Cross  and  Blue  Shield, 
commercial  insurance  carriers,  academics,  HMOs,  and 
health  planners,  regulators,  and  bureaucrats.  Among  the 
many  concepts  proposed  to  the  legislators  have  been : a 
statewide  “PUCO-type”  budget-  and  rate-setting  com- 
mission; the  extension  of  CON  into  physicians’  offices;  the 
restructuring  of  PSROs  and  utilization  review  committees; 
the  strengthening  of  HSAs,  subsidies  to  HMOs  and  other 
alternative  delivery  forms;  increased  use  and  expanded 
scope  of  practice  of  allied  health  practitioners;  the  elimi- 
nation of  “excess”  facilities  and  unneeded  services;  and 
intensification  of  antitrust  efforts. 

Hearings  were  held  in  Toledo  (Strategies  for  Hos- 
pital Cost  Containment),  Cincinnati  (Third  Party  Pay- 
ers), Cleveland  (Physician  Impact  on  the  Cost  of  Health 
Care) , Akron  (The  Role  of  Business  in  Containing  Health 
Care  Costs),  and  Dayton  (Alternative  Delivery  Systems: 
a Competitive  Approach).  OSMA  has  monitored  these 
hearings  and  assisted  with  physician  testimony  at  each 
location. 

The  select  Committee  will  present  its  final  report  to 
the  general  assembly  in  January  1980.  It  is  expected  that 


elements  within  the  report  will  form  the  basis  of  legislative 
initiative  by  various  organized  interests. 


FEDERAL 


Hospital  Cost  Control  Debate 
Continues 

The  Carter  Administration’s  Mandatory  Hospital 
Cost  Containment  Bill  HR  2626,  remains  the  number  one 
medical  legislative  issue  before  Congress.  After  months  of 
tactical  maneuvering,  House  Speaker  Tip  O’Neil  will 
probably  move  the  bill  to  the  House  the  last  week  in 
October.  The  Administration  is  continuing  to  use  every 
available  means  to  convince  uncommitted  members  of 
Congress  to  support  the  bill’s  mandatory  controls. 

A substitute  for  mandatory  controls  is  being  co- 
sponsored by  three  Ohio  Congressmen:  Thomas  Luken 
(D-Cincinnati) , Willis  Gradison  (R-Cincinnati) , and 
Clarence  Brown  (R-Urbana).  HR  5635  would  replace  the 
mandatory  aspects  of  HR  2626  with  a commission  that 
would  study  health  care  costs  and  encourage  the  Volun- 
tary Effort.  Congressman  Luken’s  efforts  in  this  area  are 
noteworthy  because  as  he  is  opposing  a Democratic  Presi- 
dent, and  his  party’s  leadership  in  the  House  by  supporting 
the  Voluntary  substitute  HR  5635.  The  Administration  is 
arguing  that  HR  2626  will  exempt  many  hospitals  from 
Federal  mandatory  control.  However,  a Washington  study 
projects  that  80%  of  this  country’s  hospitals  will  be  under 
Federal  Cost  Containment  controls  by  1984. 

Extremely  Heavy  Lobbying 
on  HR  2626 


Representatives  of  the  OSMA  have  met  with  many 
members  of  the  Ohio  delegation  during  the  past  months 
and  many  physicians  have  written  or  called  their  Con- 
gressman. This  combination  of  legislative  effort  has  been 
successful  in  slowing  the  speed  of  HR  2626,  but  the  major 
battle  will  be  on  the  floor  of  the  House.  The  legislation  is 
such  an  important  symbol  to  the  Administration’s  “anti- 
inflation” efforts  that  politics,  not  policy,  will  be  the  issue 
on  the  House.  Physicians  can  have  a political  impact  by 
reminding  members  of  the  Ohio  delegation  that  legislation 
similar  to  HR  2626  will  ultimately  ration  the  quality  and 
quantity  of  health  care  services  available  to  their  con- 
stituents. All  exceptions  to  the  provisions  of  HR  2626  are 
at  the  Secretary  of  HEW’s  discretion,  and  the  Secretary’s 
concerns  may  not  always  coincide  with  the  desires  of  the 
Congressman’s  constituents. 

(Courtesy  Department  of  State  and  Federal  Legislation) 
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FREE  RIDERS 

Declining  membership  constitutes  one  of  the  most  serious 
problems  faced  by  the  AMA.  A disturbing  aspect  of  this  problem 
is  the  Free  Rider.  Bluntly  stated.  Free  Rider  is  the  term  applied 
to  a physician  who  declines  to  maintain  membership  in  the  AMA 
or  indeed  any  component  part  of  the  AMA  Federation,  while 
sharing  in  the  benefits  which  accrue  to  all  physicians  regardless 
if  they  are  members  or  not. 

The  Council  on  Long  Rang  Planning  and  Development  of 
the  AMA  recently  revealed  that  in  1979  full  dues-paying  mem- 
bers of  the  AMA  will  consist  of  only  one  third  of  the  total  physi- 
cian population  in  the  United  States.  This  represents  a steady 
decline  from  51.1  percent  of  the  physician  population  in  1970.  It 
should  be  evident  that  the  Association  “cannot  continue  to  main- 
tain an  aggressive  program  to  represent  the  profession,  pursue 
scientific  excellence,  and  participate  in  assuring  high  quality 
medical  education  with  a decreasing  share  of  the  physician  popu- 
lation footing  the  bill.”  As  the  AMA  pursues  these  programs  all 
physicians  benefit,  regardless  of  membership  status. 

In  1976  there  were  almost  60,000  members  of  state  societies 
who  were  not  dues-paying  members  of  the  AMA.  These  Free 
Riders  received  most  of  the  benefits  of  AMA  activity  without 
paying  their  share  of  the  cost.  Specifically,  “AMA  dues-paying 
members  subsidized  state  society  Free  Riders  to  the  tune  of  $67 
each.” 

More  significantly  161,000  physicians  were  not  members  of 
any  level  of  the  AMA  structure.  These  physicians  are  Free  Riders 
on  the  entire  Federation  since  they  inevitably  share  to  some  ex- 
tent in  the  benefits  which  accrue  to  the  entire  profession  regard- 
less of  membership  affiliations.  The  impressive  figure  here  is  the 
subsidy  paid  by  the  entire  Federation  on  behalf  of  these  161,000 
non  member  physicians.  Using  $300  as  the  combined  average  state 
and  county  dues,  the  Federation  members  subsidize  the  non 
member  to  the  tune  of  $239.  Stated  another  way,  had  all  eligible 
physicians  joined  the  county  society,  state  society,  and  the  AMA 
the  combined  dues  level  of  the  entire  Federation  could  have  been 
reduced  to  $311  per  member  rather  than  the  present  $550  in 
order  to  produce  the  same  amount  of  income. 

The  reasons  for  membership  decline  are  many  and  complex. 
Certainly  any  organization  that  spans  the  entire  political  spectrum 


and  engages  in  as  many  activities  on  behalf  of  the  public  and  the 
profession  as  the  AMA  is  bound  to  create  varying  degrees  of 
dissatisfaction  among  the  membership.  Moreover,  inflationary 
pressure  has  probably  played  a major  role  in  this  problem.  Thus, 
as  the  total  annual  professional  membership  bill  continues  to  rise 
with  the  inflationary  spiral  the  individual  physician  tends  to 
become  more  selective  in  the  organizations  with  which  he  chooses 
to  affiliate.  Also,  the  various  specialty  societies  are  becoming  more 
competitive  with  the  AMA  for  organizational  membership,  under- 
standably so.  There  is  no  question  that  the  specialty  society  has 
largely  replaced  the  AMA  as  the  primary  source  of  specialty 
expertise  through  specialty  oriented  conventions  during  the  past 
few  years.  Comparative  attendance  figures  among  societies  bear 
this  out.  Also,  it  is  generally  recognized  that  to  meet  the  needs  of 
the  public  and  the  profession,  participation  by  more  than  one 
organization  will  be  required  in  a number  of  areas;  but  of  all  the 
medical  organizations  in  existence  the  AMA  would  appear  to  be 
the  only  one  that  is  both  national  in  scope  and  cuts  across  all 
specialty  disciplines  and  geographic  areas.  The  AMA  would, 
therefore,  appear  to  be  the  only  organization  with  the  potential 
for  coming  to  grips  with  the  issues  that  impact  on  the  entire 
profession. 

Excuses  commonly  given  by  those  who  choose  not  to  hold 
membership  in  the  AMA  include  (1)  The  AMA  doesn’t  represent 
me,  (2)  l disagree  (with  some  action  or  other  previously  taken) 
by  the  AMA,  and  (3)  My  specialty  society  does  more  for  me  than 
the  AMA.  These  excuses  appear  flimsy  and  petulant  indeed  when 
matched  against  the  crescendo  of  attacks  upon  the  medical  pro- 
fession by  regulatory  agencies  and  government  bureaus  with  their 
suffocating  regulations  and  legal  challenges  (FTC),  allied  health 
groups  (chiropractors),  and  the  almost  impossible  demands  of 
combating  an  unending  flood  of  ill  advised  health  legislation. 

With  all  its  imperfections,  the  AMA  would  still  appear  to  be 
the  only  medical  organization  that  is  sufficiently  broad  based  to 
provide  both  financial  and  human  support  to  meet  today’s  diffi- 
cult challenges  to  medicine.  I urge  all  physicians  who  are  not 
presently  AMA  members  to  join  up  while  there  is  still  time  and 
assume  their  fair  share  of  the  financial  burden  of  preserving  the 
right  to  practice  the  finest  medicine  in  the  world  in  an  environ- 
ment of  freedom.  Let’s  make  declining  membership  a problem  for 
the  Free  Riders  instead  of  the  AMA! 
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How  much  do 
your  patients 
know  about 
reasons  for 
rising  health 
care  costs? 

Do  they  realize 
that  their  own 
personal  lifestyles 
may  be  contributing 
to  this  rise? 


Cartoon  Courtesy  of  ASIM 


Help  them  fight  hack! 


The  Ohio  State  Medical  Asso- 
ciation has  developed  a set  of 
four  posters  designed  to  help  in- 
form your  patients  about  their 
role  in  controlling  rising  health 
costs.  The  posters  discuss  the 
costs  associated  with  smoking, 
alcohol,  and  drug  abuse  and  a 
sedentary  lifestyle  and  what 
your  patients  can  do  to  not 
only  help  control  costs,  but  be 
healthier  at  the  same  time. 


Let  your  patients  know  you’re 
concerned  about  rising  costs 
and  you  need  their  help  in  con- 
trolling them.  These  colorful,  in- 
formative posters  are  available 
at  $4.95  per  set;  2 sets  for  $8.00, 
and  3 sets  for  $10.00. 

Send  your  check  or  money 
order  made  payable  to  the  OSMA 
to:  OSMA,  Attention:  Depart- 
ment of  Communications,  600  S. 
High  St.,  Columbus,  Ohio  43215. 
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Physician  Cost-Effectiveness 
in  the  HospitaS 

S.  Baird  Pfahl 


Much  has  been  accomplished  by  the  voluntary  effort 
in  helping  to  decrease  hospital  stay  costs,  and  the  role  of 
the  physician  in  this  effort  should  be  emphasized. 

The  attending  physician  can  have  a great  impact  on 
the  costs  generated  within  the  hospital.  A recent  decision 
by  national  Blue  Cross  to  stop  paying  for  routine  admis- 
sion tests  and  for  obsolete  tests  and  procedures  will  provide 
an  incentive  for  all  of  us  to  reevaluate  our  hospital 
routines.  The  hospital  medical  staff  should  look  at  all 
routine  tests  with  an  eye  to  their  effectiveness,  necessity, 
and  cost.  By  routine,  I refer  to  those  tests  that  are  done 
upon  admission  without  being  specifically  ordered  by  a 
physician.  An  example  of  this  would  be  a chest  x-ray  film 
even  though  the  patient  was  in  the  hospital  two  weeks 
ago.  There  will  be  instances  where  the  repeat  x-ray  film 
will  be  necessary,  but  it  should  not  be  done  just  because 
it  is  routine.  Does  a routine  serology  on  each  admission 
tell  us  much?  True,  it  may  only  cost  $3  to  $4,  but  multiply 
that  by  the  hospital  admissions  for  a year  and  the  cost  is 
significant.  Do  daily  fasting  blood  sugar  (FBS)  x 3 to  6 
tell  us  more  than  one  or  two  tests  ordered  far  enough 
apart  to  be  helpful?  How  much  do  daily  electrocardio- 
grams (EKG)  x 3 to  4 tell  us  about  someone  not  on  the 
coronary  unit?  We  all  need  to  think  about  these  tests  and 
decide  as  a medical  staff  what  is  best  for  our  own  hos- 
pitals— but  it  is  essential  to  evaluate  them  critically. 

The  Council  of  OSMA  requested  the  physicians  of 
Ohio  to  take  the  lead  in  this  matter  when  it  recently 
passed  the  following  resolution:  . . The  Council  voted 

to  ask  that  Ohio  hospital  medical  staffs  review  standing 


orders  with  regard  to  their  institutions  in  order  to  assure 
that  they  are  cost  effective  and  that  they  are  consistent 
with  quality  of  medical  care.” 

What  else  can  we  do?  Advance  planning  of  necessary 
tests  to  avoid  scheduling  delay,  ie,  schedule  x-ray  films  in 
sequence,  and  do  not  admit  patients  at  the  end  of  the 
week  when  appropriate  tests  will  not  be  available.  An 
alternative  would  be  to  have  facilities  available  on  a 
seven-day-week  basis.  However,  this  should  be  looked  at 
critically  from  a cost  standpoint.  Encourage  predischarge 
planning  early  in  the  patient’s  hospitalization  and  alert 
the  family  in  advance  of  the  anticipated  discharge  so  you 
do  not  hear:  “We  can’t  take  Grandma  home  on  Saturday 
because  we  have  to  be  in  Columbus  for  the  football 
game.” 

Much  has  been  said  about  preadmission  testing 
(PAT)  and  the  proven  effectiveness  of  this  needs  only  to 
be  restated.  PAT  can  save  significant  amounts  of  medical 
dollars  and  this  should  be  a routine  for  all  of  us. 

Our  medical  training  has  been  geared  to  obtaining 
the  best  for  our  patients  and  our  primary  goal  still  must 
be  QUALITY  MEDICAL  CARE.  However,,  your  medi- 
cal society  now  asks  you  also  to  think  about  COST  EF- 
FECTIVE MEDICAL  CARE  as  a way  of  showing  your 
concern  and  desire  to  help  solve  the  problems  of  rising 
health  care  costs. 


Dr.  Pfahl,  Sandusky,  is  Chairman  of  the  OSMA  Committee 
on  Cost  Effectiveness. 
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Regional  Health  Planning 


In  1978,  the  OSMA  House  of  Delegates  passed  Sub- 
stitute Resolution  42-78,  which  rededicated  the  Asso- 
ciation’s commitment  to  the  principle  that  responsible 
residents  of  local  areas  have  the  right  to  determine  their 
own  medical  services  planning  standards  and  needs. 
Furthermore,  the  resolution  requires  the  OSMA  to  work 
with  component  medical  societies  to  help  develop  a 
mechanism  for  collection  and  interchange  of  health  plan- 
ning information  to  increase  physician  involvement  in 
the  planning  process. 

In  response  to  this  official  action,  the  OSMA  has 
provided  the  initiative  for  organized  medicine  impact 
on  the  implementation  of  P.L.  93-641  in  Ohio. 

The  health  planning  process  is  political  by  nature. 
Therefore,  to  achieve  the  goals  of  organized  medicine — 
assuring  that  health  planning  is  responsive  to  the  needs 
of  patients  and  the  medical  profession — county  medical 
societies  must  actively  become  involved  at  all  levels  of  the 
planning  structure.  The  OSMA  Department  of  Govern- 
ment Relations  is  working  to  assist  societies  by  providing 
a mechanism  to  input  and  impact  on  the  particular 
planning  process  of  their  region. 

Medical  societies  within  their  respective  HSA 
regions  have  joined  together  to  provide  input  into  the 
planning  process.  To  date,  two  such  organizations  are 
functioning  in  the  Cleveland  and  Wooster  areas. 

In  the  northeast  section  of  Ohio,  the  five  county 
medical  societies  within  the  Metropolitan  Health  Plan- 
ning Coi'poration  (MPIPG)  HSA  area  endorsed  the  for- 
mation of  the  Northeast  Ohio  County  Medical  Society 
Health  Planning  Council.  Designated  physicians  from 
Lake,  Geauga,  Cuyahoga,  Lorain,  and  Medina  counties 
serve  on  this  physician  planning  body. 


In  the  Health  Planning  and  Development  Council 
(HPDC)  HSA  located  in  Wooster,  eight  county  medical 
societies  have  endorsed  the  formation  of  the  Consortium 
of  Physicians  in  Health  Planning.  County  medical  so- 
cieties repi'esented  by  the  consortium  are : Crawford, 
Richland,  Wayne,  Holmes,  Stark,  Tuscarawas,  Carroll, 
and  Ashland. 

Both  groups  have  provided  testimony  to  their  re- 
spective Health  Systems  Agency  draft  Health  Systems 
Plan.  Physicians  testified  regarding  their  concerns  at 
HSA  hearings  in  Cleveland,  Canton,  Wooster,  and 
Mansfield. 

The  cornerstone  of  increased  physician  involvement 
in  the  planning  process  is  the  local  county  medical- 
society.  The  OSMA  firmly  believes  that  health  planning 
must  be  based  on  the  principle  that  each  community 
has  a unique  medical  need.  Therefore,  health  planning 
inherently  must  be  flexible  to  accommodate  the  medical 
needs  of  each  community  to  assure  that  high  quality  care 
is  available  and  accessible  to  all.  These  goals  can  be  best 
achieved  by:  ( 1 ) placing  the  planning  authority  at  the 
local  level;  (2)  using  those  most  knowledgeable  of  medi- 
cal services  delivery  in  each  community;  and  (3)  using 
medical  specialties  from  the  planning  region  for  making 
decisions  regarding  medical  services  distribution  to  assure 
quality  and  availability  of  services  at  all  levels. 

With  two  such  physician  planning  groups  in  place 
and  others  in  the  planning  stage,  OSMA  stands  ready 
to  assist  county  medical  societies  in  dealing  with  health 
planning  issues.  Should  you  desire  assistance  or  a more 
detailed  explanation  of  the  Association’s  involvement  in 
health  planning,  please  contact  David  W.  Pennington, 
Department  of  Government  Relations,  OSMA. 

(courtesy  Department  of  Government  Regulations) 
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PROFESSIONAL  LIABILITY  INSURANCE 


OHIO  OFFICES: 

CINCINNATI:  Vernon  Manor,  Suite  C,  400  Oak  Street,  (513)  751-0657,  L.  A.  Flaherty 
CLEVELAND:  Suite  106,  23360  Chagrin  Boulevard,  Beachwood  44122,  (216)  464-9950 
A.  C.  Spath,  Jr.,  R.  A.  Zimmerman 
COLUMBUS:  1989  West  5th  Ave.,  (614)  486-3939,  J.  E.  Hansel 
TOLEDO:  101 1 Sandusky  St.,  Suite  H,  P.O.  Box  331,  Perrysburg  43551,  (419)  874-8080,  R.  E.  Stallter 


Immke  Circle  leasing  inc. 


Endorsed  Leasing  Company  of  the  Ohio  State  Medical  Association 


Order  now  for  early  delivery  on  all 
1980  models.  We  lease  all  foreign 
and  domestic  makes  and  models 
including  Mercedes,  Jaguar, 
Porsche,  etc. 


Many  people 
think  of 
leasing 
as  just 

automobiles. 


We  do  that  too,  but, 
in  addition,  we 
want  to  lease  you 
any  professional  equipment. 


Immke  Circle  Leasing,  Inc. 

32  South  Fifth  Street 
Columbus,  Ohio  43215 


Telephone  (614)  228-1701  or  Toll  Free  1 (800)  282-0256 


J 
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Fight  Inflations  Threat 
To  Student  Loan  Program 


Soaring  inflation  is  placing  an  oppressive  financial 
burden  upon  American  medical  students. 

Student  debt  until  now  has  been  limited,  subsidized, 
and  managed  through  long-term  payment.  With  the  large 
debt  levels  which  will  be  reached  under  current  loan  pro- 
grams, the  student  may  be  able  to  do  little  but  maximize 
his  income  in  order  to  make  loan  repayments. 

The  student’s  struggle  to  maintain  economic  equilib- 
rium will  minimize  his  sense  of  community  service  as  he 
seeks  a career  path  which  will  generate  large  amounts  of 
income.  This  trend  will  be  truly  contrary  to  the  recently 
stated  goals  to  establish  a more  balanced  distribution  of 
health  professionals. 

This  gloomy  report  from  the  American  Medical  As- 
sociation’s Council  on  Medical  Education  has  triggered 
the  following  recommendation : 

“That  the  American  Medical  Association  Education 
& Research  Foundation  inform  the  profession  of  the 
increasing  need  of  the  program  for  generous  support  so 
that  medical  students  can  continue  to  be  assisted  finan- 
cially with  the  expenses  of  their  schooling.” 

Generous  contributions  to  the  AMA-ERF  Loan 
Guarantee  Fund  have  not  been  sufficient  in  recent  years 
to  keep  up  with  the  increased  demand  for  loans  or  the 
defaults  that  have  required  the  AMA-ERF  to  buy  loan 
obligations  from  the  banks  on  a dollar-for-dollar  basis.  To 
put  it  bluntly,  the  Council  on  Medical  Education  de- 
clares: “Reserves  from  past  years  of  lower  demand  have 
been  committed,  and  the  Foundation’s  ability  to  guarantee 
loans  is  nearing  the  limit  that  is  imposed  by  its  resources.” 

Philip  B.  Hardymon,  M.D.,  Columbus,  Chairman  of 
the  Ohio  AMA-ERF  Committee,  cited  the  outstanding 
support  of  Ohio  physicians  and  Auxiliary  members  in 
recent  AMA-ERF  contribution  campaigns. 

“However,”  said  Dr.  Hardymon,  “these  frightful  eco- 
nomic conditions  have  created  a new  ball  game.  We  must 
reach  deeper  into  our  pockets.  We  must  give  until  it  hurts. 
The  future  of  high-quality  medicine  in  our  great  nation 
rests  on  the  ability  to  adequately  motivate  and  train  our 
students.  Motivation  and  training  are  not  possible  without 
adequate  financing.” 


“I  like  to  set  high  goals — but  not  impossible  goals,” 
said  Dr.  Hardymon.  “I  am  looking  forward  to  a total 
contribution  of  $150,000  from  Ohio  physicians  and  Auxil- 
iary members  during  1979.  I am  confident  we  can  reach 
this  goal!” 

Dr.  Hardymon  reminded  Ohio  physicians  and  Auxil- 
iary members  that  the  AMA-ERF  loan  program  for  the 
benefit  of  future  physicians  is  conducted  by  a private 
sector  of  the  economy  without  government  subsidy. 

“For  every  dollar  you  contribute,”  he  continued, 
“another  $12.50  will  be  put  to  work  in  loans  by  commer- 
cial banks  to  help  needy  medical  students  and  physicians- 
in-training.” 

Contributions  This  Year 

How  do  you  contribute?  Shortly  after  you  receive  this 
issue  of  The  Journal,  you  will  receive  a letter  from  Dr. 
Hardymon  and  a special  AMA-ERF  return  envelope.  The 
inside  of  the  envelope  includes  space  for  your  choice  of 
medical  school  to  receive  your  contribution,  choice  of 
category  for  your  contribution,  and  the  amount  of  your 
contribution.  The  preaddressed  envelope  containing  your 
contribution  goes  directly  to  AMA-ERF  headquarters  in 
Chicago. 

The  AMA-ERF  student  loan  program  has  been  de- 
signed to  alleviate  the  financial  difficulties  of  medical 
students  and  to  encourage  career  decisions  in  favor  of 
medicine.  AMA-ERF  functions  as  a cosigning  agency  to 
make  available  through  community  banks  relatively  large 
sums  of  credit  at  a low  rate  of  interest. 

Realizing  the  importance  of  keeping  medical  educa- 
tion independent  through  private  initiative  and  voluntary 
effort,  Dr.  Hardymon  and  members  of  the  Ohio  AMA- 
ERF  Committee  urge  Ohio  physicians  to  respond  gener- 
ously in  this  year’s  campaign. 

You,  Doctor,  can  become  an  important  part  of  this 
program.  Where  else  can  you  buy  so  much  for  so  little? 
Please  dig  as  deeply  as  possible  and  contribute  generously. 

If  you  have  any  questions  or  need  further  information 
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concerning  the  1979  AMA-ERF  campaign,  do  not  hesitate 
to  contact  the  OSMA  Headquarters  Office  at  600  South 
High  Street,  Columbus,  Ohio  43215.  phone  614/228-6971. 

Contributions  in  1978 

According  to  Dr.  Hardymon,  AMA-ERF  contribu- 
tions by  Ohio  physicians  in  1978  totaled  $78,163.71,  a 
significant  increase  of  42.5%  over  the  $54,846.01  contrib- 
uted during  1977  (see  Table  1). 

The  Chairman  also  cited  the  following: 

*A  total  of  223  loans  amounting  to  $306,900  were 
made  to  medical  students  and  physicians-in-training  in 
Ohio  during  1978.  This  represents  a considerable  decrease 
from  the  337  loans  amounting  to  $744,500  in  1977. 
Nationwide,  there  were  4,045  loans  amounting  to  $5,809,- 
700.  Since  the  program  began  in  1962,  more  than  $90 
million  in  loans  have  been  arranged  and  guaranteed  by 
the  AMA-ERF. 

*Since  the  loan  program  began  in  1962,  Ohio  medi- 
cal students  and  physicians-in-training  have  received  a 
total  of  3,196  loans  amounting  to  $3,885,750. 


*Total  contributions  to  AMA-ERF  throughout  the 
nation  during  1978  (distributed  to  medical  schools  in 
1979)  amounted  to  $1,336,383.51.  Ohio  ranked  third  in 
state  contributions. 

*AMA-ERF  grants  to  Ohio  medical  schools  from 
1978  contributions  (distributed  in  1979)  were  as  follows: 


Univ.  of  Cincinnati  College  of  Medicine $20,580.31 

Case  Western  Reserve  School  of  Medicine  . . . .$11,559.00 

Medical  College  of  Ohio  at  Toledo $ 7,274.67 

The  Ohio  State  Univ.  College  of  Medicine  . . .$25,064.07 
Northeastern  Ohio  Univ.  College  of  Medicine  $ 6,636.95 

Wright  State  Univ.  School  of  Medicine $ 7,048.71 

Total  $78,163.71 


Dr.  Hardymon  pointed  out  that  accepted  applicants 
become  eligible  for  medical  education  loans  of  up  to 
$1,500  a year.  Additional  applications  may  be  approved 
each  year  so  that  a maximum  of  $10,000  can  be  borrowed 
over  a seven-year  period.  Also,  the  borrower  pays  only  the 
established  interest  rate  during  his  training  and  has  ten 
years  after  completion  of  training  to  repay  the  principal. 


Support  AMA-ERF  Generously 
— O/i/o  Goal  $150,000 


Table 

2.  AMA-ERF  Loans  to  Ohio 

Medical 

Students,  Physicians-in-Trainins 

* 

Year 

No.  of  Loans 

Amount 

1978 

223 

$306,900 

1977 

377 

$477,500 

1976 

267 

$375,000 

1975 

165 

$252,600 

1974 

163 

$213,100 

1973 

157 

$202,500 

^Figures  unavailable  for  1972,  1971,  and 

1970 

Table  1.  Ohio  Contributions  to  AMA-ERF 
Student  Loan  Guarantee  Program 

Year 

T otal 

Change  from 
Previous  Year 

1979 

1978 

Goal  — $150,000.00 
$ 78,163.71 

up 

$23,317.70 

1977 

$ 54,846.01 

down 

$11,663.36 

1976 

$ 66,509.37 

up 

$ 3.766.87 

1975 

$ 62,742.50 

up 

$21,067.38 

1974 

$ 41,675.12 

down 

$ 7,430.72 

1973 

$ 49,105.84 

up 

$ 6,891.19 

1972 

$ 42,214.65 

down 

$ 7,876.23 

1971 

$ 50,090.88 

up 

$ 87.88 

1970 

$ 50,003.00 

-0- 

Table 

3.  Top  States  in  AMA-ERF  Contributions 
During  Calendar  Year  1978 

1. 

Illinois 

$162,753.13 

2. 

Tennessee 

$ 86,901.89 

3. 

Ohio 

$ 78,163.71 

4. 

California 

$ 64,735.32 

5. 

Pennsylvania 

$ 61,065.77 

6. 

New  York 

$ 58,299.04 

7. 

Texas 

$ 49,145.64 

8. 

Virginia 

$ 43,614.94 

9. 

Indiana 

$ 41,427.60 

10. 

Maryland 

$ 35,796.96 
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Pco 

Complete  Insurance  Protection  For  Ohio  Physicians 

These  are  some  of  our  fine  PICO  agencies, 
serving  their  cities  and  the  surrounding  areas. 


Akers-Hartensteim  insurance  Agency,  Inc. 

(an  affiliate  of  Frank  B.  Hall  & Co.  of  Ohio,  Inc.) 
425  West  Market  Street 
Akron,  Ohio  44303 
(216)535-2141 

Baldwin  & Whitney  Insurance  Agency 

7 East  Fourth  Street 
Davton,  Ohio  45402 
(513)223-3181 

Sanford  W.  Berman  Agency 

423  Washington  Street 
Steubenville,  Ohio  43952 
(614)  282-9736 

Brooks  Insurance  Agency,  Inc. 

1120  Madison  Avenue 
Toledo,  Ohio  43624 
(419)243-1191 

The  Gluck  Insurance  Agency 

2901  Market  Street 
Youngstown,  Ohio  44507 
(216)  788-6577 

Haas  Insurance  Agency 

26130  Lorain  Road 
North  Olmsted,  Ohio  44070 
(216)  779-8300 

Humphrey-Cavagna  Insurance,  Inc. 

507  Broad  Street 
Elyria,  Ohio  44035 
(216)322-5477 

Palmer-Blair  Insurance  Agency 

605  Spitzer  Building 
Toledo,  Ohio  43604 
(419)248-4141 

Frederick  Rauh  & Company 

3300  Central  Parkway 
Cincinnati,  Ohio  45225 
(513)559-0500 

Spencer-Patterson  Agency,  Inc. 

212  East  Sandusky  Street 
Findlay,  Ohio  45840 
(419)  422-3545 

Stolly  insurance,  Inc. 

973  West  North  Street 
RO.  Box  1666 
Lima,  Ohio  45805 
(419)227-2570 

Stouffer-Herzog-Otto  Ins.  Agency,  Inc. 

4230  Lake  Avenue 
RO.  Box  400 
Ashtabula,  Ohio  44004 
(216)  998-4444 

Turner  & Shepard,  Inc. 

17  South  High  Street 
Columbus,  Ohio  43215 
(614)228-6115 

United  Agencies,  Inc. 

444  Hanna  Building 
Cleveland,  Ohio  44115 
(216)  696-8044 

Utz  Insurance  Agency,  Inc. 

RO.  Box  167 
Plymouth,  Ohio  44865 
(419)687-6252 

Wallace  & Turner,  Inc. 

616  North  Limestone  Street 
Springfield,  Ohio  45501 
(513)324-8492 

Wolman  Insurance  Agency,  Inc. 

38  Jefferson  Avenue 
Columbus,  Ohio  43215 
(614)221-5471 

Thomas  E.  Wood,  Inc. 

15th  Floor,  Carew  Tower 
Cincinnati,  Ohio  45202 
(513)852-6300 

L . 
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THINGS 
EVEN  YOUR 
BEST  EMPLOYEES 
WON  T TELL  YOU* 


A simple,  one-page 
questionnaire  enabled 
these  doctors  to  uncover 
a number  of  critical 
practice  problems  they 
never  knew  existed. 


By  Arnold  M.  Steinman,  M.D. 

Pediatrician,  Pittsburgh 


So  you  think  your  practice  is  running  smoothly  and 
efficiently?  And  your  employees  are  perfectly  content 
with  their  hours,  salaries,  and  responsibilities?  Well,  that’s 
what  my  partner  and  I thought,  too — until  we  gave  our 
five-member  office  staff  a chance  to  express  their  candid 
feelings  about  their  working  conditions  with  a simple, 
direct,  one-page  questionnaire. 

My  partner,  Joel  Safier,  and  I have  always  taken 
pride  in  our  busy  pediatric  practice  in  the  outskirts  of 
Pittsburgh.  We  try  to  anticipate  problems  and  maintain 
a high  level  of  efficiency.  We  strive  for  an  atmosphere  of 
mutual  respect  and  friendship  in  our  office.  Turnover 
has  never  been  a problem  for  us,  so  we  assumed  that  we 
had  no  personnel  problems. 

It  was  only  because  we  felt  the  time  had  come  to 
either  add  another  partner  or  close  our  practice  h>  new 
patients  entirely  that  we  drew  up  our  employee  question- 
naire. It  was  designed  primarily  to  help  us  determine 
whether,  if  we  were  to  bring  in  a new  associate,  we’d 
need  to  increase  our  staff  or  change  any  of  our  office 
routines. 

But  the  answers  to  our  survey  went  far  beyond  that. 
We  discovered  that  things  weren’t  going  quite  as  smoothly 
as  we’d  thought.  Our  medical  assistants  apparently  had 
been  reluctant  to  speak  out  about  things  that  bothered 
them — because  no  one  had  ever  asked.  Given  the  oppor- 
tunity to  get  grievances  off  their  chests  in  writing,  they 
took  full  advantage  of  it.  Responses  ranged  from  just  a 
single  sheet  to  eight  full  pages. 

Our  questions  covered  such  topics  as  job  satisfactions 
— and  dissatisfactions — and  suggestions  for  improving 


office  efficiency.  We  promised  complete  confidentiality 
and  found  this  led  to  frank  and  honest  answers. 

Although  we  received  some  compliments  on  the  way 
we  run  our  office,  a number  of  problems  we  were  pre- 
viously unaware  of  surfaced.  They  included  dissatisfac- 
tion with  our  causal  way  of  handling  payroll,  shortcomings 
in  our  filing  and  billing  systems,  friction  over  work  re- 
sponsibilities, a bottleneck  at  our  front  desk,  and,  not 
surprisingly,  some  unhappiness  over  salary  levels. 

After  carefully  studying  the  written  responses,  Dr. 
Safier  and  I conducted  a lengthy  follow-up  interview 
with  each  employee  in  private.  In  the  end  we  decided 
to  implement  almost  all  the  changes  that  were  suggested 
by  the  staff. 

For  example,  where  our  bookkeeper  used  to  figure 
pay  deductions  and  another  assistant  wrote  and  handed 
out  the  checks,  today  our  payroll  account  is  handled 
outside  the  office.  Checks  are  now  distributed  in  sealed 
envelopes.  This  protects  privacy  and  minimizes  the  pos- 
sibility that  everyone  will  know  what  the  others  are  earn- 
ing. 

We’re  replacing  our  old  two-step  billing  system  with 
a pegboard  setup,  a change  I’d  resisted  simply  because  I 
felt  the  old  way  was  working  well  enough.  We’ve  also 
been  able  to  get  our  filing  caught  up  by  having  our  part- 
time  employees  work  two  extra  half-days  a week.  Now, 
at  the  end  of  each  day,  all  charts,  reports,  and  book- 
keeping procedures  for  that  day  are  completed,  and  the 
charts  for  the  next  48  hours  are  pulled.  The  time  we’ve 
saved  with  our  improved  billing  and  filing  systems  has 


unless  you  ask 
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allowed  us  to  free  one  or  two  people  at  various  points 
during  the  day  to  help  alleviate  the  traffic  problem  at 
the  front  desk.  The  payroll  confidentiality  and  a more 
even  distribution  of  workload  have  reduced  personal  fric- 
tion, but  we’ve  resigned  ourselves  to  the  fact  that  a cer- 
tain amount  of  friction  will  always  exist  in  any  office 
situation. 

Everyone  on  the  staff  received  a salary  increase.  In 
some  cases  the  increases  weren’t  as  big  as  the  employee 
might  have  wanted,  but  they  were  probably  bigger  than 
the  raises  we’d  have  given  if  we  hadn’t  conducted  the 
survey. 

So  the  questionnaire  has  resulted  in  higher  payroll 
costs,  and  it  has  also  cost  money  to  install  the  new  book- 
keeping system.  But  we  feel  the  boost  in  productivity  and 
efficiency  and  the  marked  improvement  in  office  morale 
have  more  than  justified  the  extra  expenditures. 


In  fact,  we’ve  improved  our  efficiency  so  much  that 
we’re  now  able  to  handle  even  more  patients.  With  prac- 
tice growth  continuing,  it  appears  we’ll  be  adding  that 
third  partner  in  the  near  future.  Thanks  to  our  survey, 
we’re  convinced  that  we  can  expand  with  less  trauma 
and  fewer  new  assistants  than  originally  anticipated. 

We’re  so  pleased  with  the  outcome  of  our  question- 
naire that  we  plan  to  make  it  an  annual  survey.  If  you’re 
looking  for  a simple,  painless  way  to  improve  doctor- 
employee  relations,  consider  a questionnaire.  You  may 
be  surprised  at  what  your  office  staff  will  tell  you — if 
you  just  ask. 


Copyright  © 1979  by  Litton  Industries,  Inc.  Published  by 
Medical  Economics  Company,  a Litton  division,  at  Ora- 
dell,  N.J.  07649.  Reprinted  by  permission. 


Dr.  Steinmans 
employee 
questionnaire 

Here’s  the  questionnaire  the  au- 
thor gave  to  his  medical  assis- 
tants. By  giving  them  an  opportu- 
nity to  make  a frank  assessment 
of  their  work  situation,  Dr.  Stein- 
man  and  his  partner  were  able  to 
uncover  a number  of  problems 
they  never  dreamed  existed. 


Dear  : 

Please  fill  out  this  questionnaire  and  return  it  in  the  ac- 
companying envelope.  For  planning  purposes,  I would 
appreciate  honest  answers,  given  independently  without 
consulting  anyone  else  in  the  office.  Your  and  our  other 
employees'  responses  will  be  completely  confidential, 
known  only  to  Dr.  Safier  and  myself.  Please  answer  the 
questions  on  another  sheet  of  paper. 

1.  Would  you  prefer  to  work  part  time  or  full  time  in 
the  foreseeable  future? 

2.  Are  you  planning  to  request  a change  in  your  work 
status?  Are  you  thinking  of  quitting  in  the  next  12 
to  I 8 months? 

3.  Would  you  agree  to  work  four  to  eight  hours  more 
a week  — with  additional  pay,  of  course? 

4.  What  part  or  parts  of  your  job  do  you  enjoy  the 
most? 

5.  What  part  or  parts  of  your  job  do  you  least  enjoy? 

6.  Given  the  chance,  what  aspect  of  your  job  would 
you  eliminate? 

7.  List  your  suggestions  for  improving  working  con- 
ditions to  make  your  job  more  enjoyable. 

8.  List  any  suggestions  for  improving  office  efficiency. 

9.  Not  counting  lunch  hours,  how  many  hours  do  you 
work  in  a typical  week? 

10.  Disregarding  fringe  benefits,  how  much  money  would 
you  like  to  earn  for  a full-time  40-hour  week? 
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SubscribeToday 
To  Synergy 

• a four-page  health  information 
newsletter 

• published  monthly  by  the  Ohio  State 
Medical  Association 

• contains  interviews  with  Ohio 
physicians  on  timely  medical  topics 

• written  in  an  easy-to-understand, 
non-technical  style 


MOW  AVAILABLE  AT  REDUCED  RATES 
WAS  S6/YR.  MOW  ONLY  S4.95/YR. 

You  and  your  doctor 
“working  together” 
to  keep  you 
healthy 


MAIL  SUBSCRIPTION  FORM  AND  CHECK  TODAY 


SYNERGY  SUBSCRIPTION 


Name. 


Address. 


City /State /Zip 

Please  mail  this  form  along  with  a check  or  money  order  for  $4.95  payable  to  the  Ohio 
State  Medical  Association  to:  Synergy,  c/o  The  Ohio  State  Medical  Association,  600  S. 
High  Street.  Columbus,  Ohio  43215. 

Have  you  considered  giving  Synergy  as  a gift?  Just  place  the  recipient's  name  and  ad- 
dress on  this  form  and  attach  a note  with  your  name  and  address  We'll  send  them  a 
notice  of  your  gift  subscription. 


Primary  Laryngoscopy  in  Ohio 


As  practicing  physicians,  we  are  concerned  about  the 
apparent  neglect  of  some  areas  of  the  physical  examina- 
tion. The  viewing  of  the  larynx,  for  example,  is  often 
overlooked  or  just  passed  by  despite  the  established  impor- 
tance of  the  early  recognition  and  treatment  of  laryngeal 
lesions.  In  an  effort  to  gain  some  insight  into  the  preva- 
lence and  possible  reasons  for  this  particular  deficiency,  a 
survey  committee  polled  all  the  family  physicians,  general 
physicians,  and  internist  members  of  the  Ohio  State  Medi- 
cal Association.  Although  no  additional  comments  beyond 
the  suitable  yes  and  no  answers  were  solicited,  a large 
number  of  the  doctors  expressed  an  interest  in  the  survey 
and  asked  to  be  apprised  of  the  results.  At  this  time,  our 
evaluations  have  not  been  completed,  but  we  are  able  to 
report  the  final  figures  as  a matter  of  interest  and  for  the 
record. 


Method 

A letter  was  mailed  to  the  3,395  primary  physicians. 
Ii  contained  a simple  explanation  of  the  purpose  of  the 
survey  and  had  an  enclosed  return  postcard  for  the  “yes” 
and  “no”  answers.  The  basic  question  was  posed  in  a posi- 
tive way,  “I  am  capable  of  doing  an  adequate  examina- 
tion of  the  larynx  in  my  office.”  If  the  answer  was  “yes,” 
the  next  questions  were : 

I use  a mirror. 

I use  a laryngoscope. 

I examine  the  larynx  in  every  patient  with  suspicious 
symptoms. 

I examine  the  larynx  routinely  in  every  complete 
exam. 


was  an  internist  or  generalist  and  his  year  of  graduation 
from  medical  school.  No  signature  or  other  identification 
was  requested. 


Results 

A total  of  1,625  cards  were  returned. 


Capable  of  doing  the  laryngeal  examination. 

Internists  — 

Yes 

124 

No 

436 

Generalists  — 

Yes 

368 

No 

697 

(2)  Of  those  who  responded  “yes”  to  the  first  ques- 
tion. 

a.  366  used  the  mirror. 

126  used  the  laryngoscope. 

b.  392  stated  that  they  did  examine  the  larynx 
in  every  patient  with  suspicious  symptoms. 

c.  63  stated  that  they  examined  the  larynx  rou- 
tinely as  part  of  every  complete  exam.  Of 
these,  45  were  generalists  and  18  were  intern- 
ists. The  mirror  was  used  by  26  and  a laryn- 
goscope by  the  remaining  37. 

We  are  extremely  grateful  to  members  of  this  group 
of  Ohio  physicians  who  were  generous  enough  with  their 
time  to  afford  us  an  almost  50%  response  rate. 

This  study  was  undertaken  by  the  Diagnostic  Survey 
Committee,  Mount  Sinai  Hospital,  and  was  supported  by 
a grant  from  the  Nancy  Barnett  Mack  Cancer  Fund  of 
Mount  Sinai  Hospital,  Cleveland,  Ohio. 


Harold  C.  Klein,  M.D.,  Chairperson,  Diagnostic  Survey 
Committee,  Mount  Sinai  Hospital,  Cleveland,  Ohio. 
Submitted  September  19,  1979. 


Finally,  the  physician  was  asked  to  designate  if  he 
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COUNCIL  PROCEEDINGS 


PROCEEDINGS  OF  THE  COUNCIL 
September  8-9,  1979 

A regular  meeting  of  the  Council  of  the  Ohio  State 
Medical  Association  was  held  Saturday,  September  8,  and 
Sunday,  September  9,  1979,  at  the  OSMA  Headquarters 
Office,  600  South  High  Street,  Columbus,  Ohio. 

Those  present  Saturday  were:  Thomas  W.  Morgan, 
M.D.,  Gallipolis;  John  J.  Gaughan,  M.D.,  Cleveland; 
David  A.  Barr,  M.D.,  Lima;  Stewart  B.  Dunsker,  M.D., 
Cincinnati;  Alford  C.  Diller,  M.D.,  Van  Wert;  C.  Doug- 
lass Ford,  M.D.,  Toledo;  Edward  G.  Kilroy,  M.D.,  Cleve- 
land; Joseph  P.  Yut,  M.D.,  Canton;  H.  Judson  Reamy, 
M.D.,  New  Philadelphia;  Carl  E.  Spragg,  M.D.,  New 
Concord;  S.  Baird  Pfahl,  Jr.,  M.D.,  Sandusky;  William 
Dorner,  Jr.,  M.D.,  Akron;  James  E.  Pohlman,  Esq.,  Co- 
lumbus; Oscar  W.  Clarke,  M.D.,  Gallipolis;  John  H. 
Ackerman,  M.D.,  Columbus;  C.  J.  Shamess,  M.D.,  Mans- 
field; William  H.  Gates,  M.D.,  Cincinnati;  Anthony  Rup- 
persberg,  Jr.,  M.D.,  Columbus. 

OSMA  Staff  present  Saturday  were:  Hart  F.  Page, 
Herbert  E.  Gillen,  Jerry  J.  Campbell,  Robert  D.  Clinger, 
Katherine  E.  Wisse,  D.  Brent  Mulgrew,  Robert  E.  Hol- 
comb, Gail  E.  Dodson,  Rebecca  J.  Doll,  Richard  A.  Ayish, 
David  C.  Torrens,  Carol  W.  Mullinax,  David  W.  Pen- 
nington, Eric  Burkland. 

Those  present  Sunday  were : Thomas  W.  Morgan, 
M.D.,  Gallipolis;  John  J.  Gaughan,  M.D.,  Cleveland; 
David  A.  Barr,  M.D.,  Lima;  Stewart  B.  Dunsker,  M.D., 
Cincinnati;  C.  Douglass  Ford,  M.D.,  Toledo;  Edward  G. 
Kilroy,  M.D.,  Cleveland;  Joseph  P.  Yut,  M.D.,  Canton; 
H.  Judson  Reamy,  M.D.,  New  Philadelphia;  Carl  E. 
Spragg,  M.D.,  New  Concord;  J.  Hutchison  Williams, 
M.D.,  Columbus;  S.  Baird  Pfahl,  Jr.,  M.D.,  Sandusky; 
William  Dorner,  Jr.,  M.D.,  Akron. 

OSMA  Staff  present  Sunday  were:  Hart  F.  Page, 
Herbert  E.  Gillen,  Jerry  J.  Campbell,  Robert  D.  Clinger, 
Katherine  E.  Wisse,  D.  Brent  Mulgrew,  Robert  E.  Hol- 
comb, Gail  E.  Dodson,  Rebecca  J.  Doll,  Carol  W.  Mulli- 
nax, David  W.  Pennington. 

The  Council  was  advised  of  the  illness  of  Past  Presi- 
dent P.  John  Robechek  and  voted  to  send  him  greetings 
from  the  Ohio  State  Medical  Association  and  to  wish  him 
well. 

On  Sunday,  the  Council  was  notified  of  the  sudden 
death  of  Past  President  George  W.  Petznick.  The  Council 
expressed  its  deep  sympathy  to  Mrs.  Petznick  and  to  the 
members  of  their  family. 


The  President  announced  plans  for  the  Long  Range 
Planning  Session  of  the  Council,  October  26  to  29,  1979. 


ADMINISTRATION  DEPARTMENT 

The  minutes  of  the  July  7 and  8,  1979  meeting  of  the 
Council  were  approved. 

The  Council  received  a letter  dated  July  10,  1979, 
from  the  Academy  of  Medicine  of  Cincinnati,  nominating 
Stewart  B.  Dunsker,  M.D.,  for  president-elect  of  the  Ohio 
State  Medical  Association. 

The  Council  received  a letter  dated  September  5, 
1979,  from  the  Academy  of  Medicine  of  Columbus  and 
Franklin  County,  nominating  J.  Hutchison  Williams, 
M.D.,  for  president-elect  of  the  Ohio  State  Medical 
Association. 

The  Council  approved  a China  cruise  offered  for 
April  12  to  30,  1980  by  Bradford  Travel  Service,  Inc. 

Committee  on  Deans  and  University-Affiliated  Physicians 

Mr.  Gillen  presented  the  minutes  of  the  August  9, 
1979  meeting  of  the  Committee  on  Deans  and  University- 
Affiliated  Physicians. 

The  Council  approved  the  recommendation  of  the 
Committee  that  H.B.  636,  which  would  provide  for  the 
disclosure  of  certain  information  pertaining  to  standard- 
ized tests,  be  opposed  by  the  Ohio  State  Medical  Associa- 
tion. 

The  Council  approved  the  concept  of  the  inclusion 
on  the  Committee  of  the  deans  or  equivalent  officers  of 
all  Ohio  medical  schools  who  are  members  of  the  Asso- 
ciation. 

The  Council  accepted  for  information  the  report  of 
the  Committee,  as  a whole,  as  amended. 

Ad  Hoc  Committee  on  Legal  Assistance 

Mr.  Page  presented  the  minutes  of  the  Ad  Hoc 
Committee  on  Legal  Assistance  which  met  July  22,  1979. 

The  Council  approved  the  Committee’s  recommen- 
dation that  the  six-point  program  adopted  July  8 and  9, 
1979  be  reaffirmed:  “That  a ‘fund  for  defense’  is  feasible 
if  it  is  established  under  these  guidelines: 

( 1 ) The  OSMA  Council  be  established  as  the  ad- 
ministering body. 
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(2)  That  contingency  funds  be  budgeted  for  the 
purposes  outlined. 

(3)  That  the  Council  consider  requests  for  assistance 
on  a case-by-case  basis. 

(4)  That  only  cases  involving  broad  general  prin- 
ciples of  common  concern  to  the  membership 
be  considered. 

(5)  That  assistance  in  extraordinary  cases  be  han- 
dled by  special  solicitation  of  the  membership. 

(6)  That  members  and  county  medical  societies 
show  ‘good  faith’  by  pursuing  the  litigation  to 
a reasonable  extent  before  soliciting  funds  from 
the  OSMA.” 

Mr.  Campbell  presented  information  concerning  a 
proposed  collection  service  plan.  The  Council  authorized 
an  ad  hoc  committee  to  study  the  concept  and  the  pro- 
gram and  the  President  appointed  Dr.  Barr,  chairman; 
Dr.  Pfahl  and  Dr.  Williams. 


FINANCIAL  AND  MEMBERSHIP  DEPARTMENT 

Mrs.  Wisse  presented  statistics  which  indicated  that 
OSMA  membership  as  of  August  24  was  153  ahead  of  the 
same  date  the  previous  year.  AMA  membership  was  ahead 
by  149. 

Treasurer’s  Report 

Dr.  Barr  reviewed  financial  statements  and  invest- 
ments. He  also  discussed  development  of  the  OSMA  com- 
puter systems.  The  report  was  accepted  for  information. 


DEPARTMENT  OF  CONTINUING 
MEDICAL  EDUCATION 

Committee  on  Education 

Mr.  Torrens  reviewed  the  minutes  of  a meeting  of 
the  Committee  on  Education  held  July  19,  1979.  The 
report  was  received  for  information. 

The  Council  voted  that  the  Committees  on  Educa- 
tion and  on  Scientific  Work  study  the  future  role  of  the 
Ohio  State  Medical  Association  in  the  presentation  of 
continuing;  medical  education  services  to  the  physicians 
of  Ohio. 

Committee  on  Scientific  Work 

Mrs.  Dodson  reported  on  the  July  28  and  29,  1979 
meeting  of  the  Committee  on  Scientific  Work. 

The  Council  approved  a new  concept  of  exhibits 
which  would  discontinue  scientific  exhibits  and  change 
the  technical  exhibits  to  a two-hour  table-top  “fair”  Mon- 


day evening  of  the  convention.  Also  approved,  was  a Joint 
Continuing  Education  Conference  of  the  Ohio  State 
Nurses  Association  and  the  OSMA  on  the  legal  aspects  of 
the  physician  and  nurse  relationship. 

Proposals  for  a family  physicians  program,  a program 
for  osteopaths,  a basic  life  support  course,  medical  assis- 
tant course  and  a business  management  course  were 
accepted  as  recommended. 

With  regard  to  a suggested  change  in  the  time  struc- 
ture of  the  annual  meeting,  the  Council  authorized  the 
appointment  of  an  ad  hoc  committee  to  study  the  matter. 

The  format  of  the  meeting  and  the  report  of  the 
Committee  as  a whole,  as  amended,  was  accepted. 

Emergency  Medical  Technician  Recertification 

Dr.  William  H.  Gates,  chairman,  OSMA  Committee 
on  Emergency  and  Disaster  Medical  Care,  and  chairman 
of  the  Ohio  Emergency  Medical  Services  Advisory  Coun- 
cil, addressed  the  Council. 

Dr.  Gates  recommended  and  Council  approved  that 
the  deadline  for  recertification  of  Emergency  Medical 
Technicians,  August  31,  1979,  not  be  extended. 

Dr.  Gates  reported  that  the  Ohio  Board  of  Regents 
has  failed  to  fully  implement  House  Bill  832  and  House 
Bill  1092,  with  regard  to  training,  certifying  and  recerti- 
fying advanced  EMT-A  and  EMT-P. 

It  was  the  decision  of  the  Council  to  pursue  the 
matter  of  proper  implementation  of  Flouse  Bills  832  and 
1092. 

The  Council  endorsed  the  concept  that  when  appro- 
priate, “first  responders”  at  accident  sites  have  U.S. 
Department  of  Transportation  “crash  management” 
training  and  “first  responder”  kits  or  their  equivalent. 


DEPARTMENT  OF  GOVERNMENT  RELATIONS 

Certificate  of  Need  Review  Committee  for  Ohio 

Dr.  Gaughan  reported  on  the  organization  meeting 
of  the  Certificate  of  Need  Review  Committee  for  Ohio, 
held  September  7,  1979. 

This  review  body  will  hear  appeals  from  the  State 
Llealth  Planning  and  Development  Agency  regarding 
Health  Service  Agencies  rulings  which  have  been  appealed 
to  the  SHPDA. 

Health  Planning  Llpdate 

Mr.  Pennington  presented  an  update  on  Health 
Planning  activities. 

He  announced  the  organization  of  the  N.E.O.  County 
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Medical  Society  Health  Planning  Alliance  which  repre- 
sents the  five  county  medical  societies  within  Region  IX 
HSA;  also  the  Consortium  of  Physicians  in  Health  Plan- 
ning representing  eight  county  medical  societies  within 
Region  VII  HSA. 

Ad  Hoc  Committee  on  Dr.  Mudd 

Dr.  Morgan  reported  that  the  Ad  Hoc  Committee 
on  Dr.  Mudd  has  been  dissolved  because  of  the  pardon  of 
Dr.  Mudd  by  President  Carter. 

Committee  on  Cost  Effectiveness 

The  Council  voted  to  ask  that  Ohio  hospital  medical 
staffs  review  standing  orders  with  regard  to  their  institu- 
tions in  order  to  assure  that  they  are  cost  effective  and 
that  they  are  consistent  with  quality  of  medical  care. 

Committee  on  Maternal  and  Neonatal  Health 

Dr.  Ruppersberg  appeared  for  the  Committee  on 
Maternal  and  Neonatal  Health.  The  July  15,  1979  min- 
utes of  the  Committee  reported  that  eight  subcommittees 
have  been  appointed  by  the  Chairman  dealing  with  a 
broad  spectrum  of  maternal  and  neonatal  health  prob- 
lems. 


DEPARTMENT  OF  ORGANIZATION  SERVICES 

Physicians  Insurance  Company  of  Ohio 

It  was  announced  that  premium  reductions  averag- 
ing approximately  20%  on  primary  medical  professional 
liability  insurance  coverage  effective  October  1,  1979, 
have  been  filed  with  the  Ohio  Department  of  Insurance 
by  the  Physicians  Insurance  Company  of  Ohio. 

Ad  Hoc  Committee  to  Review  House  of  Delegates  Policy 

Mr.  Campbell  presented  a progress  report  on  the  Ad 
Hoc  Committee  to  Review  House  of  Delegates  Policy 
which  met  August  1,  1979. 

AMA  Annual  Meeting 

Dr.  Clarke  reported  on  the  July  22  to  26,  1979 
Annual  Meeting  of  the  American  Medical  Association, 
where  W.  Jack  Lewis,  M.D.,  Second  District  Councilor, 
was  elected  to  the  AMA  Board  of  Trustees  and  Ray 
Gifford,  M.D.,  Cleveland,  was  reelected  to  the  Council 
on  Scientific  Affairs. 

Dr.  Clarke  discussed  the  issues  before  the  AMA 
House  in  July  and  the  response  of  the  Ohio  Delegation 
and  the  House,  as  a whole,  on  those  matters. 

Dr.  Clarke  complimented  Jerry  Campbell  and  Dr. 
Porterfield  for  their  work  in  connection  with  the  Lewis 
campaign. 


The  Council  asked  that  a letter  go  forward  from  the 
President  and  the  Chairman  of  the  Delegation,  thanking 
Dr.  Charles  L.  Hudson  for  his  attendance  at  the  delega- 
tion’s meetings  and  his  devotion  to  the  work  of  the 
Association. 

A letter  from  the  Summit  County  Medical  Society 
regarding  AMA  “Report  B”  (AMA  CLRPD  1979)  was 
referred  to  the  AMA  Council  on  Long  Range  Planning 
and  Development  and  to  the  OSMA  Committee  on 
Membership  and  Planning. 

The  Council  voted  to  invite  a member  of  the  AMA 
Ad  Hoc  Committee  on  the  Principles  of  Medical  Ethics 
to  the  OSMA  Annual  Meeting,  at  OSMA  expense,  to 
discuss  proposed  revisions  in  this  document. 

The  Council  requested  that  the  AMA  delegation 
and  its  staff  prepare,  and  the  OSMA  Journal  carry  infor- 
mation material,  pro  and  con,  on  the  issues  involved  in 
the  proposed  revision  of  the  Principles  of  Medical  Ethics 
and  in  the  AMA  structural  reorganization  proposals. 

Medical  Services  Review  Committee 

A report  on  the  meeting  of  the  Medical  Services 
Review  Committee,  held  September  8,  1979,  was  pre- 
sented by  Dr.  Dorner  for  information. 

The  Committee’s  action  on  an  “appropriateness  of 
care  case”  was  approved. 

DEPARTMENT  OF  HEALTH  EDUCATION 

Subcommittee  on  Reporting  of  Communicable  Diseases 

The  minutes  of  the  Subcommittee  on  Reporting  of 
Communicable  Diseases,  which  met  July  25,  1979,  were 
presented  by  Mr.  Clinger  and  were  accepted  for  informa- 
tion. 

He  announced  that  plans  for  implementation  of  a 
funded  project  to  further  the  efforts  of  the  Committee 
are  progressing  on  schedule. 

Committee  on  Health  Manpower 

The  minutes  of  the  Committee  on  Health  Manpower, 
which  met  August  15,  1979,  were  presented  by  Mr. 
Clinger  and  were  accepted  for  information. 

The  minutes  included  a progress  report  on  develop- 
ment of  a census  form  for  Ohio  physicians  to  be  mailed 
by  the  Ohio  State  Medical  Board  in  October. 

DEPARTMENT  OF  STATE 
AND  FEDERAL  LEGISLATION 

Mr.  Mulgrew  discussed  developments  with  regard 
to  HR  2626,  the  Hospital  Cost  Containment  bill. 

Committee  on  State  Legislation 

The  report  of  the  organization  meeting  of  the  Com- 
mittee on  State  Legislation,  which  met  August  18,  1979, 
was  presented  by  Mr.  Mulgrew  and  the  Chairman  of  the 
Committee,  Dr.  Ford. 

Regarding  S.B.  253,  a seat  belt  bill  with  regard  to 
children,  the  Council  affirmed  the  Committee’s  recom- 
mendation of  “No  Position”  on  the  bill. 
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A report  on  specific  measures  in  state  proposals  was 
presented  by  Mr.  Ayish. 

The  Council  reaffirmed  opposition  to  extending  the 
Joint  Underwriting  Authority. 

The  President  was  complimented  on  his  testimony 
before  the  Ohio  Legislative  Commission  on  Rising  Medi- 
cal Care  Costs  in  Ohio  on  August  10,  1979. 

Mr.  Pennington  reported  on  the  Commission  hearing 
in  Toledo.  It  was  announced  that  Dr.  Dunsker  would 
testify  at  the  Cincinnati  hearing. 

Committee  on  Prisons  and  Jails 

Mr.  Ayish  presented  a report  from  the  Committee  on 
Prisons  and  Jails  and  reviewed  the  minutes  of  August  15, 
1979. 

OHIO  STATE  MEDICAL  BOARD  LITIGATION 

The  Council  discussed  litigation  brought  by  the  Ohio 
Osteopathic  Association  against  the  Ohio  State  Medical 
Board  with  regard  to  the  Board’s  policy  of  granting  con- 
tinuing medical  education  credits  to  doctors  of  osteopathy 
who  have  submitted  credits  obtained  by  attending  courses 
offered  by  medical  schools  and  medical  organizations. 

The  Council  granted  legal  counsel  authority  to  enter 
the  case  as  amicus  curiae  on  the  side  of  the  Ohio  State 
Medical  Board,  if  the  Board  requests  such  assistance. 

COMMUNICATIONS  DEPARTMENT 

Ms.  Doll  discussed  a program  to  produce  a thousand 
posters  dealing  with  the  cost  of  health  care. 

The  Council  appropriated  $1500  to  finance  this 
project. 

Ms.  Mullinax  discussed  a project  to  promote  the 
expansion  of  the  circulation  of  Synergy,  OSMA’s  health 
education  publication. 

The  Council  appropriated  $1200  for  the  promotion 
project  and  to  reduce  subscription  cost  for  promotion  pe- 
riod from  $6.00  to  $4.95. 

FIELD  SERVICE  REPORT 

The  Field  Service  report  was  presented  by  Mr. 
Holcomb. 

The  district  meetings  were  discussed  and  suggestions 
were  received  for  the  programs  and  procedures. 

DIRECTOR  OF  HEALTH 

Dr.  Ackerman  addressed  the  Council.  He  said  that 
the  Department  is  alert  to  mosquito-borne  encephalitis 
possibilities. 


He  stated  that  the  Department  is  surveying  physicians 
and  podiatrists  to  determine  base  line  manpower  statistics. 

The  Council  approved  the  form  of  the  survey  with 
the  inclusion  of  amendments  submitted  by  the  OSMA 
Committee  on  Health  Manpower. 

The  Director  discussed  proposed  legislation  regarding 
PKU  and  hypothyroid  testing,  which  the  Department 
and  the  Administration  will  submit  to  the  Legislature. 
The  Council  voted  to  support  the  concept  of  this  legisla- 
tion. 

OHIO  MEDICAL  GOLFERS  ASSOCIATION 

Dr.  C.  J.  Shamess,  Mansfield,  President,  Ohio  Medi- 
cal Golfers  Association,  addressed  the  Council  with  regard 
to  the  Association’s  program.  Mr.  Clinger  discussed  his 
plans  for  staff  assistance  to  the  program  of  that  association. 

COUNCILOR  REPORTS 

The  Councilors  reported  on  the  activities  within 
their  districts. 

ADJOURNMENT 

There  being  no  further  business,  the  Council  meeting 
was  adjourned. 

ATTEST:  Hart  F.  Page,  CAE 
Executive  Director 


PND 

for 

Post  Nasal  Drip 

Best  treatment 
for 

Nasopharynx  and  adjacent  tissue 

Two  (2)  cc  of  solution  in  mouth  allowed  to  flow 
to  pharynx  in  prone  position,  then  elevate  chin 
to  allow  solution  to  flow  to  nasopharynx. 
Reaches  ostia  of  eustachian  tubes,  sphenoid, 
posterior  ethmoids  and  adenoid  area.  For  use 
as  gargle  in  acute  and  chronic  conditions. 
Two  hundred  forty  (240)  cc  container 
sufficient  for  four  (4)  months  treatment.  Harm- 
less, non-allergic,  local  effect  only.  Active  in- 
gredient Dioctyl  Sodium  Sulfosuccinate.  Retail 
price  ($3)  per  bottle.  Wholesale  price  ($1.50) 
a bottle  to  doctors  and  druggists.  Ask  your 
druggist  to  stock. 

Please  refer  this  ad  to  your  druggist. 

The  Cunningham  PND  Corporation 

2100  E.  High  St.  — Suite  101 
Springfield,  Ohio  45505 


November,  1979  / 699 


Ohio  State  Medical  Association 


South  American 
Adventure. 


VAVAVAVA\7AX7AVAt7AVAVAVAVAtZ^VA^VAVAV 


Discover  incredible  Machu  Picchu,  Lost  City 
of  the  Incas.  Stroll  through  two-mile-high 
Cuzco.  Enjoy  cosmopolitan  Lima  and  colonial 
Quito.  Watch  exciting  bullfights.  Visit  colorful 
Indian  markets.  And  tip-toe  on  the  Equator. 


other  special  conveniences  of  deluxe  travel 
at  charter-cost  savings. 

Join  us  for  a South  American  summer  in 
Peru  and  Ecuador.  Send  your  deposit  today. 


Experience  eleven  sun-filled  days  in  South 
America  for  only  *1198.  This  includes 
round-trip  charter  flights,  deluxe  hotels,  full 
American  breakfasts,  gourmet  dinners  and 


Departing  Cleveland  and  Cincinnati 
on  January  15  and  returning 
on  January  26,  1980. 


Send  to:  Ohio  State  Medical  Association 
Attn:  Catherine  Keeling 
600  South  High  Street 
Columbus,  Ohio  43215 

Enclosed  is  my  check  for  $ ($100  per  person) 

as  deposit. 

Names 

Address 

City State Zip 

Area  Code Phone 


A Non-Regsmented  ■N-rn^nj^ Deluxe  Adventure 


CLINICAL  & SCIENTIFIC 


A History  of  Cardiopulmonary 
Resuscitation  (CPR) 

Robert  M.  Hosier,  M.D. 


THE  CURRENT  ADVANCED  — and  seemingly 
miraculous  — heart  surgery,  including  heart  trans- 
plantation and  resuscitation,  is  based  upon  the  discovery 
that  under  certain  conditions,  the  heart  can  be  stopped 
and  started  at  will.  The  heart  is  a strong,  indefatigable 
muscle  that  fundamentally  wants  to  beat  or  pump  if 
given  a chance,  and  the  realization  of  this  opened  wide 
medical  horizons. 

The  theory  of  human  heart  resuscitation  was  founded 
in  the  middle  1930s,  in  Dr.  Claude  Beck’s  laboratory  in 
Cleveland,  Ohio.  It  was  truly  the  beginning  for  reversing 
clinical  death  and  subsequent  advanced  heart  surgery. 
The  author  was  present  when  Doctor  Beck  performed 
the  first  operation  for  coronary  heart  disease  in  1934.  A 
cautious  approach  is  noted  by  the  fact  that  the  patient 
was  not  allowed  out  of  bed  for  40  days,  as  recorded  in 
my  notes  regarding  the  patient’s  discharge  from  the  hos- 
pital. 

Dr.  Frederick  R.  Mautz  and  I were  young  interns 
working  in  the  laboratory  in  our  spare  time.  Doctor  Beck 
had  an  “unrealistic  idea”  from  which  he  would  not  be 
diverted.  It  was  his  thought  that  a direct,  surgical  ap- 
proach could  be  used  to  correct  many  mechanical  defects 
of  the  heart.  This  theory  was  considered  absolute  heresy 
by  the  medical  profession  at  that  time.  It  was  scoffed  at, 
and  he  received  little  support  or  encouragement.  Needless 
to  say,  the  laboratory  operated  on  a “shoestring  and  in- 
quisitive minds.” 

Laboratory  Studies 

The  coronary  arteries  of  dogs  were  exposed  and  an 
attempt  to  simulate  chronic  coronary  obstruction  (man’s 
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foremost  killer)  was  carried  out.  This  was  done  by  isola- 
ting the  origins  of  the  main  branches,  and  a unique  Gold- 
blatt  vessel  clamp  was  applied.  Approximately  every  six 
weeks,  a clamp  would  be  exposed  and  a few  turns  were 
taken  with  a tiny  screwdriver  to  narrow  the  caliber  of  the 
vessel.  This  was  done  to  narrow  the  arteries  gradually  in 
an  attempt  to  imitate  the  narrowing  and  thickening 
that  can  occur  in  the  coronary  arteries  of  man.  Normally, 
the  heart  muscle  is  maintained  by  an  adequate  supply  of 
oxygen  and  nutrition  which  comes  only  from  the  vessels. 
Although  the  chambers  of  the  heart  are  full  of  blood,  the 
heart  cannot  distribute  it  into  the  heart  muscle. 

Too  many  turns  of  the  clamp  frequently  brought 
about  instant  death  from  ventricular  fibrillation.  This 
type  of  heart  stoppage  is  a convulsion  of  the  heart  muscle 
fibers  or  purposeless  movement  that  will  not  produce  any 
blood  pressure.  It  causes  death  faster  than  a bullet,  a 
stroke;  or  cyanide.  It  is  instantaneous  stoppage.  With  no 
blood  pressure  carrying  oxygen  to  the  brain,  as  a result, 
the  upper  brain  centers  will  be  irreversibly  damaged. 

It  is  recalled  that  at  the  turn  of  this  century,  Prevost 
and  Batelli  of  Switzerland  revived  animals  by  the  applica- 
tion of  an  electrical  current  to  the  surface  of  the  heart. 
In  Cleveland,  Dr.  George  Crile  carried  out  many  experi- 
ments. He  was  successful  in  resuscitating  animals  by  run- 
ning a stimulating  solution  into  the  arteries  and  squeezing 
the  unopened  chest.  He  demonstrated  this  before  the 
members  of  the  Cleveland  Academy  of  Medicine  in  1908. 
He  stated:  “This  led  naturally  to  the  uses  of  adrenalin 
saline  solution  intravascularly,  combined  with  rhythmic 
pressure  on  the  chest  as  a means  of  resuscitation.  This 
furnished  an  external  pseudocardiac  reaction.  Direct 
massage,  is  therefore,  not  essential.”  Shortly  thereafter,  he 
performed  history’s  first  human  blood  transfusion. 

According  to  reports  during  the  first  decade  of  this 
century,  about  three  persons  had  been  successfully  resusci- 
tated or  brought  back  to  life.  Dr.  Crile’s  patient,  a 12- 
year-old  girl,  was  one.  In  his  biography,  he  referred  to 
this  as  death  and  resurrection.  The  medical  profession 
marveled  for  a short  time,  but  they  were  not  ready  to 
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accept  heart  recuscitation.  The  human  heart  was  surgi- 
cally sanctified  as  “The  Untouchable.”  Acceptance  was 
extended  to  the  pulmotor,  a mechanical  device  which  was 
under  the  domain  of  the  mining  companies  and  the  muni- 
cipal fire  departments  for  at  least  three  decades. 

Doctor  Beck  related  an  interesting  anecdote  regard- 
ing the  pulmotor.  About  1921,  when  he  was  a beginning 
intern,  he  was  assisting  at  an  operation  at  the  Johns 
Hopkins  University  Hospital  where  the  internationally 
known  and  famous  Doctor  Halsted  was  the  Chief  of  Sur- 
gery. The  patient  being  operated  on  apparently  died  while 
under  the  anesthetic.  The  first  assistant  of  the  surgical 
team  stepped  out  of  the  room  and  when  he  returned, 
Beck  asked  him  what  he  had  done.  He  told  him  that  he 
had  called  the  fire  department.  Shortly  thereafter,  the 
firemen  took  over  in  the  operating  room  with  their  pul- 
motor, but  they  were  unable  to  revive  the  patient.  At  that 
time,  Doctor  Beck  said  he  actually  marveled  that  such  a 
great  institution  would  have  personnel  alert  enough  to 
call  the  fire  department. 

In  1947,  Doctor  Beck  had  just  concluded  a thoracic 
operation  when  the  patient  suffered  a fatal  ventricular 
fibrillation  (cardiac  arrest).  Using  the  technics  of  his 
laboratory  experiments,  he  was  the  first  person  to  revive 
a patient  from  an  authentic  ventricular  fibrillation  and 
have  that  patient  survive.  He  used  a clumsy  laboratory 
shocking  device  consisting  of  a row  of  electric  light  bulbs 
used  for  resistance.  When  this  defibrillator  was  shown  to 
the  inventor,  James  H.  Rand  III,  he  was  overwhelmed 
by  its  crudity.  Shortly  thereafter,  Doctor  Beck  and  I solic- 
ited the  scientific  knowledge  and  enthusiasm  of  Mr. 
Rand  to  develop  and  produce  the  first  practical  defibril- 
lator on  the  market.  When  inquisitive  physicians  at  the 
AMA  convention  in  1949  heard  about  this  successful  case, 
they  asked:  “Where  can  we  read  about  this?”  “Where 
can  we  be  shown  how?” 

Course  of  Instruction 

Early  in  1950,  Doctor  Beck,  Mr.  Rand,  and  I decided 
to  initiate  a postgraduate  course  in  cardiac  resuscitation. 
A few  local  institutions  were  asked  to  sponsor  it.  They 
declined.  In  fact,  one  stated : “No  one  will  come.”  Later 
hindrances  occurred. 

Mr.  Rand  organized  the  Cleveland  Area  Heart  So- 
ciety in  1950  which,  in  turn,  sponsored  the  first  course  in 
cardiac  resuscitation  in  the  world.  It  immediately  became 
an  overwhelming  success.  A genuine  hunger  for  this 
knowledge  became  apparent.  In  the  early  years,  two-day 
courses  were  given  in  several  cities  by  the  Cleveland 
group ; a notable  one  was  one  conducted  at  the  Walter 
Reed  Hospital  in  Washington,  D.C.  for  the  Armed  Forces. 
Many  speaking  engagements  were  accepted,  some  as  far 
away  as  Moscow  and  Caracas. 

I wrote  the  first  book  that  was  published  on  this 
medical  subject;  it  had  two  printings  and  also  was  pub- 
lished in  England  and  Spain.  The  Russians  were  inter- 
ested enough  in  this  book  and  its  subject  to  invite  me 
to  Moscow  in  1958.  Surprisingly,  they  were  almost  abreast 


of  us  in  this  subject.  They  used  a condenser-discharge-type 
defibrillator,  while  we  used  an  alternating-current-type 
heart-shocking  machine.  During  my  visit,  the  two  types  of 
instruments  were  exchanged. 

Interest  in  Resuscitation 

In  1960,  the  group  of  physicians  at  Johns  Hopkins 
University  Hospital  showed  a renewed  interest  in  resusci- 
tation; they  announced  some  successful  cases  of  restarting 
hearts,  in  which  instances  it  was  not  necessary  to  open  the 
chest  to  squeeze  or  pump  the  heart.  This  resuscitation  was 
heralded  as  an  innovation  because  the  world  had  forgot- 
ten about  Doctor  Crile’s  demonstration  in  Cleveland  in 
1908.  However,  the  Johns  Hopkins  physicians  perfected 
the  technic  that  is  generally  approved  and  widely  accepted 
today.  I have  pointed  out,  and  Professor  Negovsky  of 
Moscow  agrees,  that  there  is  little  doubt  that  a more  ade- 
quate blood  pressure  can  be  sustained  and  maintained 
and,  thus,  a more  effective  average  attained  by  direct 
massage  with  the  hand  on  the  chambers  of  the  heart. 
Therefore,  the  direct  approach  to  massage  of  the  heart 
should  not  be  overlooked  if  this  catastrophe  should  occur 
in  the  operating  room. 

Reports  of  Success 

One  of  the  first  reports  of  success  concerned  the 
renewed  life  of  a noted,  62-year-old  physician*  who 
pioneered  in  the  interpretation  and  understanding  of  the 
electrocardiogram  records  and  complexes. 

The  number  of  successfully  revived  patients  in  the 
United  States  is  estimated  at  100,000  at  this  time.  Perhaps 
this  technic  saved  more  lives  in  the  past  decade  than  any 
other  single  medical  procedure.  Today,  it  is  performed  as 
a duty  but  as  a Good  Samaritan  Act  as  well.  No  one  ever 
receives  a bill  for  this  procedure  — no  one  saves  money 
for  such  a catastrophe.  The  resuscitation  technic  now  can 
be  begun  or  performed  by  anyone  who  has  completed 
some  special  training.  It  almost  always  takes  at  least  two 
persons  to  make  up  such  a team. 

I personally  know  15  persons  who  have  been  revived 
successfully,  which  indicates  their  hearts  were  too  good 
to  die.  Recently,  my  college  roommate  of  1926  telephoned 
me  from  Kalamazoo,  Michigan  and  stated:  “I  have  just 
found  out  that  you  helped  save  my  life  in  1970.”  He  had 
been  resuscitated  after  he  was  taken  to  the  emergency 
room  of  a hospital  where  his  heartbeat  ceased.  As  is  fre- 
quently the  case,  he  has  led  an  active  life  since  the  inci- 
dent, but  his  wife  suffered  a cardiac  arrest  two  years  later 
and,  unfortunately,  she  continues  to  have  heart  disorders. 

In  June  1976,  Dr.  Harry  Goldblatt  received  the 
highest  scientific  achievement  award  of  the  AMA  at  the 
age  of  84  years.  My  former  mentor  replied  to  my  con- 
gratulatory note  that  he  had  had  a “cardiac  and  respira- 
tory standstill  on  May  2,  1975,  but  was  resuscitated,  and 
I am  carrying  on.” 

*Frank  N.  Wilson,  M.D.,  Ann  Arbor,  Michigan 
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To  the  best  of  my  knowledge,  the  young  man  who 
was  the  first  to  be  revived  from  ventricular  fibrillation,  in 
1947,  is  still  “going  strong.” 

James  Rand  III,  who  developed  the  heart  shocking 
instrument,  was  revived  with  it  in  1975. 

During  the  last  months  of  his  life,  Former  President 
Eisenhower’s  heart  was  restarted  17  times. 

This  year,  another  person  told  me  that  his  heart  was 
restarted  in  the  emergency  room  of  a Ravenna,  Ohio 
hospital  13  years  ago  and  that  he  has  had  no  heart 
symptoms  since. 

Some  of  these  victims  of  a so-called  fatal  heart 
attack  actually  were  revived  in  their  street  clothes.  In 
retrospect,  it  has  always  been  felt  that  cardiac  resuscita- 
tion resulted  from  attempts  to  salvage  the  laboratory 
animal,  the  experiment,  and  the  hours  of  labor. 


Conclusion 

Preventing  death  before  it  occurs  and  reversing 
death  (clinical  death)  after  it  occurs  are  two  of  the  most 
important  problems  facing  the  medical  profession  in  the 
last  half  of  the  20th  century.  No  longer  is  there  utter 
hopelessness  with  the  announcement  that  “the  heart  has 
ceased  to  beat.”  Although  it  is  almost  a requirement  today 
that  a judicious  attempt  to  resuscitate  the  victim  be 
undertaken,  success  is  not  necessarily  guaranteed. 

It  is  difficult  to  estimate  the  actual  number  of  occur- 
rences, but  temporary  death  is  now  being  reversed  in 
many  places  and  under  abnormal  conditions.  After  over 
60  years  of  trials  and  tribulations,  this  practical  procedure 
is  universally  accepted  and  appreciated.  "tir&rfo 


Dx:  recurrent 
herpes  labialis 

vraius  m . “ 

-is  IASI  HIGH  SI 


OTC 


See  PDR 


for  Product 
Information. 


HeRpecin-r 


For  samples,  write  Dept.  D at: 


CAMPBELL  LABORATORIES,  INC. 
RO.  Box  812,  FDR,  N.Y.,  N.Y.  10022 

"Herpecin-L  " Lip  Balm  is  available  at  all  Gray  Drug 
Stores  and  other  select  pharmacies. 


r 


ASSOCIATION  WITH 


THE  ALTERNATIVE  TO 
PRIVATE  PRACTICE 


As  the  largest  contract  emergency  medicine  group  in 
the  Nation,  we  offer  opportunities  from  coast  to 
coast.  Typically,  a physician  associated  with  PPG 
works  approximately  48  hours  per  week,  is  free  of 
on-call  responsibilities,  and  earns  an  attractive  income 
based  on  personal  and  departmental  productivity 
(e.g.  fee  for  service).  A wide  variety  of  practice 
opportunities  in  both  rural  and  urban,  locations  are 
presently  available.  Patient  volumes  range  from  5,000 
to  60,000  visits  annually.  To  discuss  why  an  increasing 
number  of  physicians  are  finding  association  with  PPG 
a rewarding  alternative  to  private  practice,  send  your 
credentials  in  complete  confidence  to:  Mr.  Joseph 
Woddail  at  the  address  below  or  call,  toll  free,  1-800- 
325-3982. 


■ RHYS 

iL. 


PHYSICIANS  PLACEMENT  GROUP 
970  Executive  Parkway 
St  Louis,  Missouri  63141 


i 


November,  1979  / 703 


The  Practice  of  Family  Medicine 

The  Contribution  of  the  Psychiatric 
and  Sociobehavioral  Sciences 

Robert  S.  Daniels,  M.D. 

Robert  Smith,  M.D. 


The  authors  outline  the  psychosocial  aspects  of  an  educa- 
tional program  for  residents  in  family  medicine.  They 
believe  that  the  most  effective  education  is  practical, 
clinical  experience  which  occurs  in  a setting  supportive 
of  the  educational  objectives  and  is  delivered  by  expe- 
rienced, knowledgeable  professionals  who  establish  a 
long-term  relationship  with  the  trainees.  The  setting  must 
be  an  open,  curious,  inquiring  one  which  invites  critical 
examination  and  evaluation  of  the  work  accomplished 
and  the  educational  methods. 


CHANGE  IS  A FEATURE  OF  ALL  health  care  sys- 
tems, and  one  of  the  most  interesting  developments 
in  recent  times  has  been  the  renaissance  of  family  medi- 
cine. Increasing  difficulty  for  the  public  to  gain  access  to 
medical  care,  particularly  in  rural  and  inner-city  areas, 
has  been  a major  stimulus  for  this  rebirth.  Many  states  or 
geographic  areas  have  lost  more  than  half  of  their  prac- 
ticing family  physicians  during  the  past  20  years.1  The 
nostalgia  for  such  physicians,  remembered  by  many  from 
their  childhood  as  readily  available,  wise,  and  kind  coun- 
selors, is  probably  a factor  in  generating  the  current  strong 
public  support  for  their  return. 

Although  while  dwindling  in  number,  family  physi- 
cians were  responsive  and  skillful  in  promoting  their  cases 
at  state  and  federal  levels.  The  resulting  legislation  and 
funding  were  greeted  enthusiastically  by  medical  students, 
who  in  the  late  1960s  and  early  1970s  began  turning  away 
from  careers  in  the  more  specialized  branches  of  medicine. 
An  increasing  number  of  them  saw  family  medicine  as  an 
attractive  alternative,  which  provided  an  opportunity  to 
practice  a more  personalized  form  of  medicine  in  a com- 
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munity  of  their  own  choosing.  Also,  with  the  emergence 
of  the  specialty  boards  in  family  practice,  this  branch  of 
medicine  became  legitimatized,  with  better  organized  and, 
in  the  eyes  of  students,  more  competitive  (with  other  spe- 
cialty programs)  training  at  undergraduate  and  graduate 
levels.2-3 

The  rapid  growth  of  the  family  medicine  specialty 
can  be  judged  from  the  Table.2’4-5 

The  content  of  this  specialty  has  been  studied  in- 
creasingly. Education  programs  in  family  medicine  should 
prepare  the  graduate  to  meet  the  problems  of  family 
practice.  Of  all  physician-patient  contacts,  90%  to  95% 
are  made  at  the  primary  care  level.6  White,  Williams,  and 
Greenberg7  point  out  that  most  teaching  has  centered  on 
patients  admitted  to  university  hospitals.  These  individ- 
uals represent  only  1 out  of  every  250  patients  seen  by 
physicians.  The  need  for  a wider  scope  of  patients  is  met 
in  the  family  practice  residency  training  program  through 
its  emphasis  on  education  in  the  ambulatory  care  setting. 

A portion  of  the  content  of  every  patient  encounter 
is  rooted  in  the  patient-physician  relationship,  and  every 
illness  problem  involves  a patient  and  his  psychosocial 
state  to  some  degree.  This  consideration  is  an  inherent 
part  of  every  medical  discipline.  This  article  will  address 
the  interrelationship  of  psychiatry  and  family  practice. 

Foundations  of  an  Educational  Program 

In  the  30  years  since  World  War  II,  there  have  been 
striking  changes  in  American  psychiatry.  From  a tiny, 
isolated  specialty  practiced  mainly  in  private  or  specialized 
institutional  settings,  it  has  become  the  third  largest  medi- 
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1969 

1971 

1973 

1976 

Approved  residencies  30 

87 

191 

288 

No.  of  residents  150 

532 

1,771 

4,675 

704  / The  Ohio  State  Medical  Journal 


cal  specialty  with  a meaningful  presence  in  academic  set- 
tings, community  hospitals,  group  practices  and  clinics, 
and  public  and  private  settings.  Part  of  this  development 
has  been  due  to  increasing  interest  and  activity  on  behalf 
of  medical  students  and  physicians  other  than  psychia- 
trists.9'13 

Psychiatry  probably  has  continued  to  be  more  iso- 
lated from  the  rest  of  medicine  than  it  should  be.  Ten- 
dencies that  promoted  this  isolation  include:  continuation 
of  separate  systems  of  care  (the  psychiatric  hospital  and 
community  mental  health  center)  ; patterns  of  outpatient 
practice  (individual  psychotherapy  and  psychoanalysis)  ; 
the  reimbursement  for  psychiatric  care  which  differs  from 
that  for  other  medical  treatment;  and  attitudes  of  anti- 
pathy — or  even  antagonism  — between  psychiatry  and 
the  other  medical  specialties. 

Despite  these  factors,  there  has  been  increasing  in- 
terest in  what  is  known,  how  it  is  taught,  and  what  is 
accomplished  by  psychiatrists  and  other  mental  health 
professionals  who  participate  in  the  education  and  train- 
ing of  medical  students  and  other  medical  personnel.  The 
federal  government  has  supported  these  developments 
through  grants  from  the  National  Institute  of  Mental 
Health. 

Methods  and  Processes 

Medical  education  will  proceed  most  effectively 
based  on  clinical  problems  about  which  the  trainee  is 
concerned  and  for  which  he  is  responsible.4  In  1969,  the 
specialty  board  in  family  practice  was  established.  Ac- 
credited family  practice  programs  are  prescribed  by  the 
Liaison  Committee  on  Graduate  Education.  Specialty 
rotations  include  a two-month  period  in  psychiatry,  but 
little  guidance  is  given  as  to  the  nature  of  this  experience. 
There  also  is  reference  to  the  need  for  behavioral  science 
in  these  programs.  Family  practice  exposure  increases  as 
the  program  progresses  so  that  approximately  50%  of  the 
final  year  is  spent  in  that  setting.  From  the  first  year, 
residents  are  allocated  the  care  of  families  so  that  they 
can  experience  continuity  of  care  over  a three-year  period. 
Most  of  the  behavioral  programs  in  family  medicine  are 
beginning  to  develop  in  the  family  practice  setting.  On 
the  specialty  services  rotation,  most  of  the  attention  is 
given  to  organic  clinical  problems. 

In  the  family  practice  center  where  care  is  provided, 
the  behavioral  aspects  of  practice  may  be  demonstrated 
and  studied  through  case  conferences,  small  group  expe- 
riences, and  supervised  clinical  activities  using  two-way 
mirrors,  video  equipment,  and  direct  observation.  Learn- 
ing should  be  planned  sequentially  so  that  it  is  phased 
specifically  with  the  learner’s  development.  The  small 
number  of  trainees  should  permit  some  individual  atten- 
tion as  to  the  progress  of  each  trainee’s  development, 
his/her  own  perceived  learning  needs  and  objectives,  and 
how  the  trainee’s  objectives  coincide  with  those  of  the 
faculty  and  the  educational  program. 

Much  of  the  learning  in  the  program  will  occur  from 
peers,  from  family  medicine  teachers,  and  from  other 
faculty  associated  with  the  program.  The  trainee  also  will 


learn  from  experiences  and  teachers  on  other  services, 
particularly  internal  medicine  and  pediatrics.  Since  many 
pediatric  and  internal  medicine  programs  have  effective 
psychiatric  and  social  service  consultation  and  liaison, 
learning  may  well  occur  in  the  context  of  experiences 
throughout  the  educational  program. 

I hus,  in  planning  the  site,  programming  the  content, 
and  arranging  method  and  process,  a careful  appraisal 
must  be  made  of  the  opportunities  present  in  the  program 
and  the  strengths  of  the  family  medicine  faculty.  The 
social  work,  psychologic,  and  psychiatric  faculties  involved 
should  be  integrated  with  the  faculty  to  supplement  and 
complement  those  strengths.  Learning  is  most  effective  in 
settings  where  there  is  mutual  respect,  free  and  open 
interchange  of  opinions  and  experiences,  and  willingness 
to  examine  what  people  have  done  and  why.1113 

Most  of  the  psychiatric  faculty  should  serve  as  liai- 
son as  well  as  individual  case  consultants.  A subtle  but 
very  important  addition  occurs  when  a liaison  approach 
is  made.  They  should  be  present  for  informal  or  formal 
consultations  during  periods  of  time  in  the  practice  or  in 
the  hospital  where  patient  care  is  actually  going  on;  they 
should  support  trainees  or  faculty  in  carrying  out  the 
psychosociologic  interventions;  they  should  demonstrate 
technics  of  intervention;  and  they  should  impart  spe- 
cialized knowledge  on  the  actual  care  of  patients. 

Faculty,  Qualifications,  and  Qualities 

The  full-time  faculty  should  include  persons  trained 
in  social  work,  psychology,  and  nursing  to  assist  in  the 
psychologic  care  of  patients  in  the  model  practice  and  at 
other  sites.  By  reason  of  their  training,  they  are  interested 
in  and  experienced  in  comprehensive  medical  care  includ- 
ing collaborative  team  approaches  to  the  overall  welfare 
of  the  patients  and  families  seen.14  Most  importantly,  this 
faculty  should  include  physicians  interested  in  the  socio- 
psychologic difficulties  of  their  patients,  in  the  under- 
standing of  the  use  of  multidisciplinary  teams,  and  in  the 
broadest  contexts  of  quality  patient  care.  Ultimately, 
these  individuals  will  be  very  influential  on  their  trainees 
and  will  set  the  tone  for  the  eventual  educational  program. 

To  accomplish  the  educational  objectives  of  the  pro- 
gram, other  specialized  faculty  are  superimposed  on  these 
bases.  The  disciplines  involved  are  psychiatry,  social  work, 
psychology,  and  specially  trained  nurses.  Liaison  teaching 
usually  requires  a mature  teacher  — a clinician  who  un- 
derstands that  his/her  contributions  may  be  viewed  with 
skepticism,  that  they  may  not  be  valued,  and  that  gaining 
acceptance  and  being  heard  may  require  months  or  even 
years.  To  be  effective  in  such  settings,  the  teacher  must 
be  available  on  at  least  a half-time  basis.  In  addition, 
others  may  be  brought  in  to  teach  particular  bodies  of 
knowledge  or  special  interventions. 

Content  of  Behavioral  Program 

Content  objectives  must  be  placed  in  the  context  of 
what  the  family  practitioner  may  do  and  what  he  desires 
to.  Thus,  they  may  vary  to  some  extent  from  trainee  to 
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trainee,  but  there  should  be  a basic  minimum  anticipated 
for  all  trainees.  The  mental  health  professionals  must 
avoid  expecting  the  trainees  to  become  junior  members  of 
their  own  professions.  Respect  for  quantitative  and  quali- 
tative realities  in  family  practice  with  focus  on  complaints 
and  immediate  problem-solving  is  required.  The  family 
physician’s  interest  rarely  can  be  extensive  and  explora- 
tory, and  it  can  involve  large  amounts  of  time  only 
occasionally. 

What  then  are  the  psychosocial  content  areas  a 
family  practice  educational  program  should  address? 

Interviewing  Skills. — Every  family  physician  should  be 
able  to  communicate  effectively,  to  understand  the  mani- 
fest and  the  latent  content  of  his  patient’s  communica- 
tions, and  to  be  aware  of  and  to  appraise  both  verbal  and 
nonverbal  aspects  of  the  exchanges.  Interviewing  is  best 
taught  in  small  groups  in  which  both  teacher  and  trainee 
can  observe,  listen,  discuss,  and  evaluate  the  nature  of  the 
communication.  This  training  will  continue  throughout 
the  residency  experience,  but  it  should  be  concentrated 
during  the  first  6 to  12  months  of  the  program. 

Physician-Patient  Relationship. — Patients  and  physicians 
bring  their  own  personalities  to  their  interrelationships. 
Much  of  what  they  bring  will  be  rational  and  realistic, 
but  some  will  be  irrational  and  unrealistic.  Appreciation 
of  these  factors  makes  the  physician’s  response  more  ade- 
quate and  sensitive.  Case  conferences,  joint  interviews  by 
teacher  and  trainee,  and  consultations,  may  be  the  most 
beneficial  educational  settings. 

Additionally,  as  physicians  have  emotional  blind 
spots,  they  may  not  always  respond  therapeutically.  Teach- 
ing and  learning  must  be  in  a context  of  a longer-term 
relationship,  probably  with  either  the  trusted  family  prac- 
tice teacher  or  the  liaison  mental  health  expert  in  the 
latter  part  of  training. 

Psychosocial  and  Environmental  Influences  in  Health 
and  Disease. — Psychologic  stress,  adaptation,  vulnerabil- 
ity, and  the  interrelationship  of  intrapsychic  and  environ- 
mental factors  are  important  concepts  to  understand.1'1 
The  trainee  needs  a systematic  introduction  and  clinical 
supervision  for  patients  for  whom  he  is  caring.  The  com- 
munity or  social  agency  and  how  it  may  be  of  assistance 
for  the  patient’s  social  needs  is  important  in  this  training 
course. 

Emotional  Growth  and  Development. — Understanding 
of  emotional  growth  and  development  is  essential  for  the 
family  physician.  Familiarity  is  needed  with  the  theories 
of  biologic,  psychologic,  and  social  development ; family 
relationships  and  communication;  and  abnormalities  or 
deviations  which  may  occur.  The  educational  material 
should  be  introduced  in  the  seminar  setting  and  should 
be  pursued  with  individual  cases  as  they  occur  in  practice. 
This  knowledge  should  assist  the  practitioner  in  his 
approach  to  individual  situations  and  in  making  judg- 
ments as  to  whether  or  not  an  illness  is  within  his/her 
capacity  to  treat  or  to  manage  or  should  be  referred  for 
consultation  and/or  treatment. 


Psychosomatic  and  Somatopsychic  Medicine. — Relation- 
ships between  psyche  and  soma  are  complex,  often  ob- 
scure, and  difficult  to  clarify.  The  trainee  must  know  what 
knowledge  is  available  and  the  relative  degrees  of  cer- 
tainty or  speculativeness.  These  medical  conditions  can  be 
found  in  every  practice,  and  the  teacher-consultant  will 
have  many  opportunities  to  teach  about  them.  It  is  im- 
portant that  the  trainee  learn  to  evaluate  the  depth  and 
degree  of  anxiety  and  / or  depression  and  the  treatment  for 
it,  including  the  sensitive  and  sensible  use  of  psychophar- 
macologically  active  therapeutic  agents.  Discussions  about 
human  sexuality,  death  and  dying,  and  other  often  poorly 
managed  conditions  are  appropriate  in  this  regard. 

Psychotherapy. — Trainees  should  be  supervised  in  brief 
psychotherapy  and  in  supportive  psychotherapy.  The  first 
usually  should  be  limited  to  20-minute  sessions,  perhaps  a 
course  of  no  more  than  15  sessions  and  no  more  often  than 
weekly.  The  second  may  be  of  longer  duration  but  with 
little  prospect  for  extensive  change.  This  is  particularly 
useful  when  dealing  with  the  chronically  ill,  both  psycho- 
logically and  physically.  These  technics  may  be  taught  in 
case  conferences  and/or  individually  supervised  experi- 
ences. Eventually,  they  should  be  conducted  by  the 
trainee  with  only  occasional  consultation  with  the  teacher. 
The  use  of  drugs  in  the  psychopharmacologic  treatment 
of  the  disability  is  an  important  aspect  of  this  type  of 
treatment. 

Use  of  Psychoactive  Drugs. — More  than  25%  of  the 
drugs  prescribed  in  the  United  States  are  psychoactive. 
They  often  are  prescribed  for  vague  and  troubling  com- 
plaints relating  to  anxiety  and  depression  or  their  deriva- 
tives. It  is  evident  that  these  drugs  are  poorly  used, 
probably  much  more  extensively  than  is  necessary.  Knowl- 
edge of  their  indications,  contraindications,  likely  effects, 
and  side-effects  is  essential. 

Family  and  Marital  Therapy. — Trainees  should  have  the 
opportunity  to  observe  family  treatment  and  therapy  for 
marital  couples.  They  should  acquire  understanding  of 
theoretic  frames  of  references  involved.  A few  may  wish  to 
undertake  supervised  experiences;  many  will  not  wish  to 
do  so.  In  any  case,  this  should  be  an  elective  opportunity 
with  appropriate  supervision  and  consultation  for  trainees. 

Referral  and  Consultation. — Referrals  and  consultations 
to  psychiatrists  and  other  mental  health  professionals  are 
best  taught  in  a context  of  the  practice  by  a liaison  mental 
health  professional,  usually  a psychiatrist.  Again,  of  im- 
portance, are  indications,  expectations,  resistances,  and 
difficulties.  The  family  practitioner  also  should  be  taught 
to  evaluate  his  consultants  and  their  strengths  and  weak- 
nesses. 

Alcoholism,  Obesity,  Smoking,  and  Substance  Abuse. — 
Evidence  is  overwhelming  that  these  conditions  play  an 
important  role  in  the  maintenance  of  health  as  they  carry 
high  risk  of  associated  disease.  The  ability  of  the  family 
physician  to  influence  the  behavior  of  his/her  patients 
and  their  families  almost  certainly  will  be  rewarded  by 
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better  health  in  his  patients.  Although  mental  health 
professionals  have  had  only  limited  capacity  for  preven- 
tion and  treatment  of  these  addictions,  they  should  have 
the  opportunity  to  discuss  them  and  to  relay  the  avail- 
able information. 

Influence  of  Continuing  Contact  with  All  Family  Mem- 
bers.— The  opportunity  for  the  practitioner  to  integrate 
information  from  multiple  sources  and  to  acquire  a deeper 
and  more  thorough  understanding  of  families  and  family 
members  is  a striking  advantage  of  family  medical 
care.15>1G  This  opportunity  should  be  developed  and  used 
in  the  teaching  situations  in  family  practice.  Although  the 
teaching  may  be  somewhat  experimental  yet,  it  shows 
promise  in  the  educational  setting  of  the  model  practice 
unit. 

Basic  Personnel  and  l ime  Requirements 

The  team  approach  in  the  model  practice  should  be 
adequately  supported  by  sociopsychologic  personnel,  in- 
cluding clinical  psychologists,  social  workers,  and  psycho- 
logically oriented  nurses.  Such  personnel  should  be  present 
in  adequate  numbers  and  with  sufficient  skill  so  that  the 
patients  are  well  cared  for  and  the  practice  is  of  high 
quality.  A psychiatrist  should  be  available  for  at  least 
one  half  of  this  time  for  teaching  and  training.  Other 
professionals  also  should  take  time-limited  teaching  ses- 
sions and  be  responsible  for  particular  areas  of  content. 

The  objectives  of  this  program  should  be  accom- 
plished through  a 1 /2-hour-a-week  seminar  or  case  con- 
ference commitment  over  the  three-year  course  of  the 
family  practice  residency.  In  this  time  when  there  are 
more  or  less  full-time  assignments  to  the  model  practice, 
one-half  day  a week  also  should  be  available  for  a variety 
of  supervised  clinical  experiences.  The  remainder  of  the 
teaching  would  occur  through  other  clinical  experiences 
and  without  full-time  commitment  to  the  substantative 
area  involved.  Thus,  this  training  program  would  require 
little  more  than  5%  of  the  training  time  throughout  the 
course  of  family  practice  education. 

Evaluation 

There  has  been  little  experience  in  the  systematic 
teaching  of  mental  health  and  sociopsychologic  principles 
to  residents  in  family  medicine  training  programs.  There- 
fore, new  programs  should  be  evaluated  carefully  by 
several  methods,  and  occur  over  an  extended  period  of 
time.  Surveys  of  perceived  need  must  be  conducted  at  the 
beginning  of  training,  midway,  near  the  end,  and  three 
years  after  completion  of  training.  They  should  be  accom- 
panied by  measures  of  accomplishment  including  trainee- 
and-teacher  satisfaction,  and  trainee-and-teacher  critique 
of  methods  and  process.  A detailed  survey  also  should  be 
made  for  particular  portions  of  the  curriculum  as  they  are 
delivered.  Finally,  as  the  content  objectives  are  more 
clearly  defined,  methodology  should  be  devised  which 
permits  evaluation  as  to  whether  they  have  been  attained. 
Obviously,  the  methods,  processes,  and  content  must  be 
sensitive  to  the  findings  and  be  altered  as  experience 
occurs. 
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Physician  Attitudes  Toward 
Caring  for  Older  Patients 

William  H.  Havener,  M.D. 


There  is  no  question  but  that  a substantial  variety  of 
attitudes  toward  the  older  patients  in  our  practice  exists. 
We  often  are  not  completely  happy  with  patients  who 
have  incurable  problems,  and  this  tends  to  reflect  upon 
our  attitudes  toward  them. 

It  is  important  that  we  bear  in  mind  the  importance  of 
an  individual  — to  himself  and  to  us  — and  not  dismiss 
our  responsibility  to  these  patients  simply  because  they 
are  older.  Actually,  this  is  the  only  right  way  of  prac- 
ticing medicine. 


A TITLE  SUCH  AS  THIS  CAN  BE  expected  to 
introduce  a collection  of  unscientific,  anecdotal 
nonsense  that  has  no  practical  value  and  certainly  will 
offer  no  solutions  to  the  problems.  Such  is  not  my  intent. 
I shall  tell  you  precisely  why  we  have  our  attitudes  and 
what  they  are.  More  importantly,  I shall  tell  you  the  effec- 
tive solution  for  problem  attitudes  in  patient  care. 

Some  years  ago,  I worked  in  surgery  with  a cute 
little  nurse  named  Janie.  One  day  Janie  startled  us  by 
announcing  that  she’d  be  willing  to  marry  an  old  man  if 
he  were  rich.  Discussion  of  this  rather  shocking  disclosure 
of  Janie’s  greedy  nature  revealed  that  by  “old,”  she  meant 
someone  who  might  be  approaching  30  years  of  age. 
“Rich”  meant  that  he  would  have  as  much  as  $5,000. 

I tell  this  story  to  indicate  that  our  attitudes  are  rela- 
tive with  respect  to  our  perception  of  ourselves.  Unlike 
Janie,  most  of  us  regard  30  years  old  as  being  young,  if 
not  downright  immature;  and  if  we  have  been  reasonably 
fortunate,  $5,000  isn’t  very  rich. 

Similarly,  we  may  evaluate  the  worth  of  our  patients 
from  an  egocentric  perspective.  (The  alternative  would  be 
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evaluation  on  some  type  of  absolute  standard.)  The  more 
nearly  the  patient  resembles  us,  the  greater  is  their  worth 
and  the  greater  is  our  empathy  for  them.  Conversely,  the 
more  different  they  are  from  us,  the  less  we  may  value 
them.  This  generalization  goes  far  beyond  aging,  of  course, 
and  is  applicable  to  all  patients  and  physicians. 

Negative  Attitudes 

Let  me  illustrate  some  practical  applications  of  the 
concept  of  egocentric  perspective.  In  general,  the  older 
the  physician,  the  more  he  will  be  able  to  identify  with 
an  older  patient.  The  more  physical  and  emotional  aches 
and  pains  he  has  suffered,  the  more  he  will  be  able  to 
empathize  with  the  patient.  The  closer  the  physician  is  to 
the  patient  in  race,  religion,  economic  status,  and  educa- 
tion, the  more  he  will  tend  to  value  the  patient. 

We  are  all  familiar  with  the  classic  extreme:  the 
overworked,  young  intern  who  encounters  a feeble  and 
complaining  octogenarian.  He  diagnoses  the  patient  as 
being  a crock  with  a porcelain  quotient  of  860.  He  per- 
ceives the  patient  as  being  of  no  value  to  society,  in  fact, 
as  being  an  economic  drain  — consuming  resources  that 
should  be  spent  more  productively.  This  patient  is  an  ego 
threat  — he  has  problems  beyond  the  intern’s  capability 
to  solve.  It’s  no  fun  to  take  care  of  the  ill-smelling  and 
unattractive  old  body.  Better  to  sit  in  the  nursing  station 
with  the  pretty  young  nurse  and  commiserate  as  to  why 
the  social  service  department  doesn’t  hurry  up  and  get  the 
eccentric  old  goat  out  into  a nursing  home. 

We  could  dwell  upon  the  negative  perceptions  of  the 
aged,  but  such  an  approach  is  without  merit.  Everyone  is 
well  aware  of  them.  The  practical  question  is:  What 
effects  result  from  such  negative  attitudes? 

The  Egocentric  Perspective 

From  the  patient’s  standpoint,  some  degree  of  neglect 
is  a common  consequence.  Usually,  we  stop  at  that  and 
say,  “Poor  patient  — too  bad  about  him.”  I’d  like  you  to 
consider  another  adverse  consequence.  What  happens  to 
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the  physician  attending  him?  Can  his  attitudes  be  harmful 
to  him  as  well  as  to  his  patients?  No  question  about  it! 
Your  attitudes  can  kill  you.  Each  year  the  medical  profes- 
sion in  the  United  States  loses  the  equivalent  of  an  entire 
university  graduating  class  from  suicide,  drug  addiction, 
or  alcoholism.  You,  doctor,  are  more  likely  to  destroy 
yourself  than  is  almost  anyone  else.  You  don’t  believe  me? 
Let  me  tell  you  about  two  of  my  friends. 

He  was  a neurosurgeon,  perhaps  the  best  and  most  sought 
after  in  the  community  — capable  hands,  outstanding  achieve- 
ments, first-class  brain,  superb  education  — a perfect  example 
of  what  a physician  should  be.  One  night  in  his  office,  he  tilted 
his  head  back  to  about  a 20-degree  angle,  touched  the  center  of 
his  palate  with  a 45-caliber  pistol,  and  pulled  the  trigger.  That’s 
net  a token  attempt,  a cry  for  help.  It  is  guaranteed  to  be  100% 
certain.  (Incidentally,  a word  of  advice  from  an  ophthalmologist. 
Don’t  point  the  gun  at  your  temple.  There’s  nothing  there  but 
your  optic  nerves.  You  won’t  even  lose  consciousness  as  the 
world  suddenly  gets  permanently  dark.) 

She  was  an  anesthesiologist  — a beautiful  girl  not  yet  30 
years  old.  She  had  a wonderful  husband  and  two  lovely  children. 
Her  husband  was  transferred  to  a nearby  city  so  they  bought  a 
big  new  place  in  the  country  there;  they  had  a boat,  three  cars, 
a babysitter.  She  got  up  at  5 AM  to  be  in  surgery  at  7:30  AM 
and  drove  back  home  for  two  hours  every  night  to  prepare 
supper.  She  had  everything  before  she  was  30  years  old. 

She  had  beautiful,  blue-gray  eyes  with  large  pupils.  One  day 
I looked  across  the  operating  table  into  this  anesthesiologist’s  eyes 
and,  from  her  eyes,  I could  see  that  her  life  had  been  destroyed. 

What  did  I see?  Pinpoint  pupils.  Narcotic  addiction  that 
she  couldn’t  escape  even  for  the  time  she  was  administering 
anesthesia.  Her  medical  career  was  ended  before  she  was  30 
years  old ! 

I look  deep  into  my  own  heart  and  I see  the  things 
these  two  physicians  saw  — the  45-caliber  bullet,  the 
one-car  accident,  the  antecubital  vein  opened  in  a warm 
bathtub,  all  almost  painless,  quick,  and  sure.  I see  the 
clear  Mephistophelean  vial  filled  with  meperidine  hydro- 
chloride, the  gentle  release  of  ethanol.  I see  these  things 
in  my  own  heart  and  I am  afraid.  You  look  into  your  own 
heart  and  you  see  these  things  too. 

Thus,  we  have  defined  the  problem.  Both  the  patient 
and  the  physician  suffer  when  the  patient  is  viewed  and 
evaluated  from  an  egocentric  perspective. 

The  Answer 

What  is  the  answer?  More  medical  schools?  National 
health  insurance?  Euthanasia?  No.  There  is  only  one 
answer  — - change  from  an  egocentric  perspective  to  an 
absolute-value  perspective.  This  concept  can  be  illustrated 
by  comparing  physicians  to  stoneworkers.  Depending  upon 
their  perspective,  three  stoneworkers  might  describe  their 
work  as  carrying  stones,  building  a wall,  or  helping  to 
construct  a magnificent  cathedral.  Likewise,  your  future 
tasks  in  patient  care  can  be  viewed  from  different  perspec- 
tives. If  you  consider  your  task  as  carrying  stones,  you 


will  view  your  patients  as  complaining  “crocks,”  poor  pro- 
toplasm, indigent  invalids,  sick  scoundrels.  With  such  an 
attitude,  you  are  not  very  impressed ' with  what  you  are 
doing,  and  you  will  seek  the  solace  of  Bacchus  via  alcohol 
and  poppies.  If  you  see  only  the  construction  of  an  endless 
wall,  the  futile  patching  up  of  worn-out  bodies,  then  the 
whole  endeavor  becomes  senseless  and  Lethe,  goddess  of 
death,  will  welcome  you.  But  if  you  are  so  fortunate  as  to 
consider  each  patient  to  be  God’s  holy  cathedral  and  a 
special  individual,  you  will  have  discovered  the  real  joy 
of  practicing  medicine. 

It  took  me  a very  long  time  to  attain  this  attitude. 
Now,  most  of  the  time  I can  free  myself  of  my  personal 
concerns  and  consider  each  patient  as  a very  special  and 
important  person  who  deserves  my  very  best  skill  and 
attention.  Lrom  this  perspective,  whatever  I can  do  to 
help  is  very  important;  this  makes  me  happy.  The  patient 
responds  as  you  would  expect;  despite  his  pain  and  dis- 
tress, he  appreciates  my  attitude.  Can  you  fail  to  be  happy 
and  secure  if  you  spend  your  entire  day  with  appreciative 
persons? 

The  most  important  thing  I can  ever  say  to  a physi- 
cian is  that  he  should  live  his  life  as  if  there  were  a God  of 
Love  who  cares  for  him  and  for  each  of  his  future  pa- 
tients. I believe  absolutely  that  this  is  true.  Consider  your 
patient  a holy  cathedral  that  you  are  privileged  to  help  to 
build  and  maintain.  Look  at  the  world  about  you  and 
you’ll  see  that  what  I say  is  true.  This  is  the  Ultimate 
Secret.  It  is  the  key  to  happiness,  love,  and  success;  you 
cannot  fail  with  this  belief.  This  is  the  very  special  path- 
way through  this  world  that  will  permit  you  to  live  your 
own  life  more  effectively:  Unless  you  can  do  this,  you 
cannot  help  others  to  do  likewise. 

Summary 

Now,  I’ve  made  you  uncomfortable  and  suspicious. 
You  invited  me  here  to  talk  about  physicians’  attitudes 
toward  caring  for  the  aged,  and  I’ve  cheated  you.  I’ve 
given  you  this  “born  again,”  “salvation-through-religion” 
nonsense.  I’ve  come  across  as  an  unscientific,  impractical 
“religious  zealot.”  That’s  not  quite  accurate.  I’m  professor 
and  chairman  of  the  department  of  ophthalmology  at  one 
of  the  largest  universities  in  the  world.  I’ve  written  more 
books  than  any  other  ophthalmologist  now  alive.  I’m  a 
disciplined,  pragmatic,  practical  person  in  search  of  effec- 
tive methods  that  work.  You  asked  me  for  the  solution  to 
physicians’  adverse  attitudes  toward  the  aged  ; and  I have 
told  you. 

The  only  answer  is  that  you  should  live  your  life  as 
if  there  were  a God  of  Love  who  cares  for  you  and  for 
each  one  of  your  future  patients.  Whether  young  or  old, 
rich  or  poor,  black  or  white,  happy  or  despondent,  your 
patient  is  equally  important  to  God.  And  he  should  be 
equally  important  to  you. 

Is  there  any  other  answer? 
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Impending  Federal  Intervention  in 
Medical  Education:  A Gathering  Challenge 

Eugene  D.  Jacobson,  M.D. 


Editor’s  Note. — The  author  has  introduced  questions  which 
should  arouse  every  physician.  If  the  government  directs  a health 
curriculum  to  replace  physician-oriented,  curative  medicine,  who, 
pray  tell,  will  be  available  to  care  for  the  sick  and  injured. 

— R.L.M 


Federal  concerns  about  cost  containment  in  health  care 
delivery  have  superseded  earlier  governmental  desires  to 
provide  more  medical  care  to  the  population,  particu- 
larly those  living  in  underserved  areas.  In  the  coming  de- 
cade, this  focus  on  escalating  costs  will  result  in  several 
moves  by  the  government.  Such  moves  will  have  a heavy 
impact  on  our  medical  schools  in  three  ways:  111  reduc- 
tion in  the  number  of  physician  graduates  and  reduc- 
tion in  size  of  faculty;  121  reduction  in  postgraduate 
specialty  training  programs;  and  131  changes  in  medical 
school  curricula.  The  author  views  the  probable  success 
of  these  measures  in  combating  medical  inflation  in  the 
light  of  previous  failure  of  the  federal  government  to 
correct  the  lack  of  medical  care  in  underserved  areas. 


/COMPARING  THE  CURRENT  situation  with  25 
years  prior,  there  are  two  striking  features  concerning 
health  care  in  the  United  States.  The  first  is  the  eco- 
nomically expensive  nature  of  health  care.  The  second 
is  the  greatly  magnified  federal  role  in  the  health  industry.- 
Both  the  executive  and  legislative  branches  of  government 
are  striving  to  achieve  cost  containment  through  new 
laws  and  federal  regulations  aimed  at  limiting  the  rising 
charges  of  hospitals  and  hospital  expansion  and  restricting 
fiscal  effects  resulting  from  medical  decisions  made  by 
physicians.  The  federal  government  also  is  trying  to 
change  the  nature  of  medical  practice  to  reduce  unneces- 
sary hospitalization  and  surgery.  Other  governmental 
measures  are  aimed  at  introducing  less  expensive  ap- 
proaches to  medical  practice  through  use  of  physician  ex- 
tenders and  through  prevention  rather  than  treatment  of 
disease. 

These  federal  objectives  have  led  to  an  increase  in 
the  number  of  laws  and  regulations  pertaining  to  medical 


practice  and  health  care  delivery.  One  highly  placed  legis- 
lative aide  observed  at  a recent  medical  meeting:  “Since 
1930,  the  Congress  has  passed  nearly  200  significant  pieces 
of  health-related  legislation  of  which  over  half  were  passed 
in  the  last  decade.” 

These  features  of  our  current  health  delivery  system 
are  related.  The  federal  government  would  have  us  be- 
lieve that  the  dramatic  inflation  of  dollar  cost  in  health 
care  delivery  has  prompted  a wise  and  appropriate  re- 
sponse on  their  part;  namely,  the  passage  of  an  increasing 
number  of  laws  and  the  promulgation  of  regulations  deal- 
ing with  health  care  for  our  citizenry.  An  alternative  ex- 
planation, which  is  at  least  as  plausible  as  the  federal 
one,  is  that  the  expanding  role  of  our  government  in 
health  care  delivery  has  been  the  major  stimulus  for  the 
inflation  in  cost  of  health  care  over  the  past  decade  or 
two. 

The  latter  interpretation  is  supported  by  the  thrust 
of  federal  laws  during  the  past  two  decades.  These  laws 
have  promoted  delivery  of  more  health  care  through 
third-party  support  of  care,  support  of  hospital  construc- 
tion and  of  a massive  system  of  federal  hospitals,  pro- 
grams designed  to  double  the  number  of  practicing  phy- 
sicians in  America  and  to  train  thousands  of  other  health 
professionals,  support  of  research  which  developed  ex- 
pensive medical  technology,  programs  which  increased 
public  awareness  of  possible  disease  and  a campaign  de- 
igned to  make  Americans  expect  a costly  level  of  health 
care  as  a right  regardless  of  either  individual  or  national 
ability  to  pay  for  that  care. 

The  major  justification  favoring  this  plethora  of  laws 
is  the  contention  that  the  medical  profession,  hospital  ad- 
ministrators, and  the  medical  academic  establishment 
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are  self-interest  groups  incapable  of  placing  the  national 
interest  above  their  own.  An  alternative  viewpoint  might 
conclude  that  the  federal  sector  be  limited  in  its  excessive 
resort  to  new  laws  and  new  regulations.  Additionally, 
there  appears  to  be  a need  to  establish  a ceiling  on 
federal  expenditures  for  health  care.  The  current  leader- 
ship in  Washington  is  unlikely  to  restrict  itself  without 
the  gentle  persuasion  of  its  electorate,  as  in  the  after- 
math  of  Proposition  13  in  California. 

Rather  than  confront  the  fundamental  issue  of  set- 
ting an  absolute  limit  on  its  expenditure  for  health  care, 
the  response  in  Washington  has  been  to  cast  about  for 
new  areas  within  the  health  industry  that  require  federal 
regulation  as  evidence  of  responsible  government  action. 
The  future  plethora  of  new  legislation  and  regulation 
will  all  be  “in  the  interest  of  cost  containment.” 

Colleges  of  Medicine 

One  prime  target  of  the  pending  federal  effort  is 
likely  to  be  the  medical  schools  themselves.  The  reasons 
for  this  are  twofold.  First,  there  are  only  120  medical 
schools  with  which  to  deal  - an  easy  target  compared 
with  thousands  of  hospitals  or  hundreds  of  thousands  of 
practicing  physicians.  Second,  medical  schools  are  fiscally 
dependent  on  the  federal  government. 

At  a meeting  in  New  Orleans  last  year,  former  Sec- 
retary of  Health,  Education,  and  Welfare,  Mr.  Joseph 
Califano,  outlined  the  initiatives  contemplated  by  the 
Department: 

1.  In  the  next  decade,  it  will  become  apparent  that 
there  are  too  many  practicing  physicians  in  the  United 
States.  Such  excess  has  been  caused  by  previous  federal 
policies  of  providing  incentives  to  medical  schools  to 
expand  the  number  of  physicians  graduating  each  year, 
by  supporting  development  of  new  medical  schools,  and 
by  attracting  foreign  physicians  to  settle  here.  Each  new 
physician  costs  our  society  $300,000  per  year  in  health 
care  expenses,  not  matched  by  corresponding  increases  in 
health  benefits. 

2.  The  country  currently  is  producing  too  many 
specialists  and  too  few  generalists. 

3.  A serious  geographic  maldistribution  of  physicians 
is  resulting  in  25  million  Americans  being  underserved 
medically.  The  physician  density  in  underserved  areas  has 
declined  over  the  past  decade. 

4.  American  medical  schools  have  failed  to  teach 
demographic,  social,  and  economic  aspects  of  medicine 
in  the  educational  curriculum.  For  example,  geriatric 
medicine  needs  to  be  introduced  as  a part  of  that 
curriculum. 

Based  on  the  preceding  beliefs  which  currently  pre- 
vail in  Washington,  Mr.  Califano  indicated  the  likely 
directions  of  the  federal  government  in  the  area  of  the 
medical  schools: 

1.  There  will  be  a realignment  of  financial  incen- 
tives to  medical  schools.  Reduction  in  capitation,  intro- 
duced to  encourage  expanded  class  size;  decrease  in  class 
size;  and  lack  of  aid  for  emerging  medical  schools  can 


be  anticipated.  Additionally,  the  Department  will  continue 
to  oppose  entry  of  foreign  medical  graduates  into  this 
country. 

2.  The  government  will  undertake  appropriate  studies 
to  decide  how  many  residency  programs  and  physicians 
are  actually  needed  in  each  specialty  area.  Primary  care 
training  will  be  encouraged,  and  residencies  in  family 
practice  will  receive  more  support.  Also,  the  reimburse- 
ment formula  will  be  reviewed  to  encourage  physicians  to 
practice  ambulatory  medicine. 

3.  The  National  Health  Service  Corps  will  be  ex- 
panded to  reach  2,940  physicians  each  year.  Clinical  ro- 
tations will  be  encouraged  in  outreach  programs. 

4.  The  government  will  urge  medical  schools  to  alter 
their  curriculums  to  meet  current  deficiencies  as  defined 
by  the  government.  Such  changes  will  include  courses  in 
the  economics  of  medical  practice  and  medical  parsimony, 
medical  ethics,  prevention  of  disease,  nutrition  and  epi- 
demiology, geriatrics,  and  national  health  policies. 

Predictions 

As  a medical  school  academician  looking  to  the 
future  painted  by  Mr.  Califano,  I cannot  admit  to  much 
optimism.  More  than  a decade  ago,  the  federal  govern- 
ment had  equally  strong  perceptions  about  the  lack  of  ade- 
quate health  care  for  a sizable  proportion  of  its  population. 
Thereupon,  the  government  entered  into  extensive  pro- 
grams to  provide  more  health  care  delivery  to  more 
people  in  rural  and  ghetto  areas  through  increasing  the 
number  of  medical  schools,  physicians,  paramedical  per- 
sonnel, hospital  beds,  and  medical  insurance.  Of  course, 
more  expense  accompanied  these  increases. 

Having  been  the  major  author  of  this  added  cost 
to  society,  government  now  wishes  to  contain  expenses 
through  a new  set  of  perceptions  and  programs.  There 
is  little  reason  for  greater  confidence  in  the  perceptions 
of  1978  than  in  the  perceptions  of  1968.  In  fact,  the  per- 
ceptions of  1968  proved  to  be  wrong,  and  the  proof  has 
cost  society  an  enormous  outlay  of  wealth. 

The  effect  of  the  changing  federal  initiatives  on 
medical  schools  will  be  profound.  Since  the  government 
controls  so  much  of  the  annual  budget  of  each  medical 
school,  changes  in  federal  policy  must  be  obeyed  or  schools 
may  have  to  close. 

Considering  the  poor  quality  of  epidemiologic  in- 
formation about  medical  practice  in  this  country,  the  con- 
tentions that  there  is  “too  much  of  this”  or  “too  little  of 
that”  seem  both  glib  and  likely  to  be  proved  incorrect. 
In  this  light,  the  current  federal  perception  that  there 
continues  to  be  geographic  maldistribution  of  physicians 
is  astounding.  At  federal  instigation,  the  American  medi- 
cal schools  have  doubled  the  number  of  graduating  phy- 
sicians compared  to  15  years  ago.  Furthermore,  an  in- 
creasing number  of  paramedical  professionals  also  have 
been  trained  in  recent  years.  Numerous  additional  indi- 
viduals have  entered  the  ranks  of  faculty  and  support 
personnel  in  the  schools  and  teaching  hospitals.  A most 
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basic  question  is  “What  does  the  government  intend  to 
do  with  these  people?” 

But  perhaps  the  most  serious  challenge  to  American 
medical  schools  from  the  current  perceptions  of  the  fed- 
eral administrators  is  the  desire  to  regulate  curriculum. 
Using  fiscal  incentives  and  monetary  penalties  to  effect 
their  proposals,  government  will  direct  academic  altera- 
tions. 

The  challenge  to  our  schools  is  enormous,  for  those 
who  request  these  changes  are  not  medical  educators. 
Beyond  the  fact  that  they  have  no  established  ability  to 
develop  new  medical  knowledge,  to  communicate  it  effec- 
tively, or  to  evaluate  the  results  of  such  education,  these 
individuals  do  possess  the  potential  for  promulgating  on 
American  society  a new  brand  of  physician.  There  is  only 
a limited  amount  of  time  for  learning  in  the  few  years 
of  medical  school,  and  the  amount  of  hard  information 
that  must  be  absorbed  by  the  student  is  immense.  To 
further  load  the  curriculum  with  a variety  of  poorly  de- 
veloped topics  is  a depressing  prospect. 

One  topic  of  great  interest  in  Washington  is  preven- 
tion of  disease.  The  federal  contention  is  that  the  medical 
profession  and  medical  educators  pay  too  much  attention 
to  the  treatment  of  disease  and  too  little  to  the  prevention 
of  disease.  This  is  the  same  federal  bureaucracy  which 
does  little  to  control  the  American  consumption  of  alco- 
holic beverages,  tobacco  products,  and  excessive  calories. 
Control  of  these  would  lead  to  the  prevention  of  a large 
number  of  common  diseases. 

Summary 

It  is  likely  that  the  proposed  federal  initiative  in 
medical  education  will  come  to  pass  — at  least  in  part 
— over  the  next  several  years.  The  results  could  be  cata- 
strophic for  the  medical  school  establishment  as  we  know 
it  today.  The  effectiveness  of  the  professional  organiza- 
tions of  medical  schools  and  of  physicians  in  general  in 
opposing  and  modifying  the  federal  thrust  will  determine 
the  extent  to  which  the  institution  called  the  medical 
school  will  be  adversely  changed.  Currently,  our  medical 
schools  are  the  envy  of  educators  in  other  nations.  This 
esteemed  position  could  change  overnight  if  our  medical 
schools  were  to  become  puppets  dancing  to  a federal 
tune.  The  physicians  in  America  have  a sizable  stake  in 
preserving  the  autonomy  of  their  medical  schools.  iV&TV 
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GEORGE  J.  BAIBAK,  M.D.,  Toledo,  was  elected 
president-elect  of  the  Ohio  Valley  Society  for  Plastic  and 
Reconstructive  Surgery.  Dr.  Baibak  is  the  president  of  the 
Academy  of  Medicine  of  Toledo  and  Lucas  County. 

ARMIN  V.  BANEZ,  M.D.,  Youngstown,  was  elected 
a vice  president  of  the  32-nation  International  Academy 
of  Proctology.  Dr.  Banez  will  serve  a one-year  term. 

JOSEPH  L.  BITZAN,  M.D.,  Independence,  is  the 
president-elect  of  the  medical  staff  at  St.  Alexis  Hospital 
in  Cleveland.  Dr.  Bitzan  has  been  on  the  St.  Alexis 
staff  for  28  years,  and  is  a Diplomate  of  the  American 
Board  of  Surgery. 

LON  W.  CASTLE,  M.D.,  Cleveland,  and  ALAN  A. 
TAMBE,  M.D.,  Cleveland,  have  been  named  Fellows  of 
the  American  College  of  Cardiology. 

ROLAND  A.  GANDY,  JR.,  M.D.,  Toledo,  was 
elected  president  of  the  Ohio  Chapter  of  the  American 
College  of  Surgeons. 

ROBERT  T.  GRAY,  M.D.,  Marion,  has  been  named 
Ohio  Family  Physician  of  the  Year.  The  citation  is  pre- 
sented each  year  to  a family  physician  whose  “total  impact 
on  his  community”  is  of  the  highest  order  and  who  has 
given  an  exceptionally  “distinguished  service  to  humanity 
through  medicine.”  Dr.  Gray  is  now  eligible  to  be  named 
Physician  of  the  Year  by  the  American  Academy  of  Fam- 
ily Practice.  Dr.  Gray  established  his  first  Marion  County 
practice  in  Prospect,  in  1938.  He  opened  his  Marion  office 
in  1950,  and  is  in  his  sixth  term  as  coronor. 

DAVID  L.  KLEIN,  M.D.,  Zanesville,  was  named  a 
recipient  of  an  Arthritis  Care  and  Education  (ACE)  Fel- 
lowship for  intensive  study  of  rheumatology.  Dr.  Klein 
will  study  at  several  facilities  in  Columbus  in  order  to  get 
a comprehensive  look  at  arthritis. 

LTpon  reaching  his  60th  birthday,  JAMES  S.  KRIE- 
GER,  M.D.,  Cleveland,  relinquished  his  position  as  chair- 
man of  the  division  of  surgery  at  the  Cleveland  Clinic 
Foundation.  He  has  held  the  position  for  the  last  eight 
years. 


DONALD  F.  LOEFFLER,  M.D.,  Port  Clinton,  was 
elected  to  a two-year  term  on  the  board  of  trustees  of 
the  American  Cancer  Society,  Ohio  Division,  Inc.  Dr. 
Loeffler  will  represent  a ten-county  district  providing 
leadership  to  the  more  than  $6  million  cancer  control 
programs  of  the  Ohio  Division. 

HERMAN  M.  LL^BENS,  M.D.,  Dayton,  was  re- 
elected secretary-treasurer  of  the  Ohio  Valley  Allergy 
Society. 

SIDNEY  A.  PEERLESS,  M.D.,  Cincinnati,  was 
honored  by  an  invitation  from  the  Department  of  Health, 
Education  & Welfare  (HEW)  to  serve  a four-year  term 
as  a member  of  the  National  Advisory  Neurological  and 
Communicative  Disorders  and  Stroke  Council  of  the  Na- 
tional Institute  of  Health. 

The  16-member  Council  is  composed  of  leaders  in 
the  fields  of  fundamental  sciences,  medical  sciences,  edu- 
cation, and  public  affairs.  The  Council  reviews  applica- 
tions for  research  and  research  training  in  these  fields  and 
advises  the  Director  of  the  National  Institute  of  Neuro- 
logical and  Communicative  Disorders  and  Stroke. 

Dr.  Peerless  is  a Cincinnati  otolaryngologist  and 
maxillofacial  surgeon  and  is  associated  with  the  University 
of  Cincinnati  College  of  Medicine.  He  is  head  of  the 
Otolaryngology  and  Maxillofacial  Surgery  Department  at 
Jewish,  Providence,  and  Mercy  South  Hospitals.  He  is 
also  a member  of  the  Executive  Board  of  the  Cincinnati 
Communicative  Disorders  Foundation. 

LOUIS  SCHWAB,  M.D.,  Dayton,  was  appointed  by 
the  American  Academy  of  Pediatrics  to  serve  as  repre- 
sentative to  the  Professional  and  Technical  Advisory 
Committee  of  the  Hospital  Accreditation  Program,  Joint 
Commission  on  Accreditation  of  Hospitals. 

BRUCE  H.  STEWART,  M.D.,  Cleveland,  a urolo- 
gist, was  elected  chairman  of  the  division  of  surgery  at  the 
Cleveland  Clinic  Foundation.  Dr.  Stewart  will  oversee 
the  activities  of  all  surgical  specialties,  conduct  profes- 
sional reviews,  and  coordinate  surgical  activities  with 
other  departmental  activities.  In  addition  to  his  adminis- 
trative duties.  Dr.  Stewart  will  continue  to  devote  50% 
of  his  time  to  clinical  practice. 

The  American  Cancer  Society  National  Board  of 
Trustees  awarded  $142,366  to  The  Ohio  State  University 
and  ALLAN  J.  YATES,  M.D.,  Ph.D.,  Columbus,  of  the 
Department  of  Pathology  (Neuropathology),  College  of 
Medicine,  for  a two-year  study  of  the  role  of  gangliosides 
in  the  pathogenesis  of  gliomas. 
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“THE  PHYSICIAN  IS  A 
DECISION  MAKER,  AND  ALMOST 
EVERY  DECISION  HE  MAKES 
COSTS  OR  SAVES  MONEY.” 

—Dr.  William  Felts,  Past  President, 
American  Society  of  Internal  Medicine 

More  and  more  physicians  today  are  beginning  to 
realize  the  extent  of  the  economic  influence 
they  have,  and  are  finding  ways  of  holding 
costs  down. 

A number  of  studies  show  that  the  more 
physicians  know  about  costs,  the  more  they  try 
to  reduce  them?  And  this  reduction  can  be  done 
without  reducing  the  quality  of  care  to  the  patient. 

How  are  they  doing  this?  As  a start  they 
have  become  thoroughly  familiar  with  the  costs 
they  incur  on  behalf  of  their  patients.  They  know 
how  much  an  X-ray  costs,  how  much  their 
hospital  charges  for  routine  lab  tests.  They’re  requesting  copies  of  patients’ 
hospital  bills.  And  asking  their  hospitals  to  print  the  charges  for  diagnostic 
tests  right  on  the  order  sheet. 

What  else  are  physicians  doing?  Minimizing  their  patients’  hospital 
stays,  whenever  possible.  Reevaluating  routine  admissions  procedures. 
Questioning  the  real  need  of  the  diagnostic  tests  they  order  for  their 
patients.  Avoiding  duplicate  testing.  Trying  to  discourage  their  patients’ 
demands  for  unnecessary  medication,  treatment  or  hospitalization. 
Compiling  daily  logs  of  their  medical  decisions  and  what  they  cost.  And  more. 

More  physicians  today  realize  what  a tough  problem  we’re  all  faced 
with.  They  know  this  is  a challenge  for  medicine.  And  that  physicians  are 
in  the  best  position  to  deal  with  and  solve  the  problem. 

* PATIENT  CARE  Magazine—  Outlook  1977,  “Face  Off:  Cost  Containment  vs.  Chaos','  January  I.  1977 

Lyle  CB,  ct  al  "Practice  habits  in  a group  of  eight  internists’,'  ANN ALS  OF  INTERNAL  MEDICINE  84  (May  1976),  594-601. 

Schroeder  S/4,  et  al.  "Use  of  laboratory  tests  and  pharmaceuticals:  variation  among  physicians  and  effect  of  cost  audit  on  subsequent  use','  J()l  rRNAL  Ob  7 HE 
AMERICAN  MEDICAL  ASSOCIATION  225  (A  ug.  20.  1973).  969-73 
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November  30  - December  2,  1979 
The  Carrousel  Inn,  Cincinnati,  OH 

Each  of  these  distinguished  faculty  members  is  nationally  recognized  for  his  expertise 
and  communicative  ability.  You  won’t  attend  a more  informative  program  on  this 
timely  and  important  topic,  and  we  hope  that  you  accept  our  invitation. 

Credit:  15  hours  A.MA  Category  I;  15  prescribed  hours  of  AA.F.P.; 

13  hour  of  A.C.E.P.  Category  1 
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wood, CO  80112  or  call: 
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□ Coronary  Disease,  Exercise  Testing  and  Cardiac 
Rehabilitation 
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A gentle  cerebral  stimulant  „ 
and  vasodilator  for  the 
geriatric  patient 


Each  CEREBRO-NICIN®  capsule 


contains: 
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Nicotinic  Acid  100  mg 

Ascorbic  Acid 100  mg 

Thiamine  HCL  25  mg 

l-Glutamic  Acid  50  mg 

Niacinamide 5 mg 

Riboflavin 2 mg 

Pyridoxine  HCL 3 mg 


AVAILABLE:  Bottles  100, 500, 1000 
SIDE  EFFECTS:  Most  persons  ex- 
perience a flushing  and  tingling 
sensation  after  taking  a higher 
potency  nicotinic  acid.  As  a sec- 
ondary reaction  some  will  com- 
plain of  nausea,  sweating  and  ab- 


dominal cramps.  The  reaction  is 
usually  transient. 

INDICATIONS:  As  a cerebral 
stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC 
DOSAGE:  One  capsule  three 
times  daily  adjusted  to  the  indi- 
vidual patient. 

WARNING:  Overdosage  may 
cause  muscle  tremor  and  convul- 
sions. 

CONTRAINDICATIONS:  Epilepsy 
or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits 
dispensing  without  prescription. 
Keep  out  of  reach  of  children. 
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PAUL  W.  CONRAD,  M.D.,  Deltona,  Florida;  Case 
Western  Reserve  University,  Cleveland,  1936;  age  68; 
died  September  1 ; member  OSMA  and  AMA. 


WILLIAM  F.  HULSE,  M.D.,  Cleveland;  Lniversity 
of  Michigan  Medical  School,  Ann  Arbor,  1930;  age  75; 
died  September  8;  member  OSMA  and  AMA. 


JAMES  G.  KRAMER,  M.D.,  Akron;  Case  Western 
Reserve  University,  Cleveland,  1915;  age  89;  died  August 
27;  member  OSMA  and  AMA. 


MORRIS  W.  NEIDUS,  M.D.,  Youngstown;  St. 
Louis  University  School  of  Medicine,  1927;  age  79;  died 
September  12;  member  OSMA  and  AMA. 


GEORGE  W.  PETZNICK,  M.D.,  Cleveland;  The 
Ohio  State  University  College  of  Medicine,  1929;  age  77; 
died  September  1 1 ; member  OSMA  and  AMA. 


ARLINGTON  F.  REWWER,  M.D.,  Bainbridge; 
University  of  Cincinnati  College  of  Medicine,  1938;  age 
74;  died  August  27;  member  OSMA  and  AMA. 


P.  JOHN  ROBECHEK,  M.D.,  Cleveland;  Case 
Western  Reserve  University,  Cleveland,  1940;  age  65; 
died  September  1 1 ; member  OSMA  and  AMA. 


THOMAS  SFILIGOJ,  M.D.,  Lorain;  Case  Western 
Reserve  LTniversity,  Cleveland,  1960;  age  49;  died  Sep- 
tember 2;  member  OSMA  and  AMA. 


Auxiliary  Member  Dies 

Jane  Sloan,  wife  of  Malachi  Sloan  II,  M.D.,  Dayton, 
died  this  September  after  a brief  illness. 

Mrs.  Sloan  was  an  active  auxiliary  member  on  the 
national  and  state  level.  She  served  as  president  of  the 
Ohio  State  Medical  Association  Auxiliary  in  1968  and 
1969,  and  was  president  of  the  Montgomery  County 
Medical  Auxiliary  in  1961  and  1962.  On  the  national  level 
she  was  the  secretary  of  the  AMA’s  Womens  Auxiliary. 

Mrs.  Sloan  was  a past  board  member  of  the  Ohio 
Medical  Political  Action  Committee. 
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Each  time-release  capsule  con- 
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Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) 25mg. 

Riboflavin  (B-2) 2 mg. 

PyridoxineHCL(B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Immediate  Release 

LIPONICIN®/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL(B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 
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Emergency  Medicine  Approved 
As  Twenty-Third  Specialty 

The  American  Board  of  Medical  Specialties,  an  orga- 
nization comprised  of  representatives  from  all  the  spe- 
cialties in  medicine — including  surgery,  medicine,  pedia- 
trics, and  19  others — and  the  official  body  which  accredits 
specialty  programs  for  training  of  physicians  in  these 
separate  categories  of  practice,  elected  Emergency  Medi- 
cine to  be  the  twenty-third  specialty  on  September  21, 
1979. 

“This  decision,  which  represents  a cumulative  effort 
by  the  American  College  of  Emergency  Physicians,  holds 
special  significance  for  Ohio  doctors  because  the  first  resi- 
dency in  emergency  medicine  began  at  Cincinnati  General 
Hospital  in  1970.  Ohio  emergency  physicians  are  deserving 
of  this  official  recognition  and  will  eagerly  accept  the 
attendant  responsibility,”  said  Bruce  D.  Janiak,  M.D., 
president  of  the  Ohio  Chapter  of  the  American  College 
of  Emergency  Physicians. 

Carl  Jelenko,  M.D.,  one  of  the  19  members  of  the 
new  American  Board  of  Emergency  Medicine  and  director 
of  the  Emergency  Medicine  Program  at  Wright  State 
University  School  of  Medicine,  explained  that  the  Ameri- 
can Board  of  Emergency  Medicine  was  voted  unanimously 
to  be  the  newest  specialty  certifying  body  in  the  structure 
of  the  AMA. 

Dr.  Jelenko  stated  that  the  process  by  which  emer- 
gency medicine  attained  this  important  status  was  the 
shortest  in  the  history  of  the  American  Board  of  Medical 
Specialties:  two  and  one  half  years  (compared  to  as  long 
as  nine  years  for  some  of  the  more  recent  organizations) . 

Some  65  million  Americans  are  treated  in  emergency 
departments  annually,  and  more  than  10  million  of  these 
people  will  have  disorders  that  place  them  in  severe  risk 
of  major  illness  or  injury,  explained  Dr.  Jelenko.  He 
further  stated  that  Emergency  Medicine  is  a specialty  in 
which  the  practitioner  needs  to  have  a broad  range  of 
knowledge  that  crosses  all  other  specialty  lines,  and  the 
ability  to  deal  with  the  severe  and  urgent  problem  when 
it  affects  one  or  many  simultaneously. 

The  importance  of  an  American  board  in  a medical 
specialty  is  to  certify  that  physicians  who  have  studied  in 
a particular  specialty  area  have  attained  the  appropriate 
degree  of  skill  and  knowledge.  “The  public  has  a right 
to  expect  that  the  care  they  receive  in  emergency  depart- 
ments across  these  United  States  is  appropriate,  safe,  and 
personalized,”  said  Dr.  Jelenko.  “The  American  Board 


of  Emergency  Medicine,  through  its  examination  process 
and  through  its  interaction  with  the  bodies  that  survey 
and  certify  training  programs  for  physicians,  provides 
this  assurance.” 

Alcohol,  Sex,  and  Child  Abuse 

Did  you  know  that  alcohol  abuse  is  a factor  in  up 
to  90%  of  all  wife  beatings  and  as  many  as  one  third  of 
child  abuse  incidents?  Are  you  aware  of  the  effects  of 
alcohol  ingestion  on  sexual  functioning?  What  effect  do 
laws  controlling  the  distribution  of  alcohol  beverages 
really  have  on  drinking  patterns? 

These  and  other  topics  are  among  the  issues  exam- 
ined in  depth  in  Alcohol  Health  and  Research  World, 
quarterly  magazine  of  the  National  Institute  on  Alcohol 
Abuse  and  Alcoholism. 

To  receive  a subscription  form  and  listing  of  free 
article  reprints,  write:  Publication  Manager,  Desk  3, 
National  Clearinghouse  for  Alcohol  Information,  Box 
2345,  Rockville,  Maryland  20852. 

Physician  Distribution 

How  easy  would  it  be  to  find  a woman  physician  or 
foreign  medical  graduate  physician  in  Ohio?  How  many 
physicians  are  in  your  county?  How  does  this  number 
compare  to  other  counties  in  the  United  States? 

This  type  of  information  can  be  obtained  in  “Phy- 
sician Distribution  and  Medical  Licensure  in  the  U.S.,” 
1977,  released  by  the  American  Medical  Association  this 
past  summer. 

The  material  in  the  book  contains  information  from 
the  AMA  Physician  Masterfile,  the  most  comprehensive 
and  complete  source  of  physician  data  in  the  United 
States. 

The  book  is  available  from  the  Department  of  Sta- 
tistical Analysis,  American  Medical  Association,  535  N. 
Dearborn  St.,  Chicago,  Illinois  60610.  The  cost  is  $15. 

National  CME  Listing 

Check  the  September  issue  of  the  AMA  Journal  for 
the  annual  listing  of  continuing  education  courses  offered 
to  physicians  in  the  United  States. 

Every  institution  and  organization  known  to  offer 
CME  courses  was  contacted  individually  and  offered  the 
opportunity  to  list  its  properly  accredited  courses. 

The  special  issue  lists  8,881  courses  offered  by  1,496 
institutions  from  the  period  September  1,  1979  to  August 
31,  1980. 
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Notice  to  All 
OSMA  Members 

Your  Membership  in  the  Ohio  State  Medical  Association  and  American 
Medical  Association,  including  subscriptions  to  The  Ohio  State  Medical 
journal  and  The  journal  of  the  AM  A,  will  expire  on  December  31,  1979. 
Here’s  how  to  renew: 

Mail  your  dues  now  to  the  SECRETARY-TREASURER  OF  YOUR  COUN- 
TY MEDICAL  SOCIETY  or  to  the  OSMA.  OSMA  direct  bills  for  all 
three  levels  of  dues  on  behalf  of  the  Society. 

OSMA  dues  are  $170.  AMA  membership  dues  are  $250.  Check  with  your  local 
Secretary-Treasurer  to  determine  the  amount  of  your  County  Society  dues. 
Ohio  Medical  Political  Action  Committee-American  Medical  Political 
Action  Committee  (OMPAC-AMPAC)  dues  are  $50.  OMPAC-AMPAC 
membership  is  recommended. 

Member-in-Training — OSMA  membership  dues  are  $20.  Membership  entitles 
physician  to  all  privileges  including  the  right  to  vote  and  hold  office. 

Student  Membership — a category  of  membership  for  full-time  students  en- 
rolled in  medical  schools  approved  by  the  AMA.  OSMA  dues  are  $15. 

Nonresident — If  you  are  planning  to  move  from  Ohio,  you  may  wish  to 
continue  your  Ohio  affiliation  with  this  category  of  membership.  Annual 
OSMA  dues  are  $25. 

Send  one  check  to  cover  local,  state,  national,  and  OMPAC-AMPAC  dues. 
Your  local  Secretary-Treasurer  will  forward  your  state  and  national  dues 
to  the  OSMA  Columbus  Office  for  distribution  to  AMA  and  OMPAC. 

As  part  of  the  privileges  and  services  offered  to  all  members  of  the  OSMA,  you 
will  receive  a year’s  subscription  to  The  Ohio  State  Medical  journal,  the 
OSMAgram  and  Synergy,  without  extra  cost.  Dues-paying  members  of  the 
AMA  will  receive  a year’s  subscription  to  The  Journal  of  the  AMA  and 
the  American  Medical  News. 

The  member  who  becomes  eligible  for  exemption  from  dues,  because  of  retire- 
ment or  disability,  should  notify  the  Secretary-Treasurer  of  his/her  County 
Medical  Society.  After  exemption  has  been  established,  it  will  be  renewed 
annually  unless  the  status  changes. 

For  further  information  on  medical  society  membership  contact: 

Mrs.  Katherine  Wisse,  OSMA  Comptroller,  telephone:  614/228-6971. 
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The  Prof  esaonol 


The  mark  of  the  professional 
in  any  field  is  that  he 
knows  what  he  wants  and 
how  to  get  it.  Physicians 
Insuring  Exchange  was 
established  and  is  controlled 
by  professional  medical 
people  like  you  to 
provide  you  with  the  very 
best  professional  liability 
protection  available.  And 
that  means  everything  that 
PIE  is:  the  only  licensed 
reciprocal  in  Ohio  that  can 
provide  medical  professional 
liability  coverage  up  to  $2.6 
million  per  physician  . . . provides 
medical  professional  liability  coverage 
at  reasonable  rates  . . . continuous 
peer  review  of  claims  and  membership 
. . . and  lots  more.  Physicians  Insuring  Exchange. 
Medical  professionals  serving  medical  professionals  like  you. 

Call  us  today,  or  write  for  free  brochure. 


PHYSICIANS  INSURING  EXCHANGE 

702  Engineers  Building,  Cleveland,  Ohio  44114  / 216-781-1087 
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'PROGRAMS 


NOVEMBER 

GERIATRICS-DIAGNOSIS  AND  TREATMENT  OF  DE- 
MENTIA: November  19,  20;  Fawcett  Center  For  Tomorrow, 
2400  Olentangy  River  Road,  Columbus;  sponsor:  Ohio  State 
University  College  of  Medicine;  14  credit  hours;  fee:  $75,  $35 
(non-physicians  and  nurses);  contact:  Anne  M.  Cooper,  Ohio 
State  University  College  of  Medicine,  Center  for  CME,  A-352 
Starling  Loving  Hall,  320  West  Tenth  Avenue,  Columbus  43210, 
phone:  614/422-4985. 


DECEMBER 

NATURAL  FAMILY  PLANNING  AND  FERTILITY 
AWARENESS  SYMPOSIUM:  December  4,  5;  Hilton  Inn,  3110 
Olentangy  River  Road,  Columbus;  sponsor:  Ohio  State  Uni- 
versity College  of  Medicine;  9 credit  hours;  fee:  $70,  $35  for 
non-physicians  and  nurses;  contact:  Anne  M.  Cooper,  Ohio 
State  University  College  of  Medicine,  Center  for  CME,  A-352 
Starling  Loving  Hall,  320  West  Tenth  Avenue,  Columbus  43210, 
phone:  614/422-4985. 

GERIATRICS-ETHICAL  ISSLIES:  December  5;  Fawcett 
Center  for  Tomorrow,  2400  Olentangy  River  Road,  Columbus; 
sponsor:  Ohio  State  University  College  of  Medicine;  7 credit 
hours;  fee:  $50,  $35  (non-physicians  and  nurses);  contact: 

Anne  M.  Cooper,  Ohio  State  University  College  of  Medicine, 
Center  for  CME,  A-352  Starling  Loving  Hall,  320  West  Tenth 
Avenue,  Columbus  43210,  phone:  614/422-4985. 


PERSPECTIVES  IN  OPHTHALMOLOGY:  December  6, 
7:  Bunts  Auditorium,  Cleveland  Clinic;  sponsor:  Cleveland 

Clinic  Educational  Foundation;  12  credit  hours;  fee:  $150,  $75 
for  physicians-in-training;  contact:  Director  of  CME,  Cleveland 
Clinic  Educational  Foundation,  9500  Euclid  Avenue,  Cleveland 
44106,  phone:  216/444-5696. 


13TH  ANNUAL  UROLOGY  X-RAY  SEMINAR:  Decem- 
ber 6-8;  Netherland  Hilton  Hotel,  Cincinnati;  sponsor:  Univer- 
sity of  Cincinnati  Medical  Center,  Division  of  Urology;  22  credit 
hours;  fee:  $200,  $145  for  physicians-in-training;  contact:  Divi- 
sion of  Urology,  University  of  Cincinnati  Medical  Center,  231 
Bethesda  Avenue,  Cincinnati  45267,  phone:  513/872-4383. 

A SYMPOSIUM  TO  CELEBRATE  TWENTY-FIVE 
YEARS  OF  HEART  SURGERY  AT  THE  TOLEDO  HOS- 
PITAL: December  8;  Toledo  Hospital  Auditorium;  sponsor: 
Medical  College  of  Ohio;  6 credit  hours;  fee:  $35;  contact: 
Toledo  Hospital,  2142  North  Cove  Boulevard,  Toledo  43606, 
phone:  419/473-4186. 

ENDOCRINOLOGY  AND  METABOLISM  FOR  THE 
PRACTICING  PHYSICIAN:  December  13;  Fawcett  Center  for 
Tomorrow,  Columbus;  sponsor:  Ohio  State  University  College 
of  Medicine  Center  for  Continuing  Medical  Education;  5/2 
credit  hours;  fee:  $50;  contact:  James  Cerilli,  M.D.,  The  Ohio 
State  University  Hospital,  410  W.  10th  Avenue,  Columbus  43210, 
phone:  614/422-8811. 


-JANUARY 

SURGICAL  MANAGEMENT:  HOW  I DO  IT.  January 
23,  24;  Bunts  Auditorium,  Cleveland  Clinic  Foundation,  Cleve- 
land; 12  credit  hours;  fee:  $150,  $75  (students  and  physicians- 
in-training);  contact:  Director  of  CME,  Cleveland  Clinic  Edu- 
cational Foundation,  9500  Euclid  Avenue,  Cleveland  44106, 
phone:  216/444-5696. 

CLINICAL  ONCOLOGY  UPDATE  FOR  PRIMARY 
CARE  PHYSICIANS:  January  25,  26;  Sheraton  Dayton  Down- 
town; sponsor:  Wright  State  University  School  of  Medicine;  12 
credit  hours;  fee:  $40  Wright  State  faculty,  $55  for  others; 
contact:  Arlene  Polster,  Wright  State  University,  P.O.  Box  927, 
Dayton  45401,  phone:  513/372-7140. 


WINDSOR  HOSPITAL 

A NONPROFIT  CORPORATION 
— ESTABLISHED  1 8 9 8 — 

Chagrin  Falls,  Ohio 

247  - 5300 


A hospital  for  the  treatment 
of  Psychiatric  Disorders 

High  on  a Hill-Top,  Overlooking  Beautiful 
Cfiagrin  River  Valley. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals. 


FRIEDRICH  A.  LINGL.  M D 
Medical  Director 


GUY  H.  WILLIAMS,  JR..  M.D. 
Medical  Director  Emeritus 


Booklet  available  on  request. 

HERBERT  A.  SIHLER  Jr. 
President 


MEMBER:  American  Hospital  Association — National  Association  of  Private  Psychiatric  Hospitals 
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Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap To  make  this  case , the  most  extreme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 

MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary’  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy', quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
which  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a 
reference  product.  As  you 
know,  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracycline  and  ery- 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  “expensive”  brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 
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and  at  greater  risk  from 
pneumococcal  pneumonia 


The  risks  rise  sharply  with  the  years— 

Although  pneumococcal  pneumonia  can  occur  at  any  age,  it  is  often  more  serious 
for  older  patients.  Elderly  patients  are  at  greater  risk  of  developing  severe  bacteremic 
infection;  hospitalization  is  often  required  and  recovery  may  be  prolonged. 

Your  elderly  patients  with  pneumococcal  pneumonia  also  have  a significantly  higher 
mortality  rate— despite  antibiotic  therapy. 

Vaccination  with  PNEUMOVAX  can  significantly  reduce  the  incidence,  as 
well  as  the  considerable  economic  cost,  of  pneumococcal  pneumonia.  For  your  elderly 
patients,  it  offers  protection  against  a serious  and  frequently  debilitating  illness. 

PNEUMOVAX  is  also  useful  for  other  patients  at  high  risk:  persons  having  chronic 
physical  conditions  such  as  chronic  heart  disease  of  any  etiology,  chronic  broncho- 
pulmonary disease,  chronic  renal  failure,  diabetes  mellitus,  and  other  chronic 
metabolic  disorders;  persons  convalescing  from  severe  disease;  persons  in  chronic 
care  facilities. 

PNEUMOVAX  is  contraindicated  in  pregnant  females,  children  under  two  years 
of  age,  and  in  the  presence  of  hypersensitivity  to  any  component  of  the  vaccine. 

Adverse  reactions  include  local  erythema  and  soreness  at  the  injection  site;  low-grade 
fever  occurs  occasionally.  PNEUMOVAX  will  not  immunize  against  capsular  types 
of  pneumococci  other  than  those  contained  in  the  vaccine.  Available  data  suggest  that 
revaccination  before  3 years  may  result  in  more  frequent  and  severe  local  reactions. 


More  than  ever  he  may  need 


PNEUMOVAX 

(Pneumococcal  Vaccine,  Polyvalent  1 MSD) 


MSD 


MERCK 

SHARP& 


DOHME 


Please  see  following  page  for 
summary  of  prescribing  information. 

Copyright  © by  Merck  & Co.,  Inc.,  1979 


PNEUMOVAX® 

(Pneumococcal  Vaccine,  Polyvalent | MSD) 

INDICATIONS:  PNEUMOVAX  is  indicated  for  immunization 
against  lobarpneumonia  and  bacteremia,  caused  by  those  types  of 
pneumococci  included  in  the  vaccine,  in  all  persons  two  years  of 
age  or  older  in  whom  there  is  an  increased  risk  of  morbidity  and 
mortality  from  pneumococcal  pneumonia.  These  include:  (1) 
persons  "having  chronic  physical  conditions  such  as  chronic  heart 
disease  of  any  etiology,  chronic  bronchopulmonary  diseases, 
chronic  renal  failure,  and  diabetes  mellitus  or  other  chronic 
metabolic  disorders;  (2)  persons  in  chronic  care  facilities;  (3) 
persons  convalescing  from  severe  disease;  (4)  persons  50  years  of 
age  or  older. 

CONTRAINDICATIONS:  Hypersensitivity  to  any  component  of 
the  vaccine.  Epinephrine  injection  (1: 1000)  must  be  immediately 
available  should  an  acute  anaphylactoid  reaction  occur  due  to  any 
component  of  the  vaccine. 

Do  not  give  PNEUMOVAX  to  pregnant  females;  the  possible 
effects  of  the  vaccine  on  fetal  development  are  unknown. 

Children  less  than  two  years  of  age  do  not  respond  satisfactorily  to 
the  capsular  types  of  PNEUMOVAX  that  are  most  often  the  cause 
of  pneumococcal  disease  in  this  age  group.  Accordingly, 
PNEUMOVAX  is  not  recommended  in  this  age  group. 
PNEUMOVAX  is  not  recommended  for  patients  who  have 
received  extensive  chemotherapy  and/or  nodal  irradiation  for 
Hodgkins  disease. 

WARNINGS:  PNEUMOVAX  will  not  immunize  against  capsular 
types  of  pneumococcus  other  than  those  contained  in  the  vaccine  (see 
table  below). 


14  Pneumococcal  Capsular  Types  Included  in  PNEUMOVAX 


Nomenclature 

Pneumococcal  Types 

U.S.  12  3 4 6 

8 9 12 

14  19 

23 

25 

51 

56 

Danish  1 2 3 4 6A 

8 9N  I2F 

14  19F 

23  F 

25 

7F 

I8C 

If  the  vaccine  is  used  in  persons  receiving  immunosuppressive 
therapy,  the  expected  serum  antibody  response  may  not  be 
obtained.  Intradermal  administration  "may  cause  severe  local 
reactions. 

PRECAUTIONS:  Any  febrile  respiratory  illness  or  other  active 
infection  is  reason  for  delaying  use  of  PNEUMOVAX,  except 
when,  in  the  opinion  of  the  physician,  withholding  the  agent  entails 
even  greater  risk. 

Caution  and  appropriate  care  should  be  exercised  in  administering 
PNEUMOVAX  to  individuals  with  severely  compromised  cardiac 
and/or  pulmonary  function  in  whom  a systemic  reaction  would 
pose  a significant  risk  and  also  to  patients  who  have  had  episodes 
of  pneumococcal  pneumonia  or  other  pneumococcal  infection  in 
the  preceding  three  years  and  may  have  high  levels  of  preexisting 
pneumococcal  antibodies  which  may  result  in  increased  reactions, 
mostly  local  but  occasionally  systemic.  Available  data  suggest  that 
revaccination  before  three  years  may  result  in  more  frequent  and 
severe  local  reactions  at  the  site  of  injection,  especially  in  persons 
who  have  retained  high  antibody  levels. 

Children  under  two  years  of  age  may  not  obtain  a satisfactory 
antibody  response  to  some  pneumococcal  capsular  types.  There- 
fore, the  vaccine  should  not  be  used  in  this  age  group. 

ADVERSE  REACTIONS:  Local  erythema  and  soreness  at  the 
injection  site,  usually  of  less  than  48  hours’  duration,  occurs 
commonly;  local  induration  occurs  less  commonly.  In  a study  of 
PNEUMOVAX  (containing  14  capsular  types)  in  26  adults,  24 
(92%)  showed  local  reaction  characterized  principally  by  local 
soreness  and/or  induration  at  the  injection  site  within  2 days  after 
vaccination.  Low-grade  fever  (less  than  100.9°F)  occurs  occasion- 
ally and  is  usually  confined  to  the  24-hour  period  following 
vaccination.  Although  rare,  fever  over  102° F has  been  reported". 
Reactions  of  greater  severity,  duration,  or  extent  are  unusual. 
Rarely,  anaphylactoid  reactions  have  been  reported. 

NOTE:  Administer  subcutaneously  or  intramuscularly.  DO  NOT 
GIVE  INTRAVENOUSLY.  DO  NOT  GIVE  INTRADER- 
MA LLY. 

STORAGE  AND  USE:  Store  single-dose  prefilled  syringes  and 
unopened  and  opened  vials  at  2-8‘TT  (35.6-46.4°F).  The  vaccine  is 
used  directly  as  supplied.  No  dilution  or  reconstitution  is  necessary. 
Phenol  0.25%  added  as  preservative. 

Use  a separate  heat-sterilized  syringe  and  needle  for  each  individ- 
ual patient  to  prevent  transmission  of  hepatitis  B and  other 
infectious  agents  from  one  person  to  another.  All  vaccine  must  be 
discarded  after  the  expiration  date. 

Single-Dose  Prefilled  Syringe 

Inject  contents  of  syringe  to  effect  a single  dose. 

Single-Dose  and  5-Dose  Vials 

For  Syringe  Use:  Withdraw  0.5  ml  from  vial  using  a sterile 
needle  and  syringe  free  of  preservatives,  antiseptics,  and 
detergents. 

HOW  SUPPLIED:  PNEUMOVAX  is  supplied  in  5-dose  vials  of 
liquid  vaccine,  for  use  with  syringe  only;  in  a box  of  5 individual 
cartons,  each  containing  a single-dose  vial  of  vaccine;  and  in  5 
single-dose  prefilled  syringes. 

J9PX12  (DC  7014803) 

MSD 

MERCK  For  more  detailed  information,  consult  your  MSD  representa- 
oHA R ft  tive  or  see  full  prescribing  information.  Merck  Sharp  & 
DOHME  Dohme,  Division  of  Merck  & Co.,  inc.,  West  Point,  Pa.  19486. 
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Manuscript  Guidelines 

1.  EXCLUSIVE  PUBLICATION.  Articles  are  accepted  for  publica- 
tion with  the  understanding  that  they  are  contributed  solely  to  this  Journal.  : 
Permission  for  subsequent  publication  elsewhere  must  be  obtained  in  writing 
from  the  Editor  and  from  the  Author. 

2.  CORRESPONDENCE.  Address  all  correspondence  relating  to  pub- 
lication of  scientific  papers  to:  The  Consulting  Medical  Editor,  The  Ohio 
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JUA  Bill  Passes 

The  OSMA  achieved  a great  success  in  securing  the 
mandated  return  of  $25  million  to  Ohio  physicians  with 
the  passage  of  Senate  Bill  271  by  the  Ohio  House.  SB  271, 
sponsored  by  Senator  John  Mahoney  (D-Springfield), 
extends  the  Joint  Underwriting  Association  (JUA)  for 
one  additional  year. 

The  life  of  the  JUA,  originally  scheduled  to  expire 
December  31,  1980,  is  now  set  to  go  out  of  business 
December,  1981. 

The  return  of  the  $25  million  was  accomplished 
through  OSMA  supported  amendments  offered  by  Sen- 
ator Mahoney. 

The  OSMA  testified  before  the  Senate  Insurance 
Committee  and  outlined  the  specific  amendments  to 
accomplish  the  statutorily  mandated  return  of  physician 
money  in  the  Stabilization  Reserve  Fund. 

All  physicians  in  Ohio  purchasing  malpractice  in- 
surance have  been  required  to  pay  the  surcharge  to  the 
SRF  since  the  inception  of  the  JUA  in  1975. 

The  bill  requires  the  return  of  Stabilization  Reserve 
Fund  (SRF)  contributions  to  physicians  who  are  not 
JUA  policy  holders  as  of  June  30,  1980.  This  amounts  to 
about  $25  million  of  physician  money. 

Also,  an  additional  three  million  dollars  will  be 
saved  next  year  by  physicians  with  the  elimination  of 
the  annual  $250  surcharge  payment  for  non-JUA  policy 
holders  to  the  SRF.  The  amendments  require  the  return 
of  excess  SRF  dollars  over  the  $10  million  cap  and 
requires  the  Superintendent  of  Insurance  to  return  the 
excess  SRF  dollars  on  or  before  September  1,  1980  to 
physicians  and  hospitals  who  have  paid  into  the  SRF. 

The  bill  moved  from  the  House  Insurance  Commit- 
tee without  substantial  amendment  although  an  attempt 
was  made  to  increase  the  SRF  “cap”  from  $10  million 
to  $15  million.  The  OSMA  opposed  the  increase  in  the 
“cap,”  presently  at  $40  million,  and  provided  technical 
information  to  Committee  members  to  substantiate  our 
belief  that  ten  million  is  more  than  adequate.  The 
amendment  to  raise  the  SRF  cap  was  successfully  de- 
feated in  committee  by  the  OSMA.  The  bill’s  sponsor, 
Senator  Mahoney  and  five  Insurance  members  supported 
the  OSMA  position  and  should  be  thanked.  They  are: 


John  D.  Thompson,  Jr.,  (D-Cleveland) ; Frank  Mahnic, 
Jr.,  (D-Garfield  Heights) ; Dale  Van  Vyven,  (R-Cincin- 
nati);  Joseph  V.  Kovich,  (D-Youngstown) ; and  Robert 
E.  Nezley,  (R-Laura). 

Physicians  should  contact  their  local  legislators,  and 
thank  them  for  their  assistance  in  returning  physician 
contributions  to  the  SRF  that  most  physicians  believed 
would  never  be  returned.  The  OSMA  and  member  phy- 
sicians thank  the  Ohio  Osteopathic  Association  and  par- 
ticularly Senator  John  Mahoney  for  their  help  in  getting 
SB  271  through  the  legislature  in  less  than  two  months. 


Optometric  Bill  Modified 

The  House  Health  and  Retirement  Committee  sub- 
stantially modified  H.B.  158,  the  bill  that  establishes 
conditions  under  which  Ohio  optometrists  can  use  specific 
diagnostic  pharmaceutical  agents.  The  bill,  introduced  in 
a form  identical  to  legislation  vetoed  last  session  by  Gov- 
ernor Rhodes,  was  modified  to  limit  drug  formulary, 
establish  specific  education  requirements,  and  create  a 
mandatory  referral  standard. 

In  its  present  form  H.B.  158  would  permit  a qualified 
optometrist  to  administer  tropicamide  (1%  solution), 
hydroxyamphetamine  hydrobromide  (1%  solution),  phe- 
nylephrine hydrochloride  (2/2%  solution),  cyclopento- 
late  hydrochloride  (0.5%  solution),  benoxinate  hydro- 
chloride (0.4%  solution) , and  proparacaine  hydrochloride 
(0.5%  solution) . 

To  use  these  drugs,  an  optometrist  would  be  required 
to  pass  a “general  and  ocular  pharmacology  examination,” 
after  completing  a statutorily  prescribed  course  of  study, 
consisting  of  either  200  hours  of  classroom  instruction  and 
clinical  experience  or  an  equivalent  education  program 
over  a period  of  one  year  in  an  optometric  preceptorship 
program  under  the  supervision  of  an  ophthalmologist. 
Detailed  educational  requirements  would  be  promulgated 
by  joint  rule  of  the  State  Medical  Board  and  the  State 
Board  of  Optometry. 

The  referral  amendment,  requires  an  optometrist 
who,  during  the  course  of  a patient  examination,  deter- 
mines the  possibility  of  the  existence  of  a pathologic 
condition  to  refer  the  patient  to  a medical  practitioner. 
Violation  of  this  referral  section  would  be  grounds  for 
disciplinary  action  by  the  Optometry  Board. 

The  issue  now  before  Ohio’s  legislators  is  whether 
to  authorize  nonmedically  trained  practitioners  to  admin- 
ister potentially  dangerous  drugs.  OSMA  continues  to 
oppose  this  authorization. 
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Physicians  Beat  President  Carter’s 
Hospital  Cost  Containment  Bill 

After  two  years  and  four  months  of  the  most  inten- 
sive lobbying  in  recent  years,  the  U.S.  House  of  Repre- 
sentatives considered  H.R.  2626  the  Hospital  Cost  Con- 
tainment bill.  The  House  dumped  Carter’s  mandatory 
plan  and  supported  an  alternative  approach  introduced 
by  Missouri  Democrat  Richard  Gephardt.  His  bill  set 
up  a Commission  to  monitor  voluntary  efforts  to  curb 
hospital  costs  and  report  to  Congress.  Unlike  the  Carter 
bill,  it  carries  no  threat  of  mandatory  federal  controls 
if  voluntary  goals  are  not  met. 

The  OSMA  opposed  H.R.  2626  and  supported  the 
Gephardt  Amendment.  Since  August  representatives  of 
the  OSMA  have  been  in  Washington  discussing  this 
legislation  with  the  Ohio  Congressional  delegation.  In 
conjunction  with  that  effort,  hundreds  of  Ohio  physicians 
wrote  letters,  sent  telegrams,  and  called  their  Congress- 
men. This  combined  effort  successfully  convinced  a 
number  of  members  of  the  Ohio  delegation  to  oppose  the 
President  on  H.R.  2626.  In  a statement  after  the  defeat  of 
the  legislation,  President  Carter  charged  the  House 
action  was  a “victory  for  a highly  financed  special  interest 
lobby,”  and  cited  the  work  of  the  medical  associations  as 
a major  factor  in  the  defeat  of  the  bill. 

A number  of  Ohio  delegation  members  deserve  spe- 
cial recognition.  Representative  Thomas  Luken  (D-Cin- 
cinnati)  was  instrumental  in  the  defeat  of  H.R.  2626. 
Representative  Luken  organized  and  coordinated  a major 
part  of  the  opposition  to  this  legislation.  Mr.  Luken 
worked  closely  with  Representative  Gephardt  in  prepara- 
tion of  the  substitute  amendment  and  encouraged  his 
Democratic  colleagues  to  oppose  the  President,  the 
Speaker  of  the  House,  and  their  committee  chairmen  by 
supporting  the  defeat  of  the  mandatory  federal  controls. 
During  the  debate,  Representative  Luken  effectively  lim- 
ited the  impact  of  the  proponents’  data  by  providing 
information  from  Ohio  that  disputed  most  of  their  sta- 
tistics. Representative  Luken  risked  his  legislative  career 
in  the  House  by  opposing  the  Democratic  establishment. 
Representative  Douglas  Applegate  (D-Steubenville)  also 
opposed  the  legislation.  After  discussing  the  matter  ex- 
tensively with  OSMA  members  at  home,  representatives 
of  the  OSMA,  and  representatives  in  Washington,  he 
concluded  that  this  legislation  was  inappropriate. 


Representative  Willis  Gradison  (R-Cincinnati)  co- 
ordinated the  Republican  opposition  to  the  legislation. 
He  spoke  several  times  against  the  legislation  during  the 
debate.  Mr.  Gradison  spoke  at  least  three  times  and 
Congressman  Luken  spoke  approximately  ten  to  12 
times  against  the  bill. 

Administration  spokesmen  said  afterward  they  would 
try  to  revive  their  plan  in  the  Senate,  perhaps  as  an 
amendment  to  a health  insurance  bill  now  in  the  Finance 
Committee.  Representative  Henry  Waxman  (D-Califor- 
nia),  sponsor  of  the  Carter  bill  in  the  House  said  that  he 
thinks  it  is  dead  for  this  Congress.  At  the  White  House, 
Press  Secretary  Jody  Powell  said  the  President’s  reaction 
to  the  vote  was  “unprintable.”  Powell  called  the  vote  “a 
blow  to  the  fight  against  inflation,”  and  said  failure  to 
enact  the  mandatory  program  would  add  to  future 
budget  outlays  for  medical  programs.  On  the  key  vote  on 
the  substitute,  135  Republicans  and  99  Democrats  voted 
for  the  Gephardt  Amendment;  8 Republicans  and 
158  Democrats  voted  against  it.  A surprising  vote 
against  the  Gephardt  Amendment  came  from  Chal- 
mers P.  Wylie  (R-Columbus) . He  stood  with  seven  other 
Republicans  against  both  his  leadership  and  the  recom- 
mendations of  the  medical  community  in  opposing  the 
substitute.  The  Hospital  Cost  Control  bill  was  one  of 
the  most  heavily  lobbied  pieces  of  legislation  ever. 

The  combined  efforts  of  the  American  Medical  Asso- 
ciation and  the  OSMA  representatives  in  Washington, 
and  OSMA  members  at  home  talking  to  their  Congress- 
men, turned  around  the  Llospital  Cost  Containment  bill. 
OSMA  President  Thomas  Morgan  specifically  thanked 
those  physicians  who  took  the  time  to  write  their  Con- 
gressmen on  this  issue  and  cited  the  defeat  of  mandatory 
cost  containment  as  another  example  of  the  way  the 
OSMA  and  AMA  effectively  can  work  together  to  have 
a positive  impact  on  the  legislative  process.  Those  Con- 
gressmen who  supported  the  Gephardt  Amendment 
should  be  thanked  by  the  physicians  in  their  districts.  The 
following  Congressmen  supported  the  Medical  Associa- 
tion’s position  by  supporting  Gephardt: 

Douglas  Applegate,  St.  Clairsville;  John  M.  Ash- 
brook,  Johnstown;  Samuel  L.  Devine,  Columbus;  Willis 
D.  Gradison,  Jr.,  Cincinnati;  Tennyson  Guyer,  Lima; 
William  H.  Harsha,  Batavia;  Thomas  N.  Kindness,  Ham- 
ilton; Delbert  L.  Latta,  Bowling  Green;  Thomas  A.  Lu- 
ken, Cincinnati;  Clarence  E.  Miller,  Lancaster;  Ralph  S. 
Regula,  Canton;  J.  William  Stanton,  Painesville;  Lyle 
Williams,  Warren.  Clarence  J.  Brown  supported  the 
Association’s  position  but  failed  to  vote.  Opposing  the 
Medical  Association’s  positions  on  this  issue  were  Thomas 
Ludlow  Ashley,  Toledo;  Tony  P.  Hall,  Dayton;  Ronald 
M.  Mottl,  Cleveland;  Mary  Rose  Oakar,  Cleveland;  Don- 
ald J.  Pease,  Lorain;  John  F.  Seiberling,  Akron;  Louis 
Stokes,  Cleveland;  Charles  A.  Vanik,  Lyndhurst;  and 
Chalmers  P.  Wylie,  Columbus. 

(Courtesy  Department  of  State  and  Federal  Legislation) 
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and  at  greater  risk  from 
pneumococcal  pneumonia 


The  risks  rise  sharply  with  the  years— 

Although  pneumococcal  pneumonia  can  occur  at  any  age,  it  is  often  more  serious 
for  older  patients.  Elderly  patients  are  at  greater  risk  of  developing  severe  bacteremic 
infection;  hospitalization  is  often  required  and  recovery  may  be  prolonged. 

Your  elderly  patients  with  pneumococcal  pneumonia  also  have  a significantly  higher 
mortality  rate— despite  antibiotic  therapy. 

Vaccination  with  PNEUMOVAX  can  significantly  reduce  the  incidence,  as 
well  as  the  considerable  economic  cost,  of  pneumococcal  pneumonia.  For  your  elderly 
patients,  it  offers  protection  against  a serious  and  frequently  debilitating  illness. 

PNEUMOVAX  is  also  useful  for  other  patients  at  high  risk:  persons  having  chronic 
physical  conditions  such  as  chronic  heart  disease  of  any  etiology,  chronic  broncho- 
pulmonary disease,  chronic  renal  failure,  diabetes  mellitus,  and  other  chronic 
metabolic  disorders;  persons  convalescing  from  severe  disease;  persons  in  chronic 
care  facilities. 

PNEUMOVAX  is  contraindicated  in  pregnant  females,  children  under  two  years 
of  age,  and  in  the  presence  of  hypersensitivity  to  any  component  of  the  vaccine. 
Adverse  reactions  include  local  erythema  and  soreness  at  the  injection  site;  low-grade 
fever  occurs  occasionally.  PNEUMOVAX  will  not  immunize  against  capsular  types 
of  pneumococci  other  than  those  contained  in  the  vaccine.  Available  data  suggest  that 
revaccination  before  3 years  may  result  in  more  frequent  and  severe  local  reactions. 
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PNEUMOVAX® 

(Pneumococcal  Vaccine,  Polyvalent  | MSD) 

INDICATIONS:  PNEUMOVAX  is  indicated  for  immunization 
against  lobar  pneumonia  and  bacteremia,  caused  by  those  types  of 
pneumococci  included  in  the  vaccine,  in  all  persons  two  years  of 
age  or  older  in  whom  there  is  an  increased  risk  of  morbidity  and 
mortality  from  pneumococcal  pneumonia.  These  include:  (1) 
persons  "having  chronic  physical  conditions  such  as  chronic  heart 
disease  of  any  etiology,  chronic  bronchopulmonary  diseases, 
chronic  renal  failure,  and  diabetes  mellitus  or  other  chronic 
metabolic  disorders;  (2)  persons  in  chronic  care  facilities;  (3) 
persons  convalescing  from  severe  disease;  (4)  persons  50  years  of 
age  or  older. 

CONTRAINDICATIONS:  Hypersensitivity  to  any  component  of 
the  vaccine.  Epinephrine  injection  (1;  1000)  must  be  immediately 
available  should  an  acute  anaphylactoid  reaction  occur  due  to  any 
component  of  the  vaccine. 

Do  not  give  PNEUMOVAX  to  pregnant  females;  the  possible 
effects  of  the  vaccine  on  fetal  development  are  unknown. 

Children  less  than  two  years  of  age  do  not  respond  satisfactorily  to 
the  capsular  types  of  PNEUMOVAX  that  are  most  often  the  cause 
of  pneumococcal  disease  in  this  age  group.  Accordingly, 
PNEUMOVAX  is  not  recommended  inlhis  age  group. 
PNEUMOVAX  is  not  recommended  for  patients  who  have 
received  extensive  chemotherapy  and/or  nodal  irradiation  for 
Hodgkins  disease. 

WARNINGS:  PN EU MOVAX  will  not  immunize  against  capsular 
types  of pneumococcus  other  than  those  contained  in  the  vaccine  (see 
table  below). 


14  Pneumococcal  Capsular  Types  Included  in  PNEUMOVAX 


Nomenclalure 

Pneumococcal  Types 

U.S.  12  3 4 6 

8 9 12  14  19 

23 

25 

51 

56 

Danish  1 2 3 4 6A 

8 9N  12F  14  19F 

23F 

25 

7F 

18C 

If  the  vaccine  is  used  in  persons  receiving  immunosuppressive 
therapy,  the  expected  serum  antibody  response  may  not  be 
obtained.  Intradermal  administration  "may  cause  severe  local 
reactions. 

PRECAUTIONS:  Any  febrile  respiratory  illness  or  other  active 
infection  is  reason  for  delaying  use  of  TNEUMOVAX,  except 
when,  in  the  opinion  of  the  physician,  withholding  the  agent  entails 
even  greater  risk. 

Caution  and  appropriate  care  should  be  exercised  in  administering 
PNEUMOVAX  to  individuals  with  severely  compromised  cardiac 
and/or  pulmonary  function  in  whom  a systemic  reaction  would 
pose  a significant  risk  and  also  to  patients  who  have  had  episodes 
of  pneumococcal  pneumonia  or  other  pneumococcal  infection  in 
the  preceding  three  years  and  may  have  high  levels  of  preexisting 
pneumococcal  antibodies  which  may  result  in  increased  reactions, 
mostly  local  but  occasionally  systemic.  Available  data  suggest  that 
revaccination  before  three  years  may  result  in  more  frequent  and 
severe  local  reactions  at  the  site  of  injection,  especially  in  persons 
who  have  retained  high  antibody  levels. 

Children  under  two  years  of  age  may  not  obtain  a satisfactory 
antibody  response  to  some  pneumococcal  capsular  types.  There- 
fore, the  vaccine  should  not  be  used  in  this  age  group. 

ADVERSE  REACTIONS:  Local  erythema  and  soreness  at  the 
injection  site,  usually  of  less  than  48  hours’  duration,  occurs 
commonly;  local  induration  occurs  less  commonly.  In  a study  of 
PNEUMOVAX  (containing  14  capsular  types)  in  26  adults,  24 
(92%)  showed  local  reaction  characterized  principally  by  local 
soreness  and/or  induration  at  the  injection  site  within  2 days  after 
vaccination.  Low-grade  fever  (less  than  100.9°F)  occurs  occasion- 
ally and  is  usually  confined  to  the  24-hour  period  following 
vaccination.  Although  rare,  fever  over  102°  F has  been  reported 
Reactions  of  greater  severity,  duration,  or  extent  are  unusual. 
Rarely,  anaphylactoid  reactions  have  been  reported. 

NOTE:  Administer  subcutaneously  or  intramuscularly.  DO  NOT 
GIVE  INTRAVENOUSLY.  DO  NOT  GIVE  INTRADER- 
MA LLY. 

STORAGE  AND  USE:  Store  single-dose  prefilled  syringes  and 
unopened  and  opened  vials  at  2-8'TT  (35.6-46.4°F).  TFie  vaccine  is 
usea  directly  as  supplied.  No  dilution  or  reconstitution  is  necessary 
Phenol  0.25%  added  as  preservative. 

Use  a separate  heat-sterilized  syringe  and  needle  for  each  individ- 
ual patient  to  prevent  transmission  of  hepatitis  B and  other 
infectious  agents  from  one  person  to  another.  All  vaccine  must  be 
discarded  after  the  expiration  date. 

Single-Dose  Prefilled  Syringe 

Inject  contents  of  syringe  to  effect  a single  dose. 

Single-Dose  and  5-Dose  Vials 

For  Syringe  Use:  Withdraw  0.5  ml  from  vial  using  a sterile 
needle  and  syringe  free  of  preservatives,  antiseptics,  and 
detergents. 

HOW  SUPPLIED:  PNEUMOVAX  is  supplied  in  5-dose  vials  of 
liquid  vaccine,  for  use  with  syringe  only;  in  a box  of  5 individual 
cartons,  each  containing  a single-dose  vial  of  vaccine;  and  in  5 
single-dose  prefilled  syringes. 
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Medicine  — 1980  Style? 


Herman  I.  Abromowitz,  M.D. 


Remember  those  old  medical  school  terms  “spastic” 
and  “traumatic” — well,  now  they  seem  to  have  been 
replaced  in  our  repertoire  of  ancillary  medical  terms  by 
“cost  containment,”  “regulatory  medicine,”  “national 
health  insurance,”  etc.  Somehow,  as  we  had  accustomed 
ourselves  to  the  “ring”  of  those  old  school  phrases,  we 
must  now  face  the  frank  reality  that  the  new  terms  of  the 
1970s  involving  cost  effectiveness  might  become  the  guide- 
lines of  medical  practice  of  the  1980s. 

We  all  know  our  role  as  physicians  in  cost  contain- 
ment is  truly  significant.  Through  the  services  physicians 
provide  to  patients  in  their  offices,  in  hospitals,  in  ex- 
tended care  facilities,  through  diagnostic  laboratory  and 
x-ray  services,  and  medications  which  they  prescribe, 
physicians  directly  or  indirectly  control  70%  to  80%  or 
more  of  the  total  expenditures  for  medical  care.  The 
Department  of  Health,  Education  and  Welfare  statistics 
reveal  the  nation’s  health  care  costs  are  taking  an  increas- 
ing percentage  of  the  Gross  National  Product-GNP.  Some 
statistics  show  that  in  1968,  health  costs  were  $53.7 
billion — 6.5%  of  the  GNP.  In  1978,  these  medical  costs 
increased  to  $183  billion  dollars — 8.8%  of  the  GNP. 
HEW  estimates  that  medical  costs  in  1983  will  be  $322.8 
billion — 9.7%  of  the  GNP.  These  figures  are  overwhelm- 
ing when  we  compare  the  1983  predictions  with  the  fact 
that  only  20  years  earlier  medical  costs  were  only  $32.4 
billion.  This  span  of  20  years  is  projected  to  show  a ten- 
fold increase  in  medical  costs. 

Primary  Goals 

In  approaching  the  delivery  of  medical  care,  there 
are  always  three  primary  goals  that  must  be  established: 
1,  access;  2)  quality;  and  3)  cost.  Statistics  further  re- 
veal that  insurance  through  private  and  public  programs 
has  widened  the  access  to  medical  care,  and  it  is  known 
that  nine  out  of  every  ten  hospital  bills  and  65%  of  all 
physician  care  expenses  are  covered  currently  by  insur- 
ance. Obviously,  many  factors  which  have  produced  rising 
medical  expenditures  have  been  related  directly  to  efforts 
to  obtain  better  access  and  higher  quality  medical  care. 
An  inflationary  economy  also  has  contributed  greatly  to 


rising  health  care  costs.  Physicians  everywhere  are  deeply 
concerned  that  certain  cost  containment  efforts  will  curtail 
incentives  to  all  physicians  to  achieve  the  goals  of  always 
providing  quality  health  care  with  greater  access  and 
availability  of  physician  services. 

Legislation 

Many  consumers,  providers,  legislators,  and  people  in 
general  believe  that  certain  types  of  “panacea  legislations” 
and/or  “panacea  regulations,”  such  as  arbitrary  imposition 
of  price  controls,  national  health  insurance,  and  more 
open  competitive  practices  will  be  an  all-purpose  remedy, 
so  to  speak,  for  rising  health  care  costs.  This  is  indeed  a 
great  misconception  as  a solution  for  a very  complex 
problem.  Let  us  educate  before  legislating  certain  health 
care  aspects,  such  as  safer  automobiles  and  safer  drivers; 
let  us  educate  better  eadng  habits  and  eliminate  smoking; 
let  us  better  educate,  and  then  we  can  righteously  and 
intelligently  legislate  and/or  regulate. 

Quality  care  must  be  cost  effective  has  certainly  been 
the  theme  of  the  American  Medical  Association  in  recent 
years,  as  well  as  the  Ohio  State  Medical  Association,  and 
all  responsible  physicians  in  this  country.  Under  the  direc- 
tion of  the  Board  of  Trustees  of  the  American  Medical 
Association,  in  December  of  1977,  an  independent  Na- 
tional Commission  on  the  Cost  of  Medical  Care  reported 
48  recommendations  pertaining  to  the  cost  of  health  care. 
This  Commission  was  composed  of  members  from  busi- 
ness, labor,  government,  academia,  the  consumer  sector, 
and  the  health  care  delivery  area.  It  proposed  strong 
recommendations,  including  the  establishment  of  a for- 
malized voluntary  cost  containment  program  by  the  hos- 
pital industry,  the  AMA,  and  other  interested  groups. 
This  has  been  established  and  currently  is  in  effect  in 
Ohio  under  the  Ohio  Voluntary  Effort,  which  is  actively 
involved  in  cost  effective  programs. 

Regulation 

A study  conducted  by  the  Hospital  Association  of 
New  York  State  in  1978,  revealed  that  approximately 
25%  of  all  hospital  costs  were  attributed  to  meeting  gov- 


December,  1979  j 745 


TABLETS 

ALDORIL®-25 

containing  250  mg  ALDOMET®  (Methyldopa,  MSDI 
and  25  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSO) 
TABLETS 

ALDORIL® -15 

containing  250  mg  ALDOMET®  (Methyldopa,  MSDI 
and  15  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSD) 

TABLETS 

ALDORIL®  D30 

containing  500  mg  ALDOMET®  (Methyldopa,  MSD) 
and  30  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSD) 
TABLETS 

ALDORIL®  D50 

containing  500  mg  ALDOMET®  (Methyldopa,  MSD) 
and  50  mg  HydroDIURIL®  (Hydrochlorothiazide,  MSD) 


Merck  Sharp  8 Dohme,  Division  of 
Merck  8 Co  , Inc,,  West  Point,  PA  19486 

Copyright  © 1979  by  Merck  & Co . Inc 


MSD 


J9AR13 


ernment  regulatory  requirements.  It  also  revealed  that 
registered  professional  nurses,  traditionally  considered  to 
be  totally  involved  in  patient  care,  spend  approximately 
25%  of  their  time  on  regulatory  matters.  Another  im- 
pressive finding  of  this  study  revealed  that  about  115 
million  man-hours  per  year  were  needed  to  meet  regu- 
latory requirements.  This  same  115  million  man-hours  is 
the  equivalent  of  more  than  56,000  hospital  employees 
spending  all  of  their  time  on  regulatory  matters.  These 
56,000  hospital  employees  could  staff  75  hospitals,  each 
with  an  average  of  250  beds,  and  provide  medical  services 
to  approximately  600,000  hospital  patients — WOW!  This 
study  also  indicated  that  four  hospital  departments — 
Administration,  Personnel,  Social  Service,  and  Utilization 
Review,  each  devoted  50%  or  more  of  their  costs  to  just 
meet  regulatory  requirements.  Therefore,  let  us  continue 
to  ask  our  legislators,  “Will  more  regulation  be  cost  effec- 
tive and  enhance  quality  medical  care?” 

OSMA 

The  Ohio  State  Medical  Association  has  established 
a Committee  on  Cost  Effectiveness  which  is  attempting  to 
develop  scientific  ideas  in  reference  io  cost  effectiveness 
as  it  affects  all  physicians  in  this  State.  Certain  concepts 
and  activities  are  outlined  below: 

1.  Establish  local  cost-effective  committees. 

2.  Promote  education  of  the  public,  industry  and 
local  physicians  concerning  the  appropriate  utilization  of 
all  facilities. 

3.  Create  an  awareness  in  each  physician  of  basic 
hospital  costs  and  all  medical  costs  in  general. 

4.  Develop  and  promote  efforts  to  shorten  hospital 
stays  without  sacrificing  quality  care  and  encourage  better 
utilization  of  appropriate  outpatient  facilities,  including 
physicians’  offices. 

5.  Encourage  more  efficient  office  practices. 

6.  Inform  house  staff  and  medical  students  of  the 
cost  of  health  care  services. 

7.  Encourage  insurance  carriers  to  expand  coverage 
for  services  on  an  outpatient  basis. 

8.  Establish  more  active  physician  participation  in  all 
health  care  groups,  and  concerned  civic  groups. 


Summary 

The  1980s  will  usher  in  undoubtedly  many  legislative 
changes  affecting  the  practice  of  medicine.  The  “gaunt- 
let” of  cost  effective  health  care  has  been  thrust  righ- 
teously upon  us.  Let  each  of  us  pick  up  this  “gauntlet” 
with  pride  and  dedication  of  purpose  to  better  educate 
and  inform  ourselves,  our  patients,  and  the  public  of  the 
hazards  of  the  so-called  “legislative  and/or  regulatory 
panaceas  of  the  1980s”  in  dealing  with  rising  health  care 
costs.  Let  us  all  work  together  toward  a needed  and  proper 
solution  for  one  of  America’s  most  pressing  problems. 
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HEW  — No  More 

Approximately  180  days  remain  for  criticizing  the 
Department  of  Health,  Education  and  Welfare  (HEW) 
regarding  its  actions  with  respect  to  the  health  care  field. 
With  Congress  creating  a separate  Department  of  Edu- 
cation, remaining  HEW  functions  have  been  redesignated 
into  a Department  of  Health  and  Human  Services 
(HHS).  The  change  will  occur  in  about  six  months. 


HMO  Ten -Year  Strategy  Released 

A recently  completed  HEW  report  outlines  a ten- 
year  strategy  for  the  government  to  promote  the  growth 
of  health  maintenance  organizations  (HMOs).  The 
strategy  calls  for  federal  funds  and  support  to  be  focused 
where  there  is  the  “greatest  potential  return.” 

The  strategy  is  aimed  at: 

1.  Twenty  cities  with  the  highest  health  care  costs. 
Cleveland  is  targeted  in  this  group. 

2.  Nineteen  metropolitan  areas  with  high  population 
growth.  No  areas  in  Ohio  are  in  this  category. 

3.  Twenty-two  large  communities  with  above  aver- 
age health  care  costs.  Toledo,  Columbus,  Cincinnati, 
and  the  Youngstown- Warren  area  are  targeted  in  this 
group. 

Under  this  strategy  EIEW  expects  that  19.1  million 
people  will  be  enrolled  in  HMOs  by  1988  compared  to 
1978  enrollment  of  nearly  seven  and  one-half  million. 


More  on  HMOs 

A recent  article  in  the  Washington  Post  quotes 
officials  of  the  Group  Health  Association,  Washington, 
D.C.’s  largest  HMO,  as  intentionally  building  appoint- 
ment delays  into  its  system  as  a cost  control  measure.  The 
article  states  that  members  of  this  HMO  at  times  found 
themselves  waiting  more  than  12  weeks  for  routine  ob- 
stetric and  gynecologic  appointments. 


Controls  Out  of  Control? 

The  Hospital  Association  of  New  York  State  in  its 
Eighth  Annual  Fiscal  Pressures  Survey  reports  that  three 
out  of  four  New  York  State  Hospitals  operated  at  a 


financial  loss  last  year.  The  Association  places  the  blame 
on  “the  most  repressive  rate  control  system  in  the 
country.”  The  survey  also  shows  that  only  four  percent 
of  the  state’s  hospitals  have  avoided  a loss  in  the  last 
five  years. 


Congress  has  passed  amendments  to  the  Health 
Planning  and  Resources  Development  Act. 

Some  of  the  major  changes  in  the  measures: 

• Provide  for  a three-year  planning  cycle  for 
health  system  plans  and  state  health  plans  instead  of 
one  year. 

• Prohibit  HSAs  to  hire  lobbyists  with  federal 
funds. 

• Require  that  mental  health  must  be  addressed 
in  the  plans. 

• Eliminate  requirement  in  present  law  that  state 
and  local  planning  decisions  must  conform  to  national 
guidelines  set  by  HEW. 

• Extend  Certificate  of  Need  (CON)  approval  to 
physicians’  offices  only  in  cases  where  expensive  equip- 
ment ($150,000  or  more)  is  to  be  used  for  hospital 
inpatients.  States  may  set  broader  CON  requirements 
if  laws  are  enacted  prior  to  September  30,  1982. 

• Require  governors  to  approve  state  health  plans. 

• Specify  Health  System  Agencies  (HSA)  receive 
at  least  $225,000  in  Fiscal  Year  1980. 

• Require  at  least  50%  of  the  members  of  an 
HSA  governing  board  to  be  nominated  and  selected  by 
persons  not  serving  on  an  existing  board. 


HEW  announced  Medicare  beneficiaries  will  be  pay- 
ing $20  more  for  hospital  stays  after  January  1,  1980. 
This  increase  is  in  compliance  with  the  Medicare  law 
which  requires  that  an  annual  adjustment  be  made  in 
payment  levels  to  keep  pace  with  hospital  costs.  The 
hospital  deductible  for  a term  of  illness  will  be  $180 
January  1,  1980.  The  deductible  was  $40  when  the 
Medicare  Program  started  in  1966.  This  year’s  deductible 
is  a 450%  increase  over  the  1966  figure. 

( Continued  ) 
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Judge  Blocks  Publication 

United  States  District  Court  Judge  Charles  C.  Scott 
issued  a permanent  injunction  blocking  HEW  from  pub- 
lishing a Medicare  list  naming  physicians  and  the  amount 
of  funds  received  under  that  program.  The  injunction 
covers  the  publication  of  the  1977  list,  and  for  any 
piior  or  past  1977  publication.  This  is  a great  victory 
for  the  AMA  and  the  Florida  Medical  Association.  The 
judge  ruled  that  the  publication  of  such  a list  is  an 
“unwarranted  invasion  of  privacy.”  There  has  been  no 
announcement  whether  HEW  will  appeal  this  decision. 


Another  United  States  Court  Decision 

A federal  judge  ruled  in  early  October  that  in- 
formation collected  by  PSROs  is  open  to  public  dis- 
closure. Although  the  decision  currently  applies  to  only 
one  PSRO  area,  the  handwriting  is  on  the  wall  for  other 
areas  unless  this  decision  is  overturned.  It  is  anticipated 
this  ruling  will  be  appealed.  An  amendment  is  pending 
which  would  treat  PSRO  information  as  confidential. 

Although  the  ruling  protects  the  identity  of  pa- 
tients, physician  and  hospital  identities  are  subject  to 
disclosure  in  certain  instances. 


For  five  digit  loans 
just  push  ten  little  buttons 


(800)  423-5025 

Call  Toll  Free  to  learn  why  we  re  one  of  the  nation's  largest 
big  money  lenders  to  doctors  Loans  available  from 
$10,000  to  $65,000.  Commitments  issued  within  48  hours 
after  receiving  documentation. 

WOODSIDE  CAPITAL  CORPORATION 

21424  Ventura  Blvd.,  P.O.  Box  368 
Woodland  Hills,  CA  91365 

(In  California,  Hawaii  or  Alaska,  call  Collect:  213-883-6606) 


In  1918  Ben  Franklin  appeared  on  the 
$100  Bill  and  the  $2  Stamp 


The  $100  Bill  has  lost  94%  of  its  value;  the  Stamp  has  gained  54,900% 

wmomiii 


U.S  $2  Franklin  Orange  & Black  Mint.  Catalog  Value: 
1972  $125:  1977  $ 250:  1979  $400:  1980(Current)  $900 
Sold  at  auction  August,  1 979  $1100 

Please  send  me  details  of  your 
Rare  Stamp  Investment  Services. 

Name  


Address 


(Please  Print) 


Ohio  residents  only  please. 


The  growth  in  rare  stamp  values  has  been  truly  remarkable.  During  the  last 
thirteen  years  major  indices  have  increased  at  compound  rates  varying  from  1 5%  to 
29%  yearly.  Most  recently,  gains  at  an  annual  rate  of  over  71%  have  been  recorded, 
with  our  selected  portfolio  gaining  98.7%  for  the  year  ended  October  1,  1979. 
Hundreds  of  major  auctions  held  almost  daily  throughout  the  world  provide  a highly 
fluid  market  in  which  the  supply  is  fixed  and  demand  continues  to  expand  with  no 
indication  of  any  lessening. 

Rare  stamps  offer  the  investor  many  advantages.  They  can  be  purchased  singly 
or  in  any  quantity,  are  readily  available,  may  be  promptly  reduced  to  cash,  and  are 
acceptable  anywhere  in  the  world. 

Selectivity,  however,  is  all  important.  Variations  in  performance  are  immense. 
While  the  eleven  year  rise  in  British  stamps  was  1,741%,  that  in  United  States 
during  the  same  period  was  only  566%  and  in  Canadian  only  355%. 

Like  any  other  form  of  investment,  the  past  is  only  a guide  to  the  future  and  rare 
stamps  can  fall  in  value  as  well  as  rise,  particularly  in  the  very  shortterm.  However, 
we  believe  that  rare  stamps  have  considerable  further  growth  potential. 

Investment  in  rare  stamps  needs  careful  guidance.  What  to  buy.. ..when  to 
buy.. ..and,  above  all,  how  much  to  pay.  You  may  wish  to  consider  our  assistance. 

For  full  details  and  an  application  form,  please  mail  the  coupon. 

GUARDIAN  NATIONAL  CORPORATION 

1460  West  Lane  Avenue 
Columbus,  Ohio  43221 

Telephone:  614-486-5363  Ohio  Toll  Free  1-800-282-9428 
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Facing  The  Free  Riders 

G.  Douglass  Ford,  M.D. 


The  American  Medical  Association’s  Council  on 
Long  Range  Planning  and  Development  (CLRPD)  issued 
Report  B for  the  consideration  of  the  AMA  House  of 
Delegates  at  its  1979  annual  meeting.  Some  of  the  back- 
ground material  contained  in  that  report  illustrated  a 
serious  problem  for  the  federation  of  medical  societies  we 
call  “organized  medicine.”  The  problem,  simply  stated,  is 
dwindling  membership.  To  a lesser  extent,  the  problem 
applies  to  the  Ohio  State  Medical  Association  and  to 
some  county  medical  societies  in  Ohio. 

In  my  opinion,  the  federation  of  the  county  medical 
society,  the  state  medical  society,  and  the  American  Medi- 
cal Association  is  one  of  the  most  effective  and  respected 
physicians’  organizations  in  our  country.  Nevertheless,  the 
federation  competes  with  more  than  250  other  organi- 
zations in  the  United  States  for  the  “allegiance  and  dues 
dollars  of  physicians.”  Moreover,  every  hospital  competes 
for  the  allegiance  of  the  physicians  in  its  service  area,  as 
do  the  local  units  of  the  many  national  health  agencies 
and  the  countless  civic  and  church  groups  which  physi- 
cians support  with  their  time  and  money. 

How  then,  can  large  physician  organizations  compete 
effectively  for  a larger  share  of  a finite  amount  of  money 
and  time  that  the  American  physician  will  choose  to  spend 
either  as  dues  or  contributions?  The  CLRPD  recommends 
the  following: 

“Recommendation  No.  1 : That  the  concept  that  the 
AMA  become  the  umbrella  organization  for  all  of  medi- 
cine be  endorsed. 

“Recommendation  No.  2:  That,  as  a means  of  alle- 
viating the  immediate  membership  problem  as  quickly  as 
possible,  the  bylaws  be  changed  to  allow  AMA  to  recruit 
and  accept  members  directly  under  the  following  pro- 
gram: Each  year,  cooperative  efforts  to  recruit  members 
through  the  federation  will  be  pursued  as  usual.  However, 
as  of  May  1,  after  the  traditional  dues  billing  process 
through  the  federation  has  had  a chance  to  work,  AMA 
will  have  the  opportunity  to  recruit  and  accept  members 


directly,  without  the  necessity  of  having  to  go  through 
the  state  medical  societies. 

“Recommendation  No.  3:  That  the  concept  of  the 
AMA  as  an  organization  of  American  medical  organiza- 
tions, a logical  and  eventually  necessary  configuration  for 
the  AMA,  be  endorsed  as  a planning  objective;  and  that 
the  Council,  in  consultation  with  constituent  and  com- 
ponent medical  associations,  continue  to  develop  this 
concept  for  consideration  by  the  House  of  Delegates  at 
the  1979  interim  meeting.” 

These  recommendations  will  be  debated  at  each  of 
the  annual  meetings  of  the  various  state  medical  societies 
and  will  be  voted  upon  at  the  AMA  annual  meeting  in 
1980.  Such  discussions  at  the  state  level  should  reflect 
input  from  each  individual  member  of  the  OSMA  and 
AMA  to  the  OSMA  delegate  and  alternate  delegate  from 
his  or  her  county  medical  society.  The  individual  member 
also  may  inform  his  or  her  OSMA  district  councilor.  Any 
member  can  (and  is  encouraged  to)  actively  participate 
in  the  debate  held  before  the  designated  reference  com- 
mittee at  the  annual  OSMA  meeting  in  Cincinnati  next 
May.  The  reference  committees  will  meet  on  Monday, 
May  12,  1980. 

The  CLRPD  report  provides  an  analysis  of  the  func- 
tions of  a medical  organization  in  today’s  environment. 
That  analysis  identified  the  following  as  those  needs  of  a 
physician  which  should  be  met  by  the  physician’s  organi- 
zation : 

1.  Training  (including  CME) 

A)  Registration 

B)  Accreditation 

2.  Scientific  Guidance 

3.  Ethical  Guidance 

4.  Representation 

A)  Socioeconomic  and  Political 

B)  Negotiations 

C)  PR  and  Image 

Continued  on  page  758 
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The  ‘Maher 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive’1  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 

MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy,  quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-hpe  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HC1  capsules 
which  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a 
reference  product.  As  you 
know,  there  is  substantial 
literature  on  this  subject 
affeedng  many  drugs,  in- 
cluding such  antibiotics 
as  tetracycline  and  ery- 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  “expensive”  brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 
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' Matters 


MYTH:  Generic  options  al- 
most always  exist. 

FACT:  About  55  percent 
of  prescription  drug  ex- 
penditure is  for  single- 
source drugs.  This 
means,  of  course,  that  for 
only  45  percent  of  such 
expenditure,  is  a generic 
prescribing  option  avail- 
able. 


MYTH:  Generic 
prescriptions  are  filled  with 
inexpensive  generics,  th us 
saving  consumers  large 
sums  of  mone\>. 

FACT:  Market  data  show 
that  you  invariably 
prescribe — and  pharma- 
cists dispense — both 
brand  and  genericallv 
labeled  products  from 
known  and  trusted 
sources,  in  the  best  inter- 
est of  patients.  In  most 
cases  the  patient  receives 
a proven  brand  product. 
Savings  from  voluntary 
or  mandated  generic 
prescribing  are  grossly 
exaggerated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
was  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  vou  as  a 
Ph  vsician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  and  keep  patients 
on  the job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  mone\>. 

FACT:  Government 
schemes  alw  ays  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  worse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  bv  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise , your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  wall  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  myths  about  price 
and  equivalency  have  been 
shattered , one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always, your  best  guide  to 
drug  therapy  for  vour  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 


BMK 

Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 

Washington,  D.C.  20005 
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5.  Service  Benefits 

A)  Professional  Liability 

B)  Insurance/Investments 

C)  Loans 

6.  Credentials 

7.  Communications 

8.  “Sense  of  Belonging” 

The  component  societies,  both  state  and  county,  as 
well  as  the  AMA,  meet  these  listed  needs  with  varying 
results.  The  effectiveness  of  each  society  is  a function  of 
its  size  or  corresponding  membership  base,  for  each  is 
dependent  upon  and  limited  by  the  dues  monies  collected. 
It  is  important  to  understand  that  there  are  an  estimated 
160,000  or  more  practicing  physicians  in  the  United  States 
who  are  not  members  of  a county  society  and  not  members 
of  the  AMA  or  their  state  society. 

In  Ohio  there  are  over  24,000  physicians  who  cur- 
rently have  a valid  certificate  to  practice  medicine.  An 
estimated  14,000  of  them  actually  practice  in  Ohio.  As 
of  August,  only  10,391  of  the  14,000  were  paid  members 
of  the  OSMA.  In  addition,  there  are  1,192  dues-exempt 
members  and  42  life,  active  OSMA  members  (11,625 
total  members).  Of  the  10,391  dues-paying  OSMA  mem- 
bers, 6,627  have  paid  1979  dues  to  the  AMA  as  of  August 
1979.  An  additional  1,435  Ohioans  are  exempt  from 
paying  AMA  dues  (8,062  total). 

In  1977,  1,243  physicians  were  granted  Ohio  certifi- 
cates to  practice,  with  1,190  licensed  in  1978.  Of  that 
number,  661  joined  an  Ohio  county  medical  society  and 
the  OSMA  in  1978.  So  far  in  1979,  1,144  certificates  have 
been  issued  by  the  Ohio  State  Medical  Board.  Of  these 
physicians,  464  have  joined.  In  1972,  paid  membership  in 
the  OSMA  was  9,593,  and  paid  AMA  membership  was 
7,218.  At  the  end  of  1978,  there  were  10,563  paid  OSMA 
members,  and  6,708  paid  AMA  members  from  Ohio. 
Thus,  despite  the  increasing  number  of  physicians  in  Ohio, 
it  is  apparent  that  membership  in  the  federation  has  not 
kept  pace. 

As  the  costs  of  implementing  programs  designed  to 
meet  the  needs  of  the  member  (and  of  the  nonmember) 
continue  to  rise,  this  decline  in  membership  places  an 
increasing  financial  burden  on  those  who  are  paying  dues. 
Therefore,  the  CLRPD  designates  the  nonmember  to  be 
a free  rider.  In  its  report,  the  CLRPD  calculates  that  each 
AMA  dues-paying  member  subsidizes  the  physician  who 
has  not  joined  any  medical  society,  by  $239  per  year.  Had 
all  members  of  each  state  society  joined  AMA,  it  could 
have  reduced  its  annual  dues  to  $183  per  year,  and  still 
maintained  the  income  level  currently  provided  by  the 
$250  per-year  dues.  At  the  present  rate  of  inflation,  the 
CLRPD  estimates  that  AMA  dues  must  increase,  or  pro- 
gram expenditures  must  decrease,  unless  20,000  additional 
members  are  recruited  annually  in  the  next  several  years. 
The  OSMA  faces  the  same  choices,  only  in  smaller 
numbers. 


Let’s  review  some  examples  of  how  a nonmember  can 
gain  a free  ride  from  dues-paying  colleagues. 

1.  TRAINING:  The  AMA  and  OSMA  accredit 
institutions  for  the  provision  of  continuing  medical  educa- 
tion (CME)  category  one  courses.  Both  organizations 
sponsor  several  courses,  as  well.  Nationwide,  the  AMA 
accredited  1,744  organizations  and  institutions  in  1978. 
The  OSMA  has  accredited  54  institutions  in  Ohio  (in 
addition  to  those  accredited  by  the  AMA).  Since  the 
Ohio  law  requires  every  physician  to  have  an  accumula- 
tion of  60  category  one  hours  each  triennium,  as  a condi- 
tion of  continued  certification  to  practice  in  Ohio,  every 
physician  in  Ohio  can  benefit  from  the  increased  avail- 
ability of  these  educational  programs,  regardless  of  mem- 
bership status. 

2.  SCIENTIFIC  GUIDANCE:  In  1979,  the  AMA 
will  present  26  national  and  regional  scientific  programs. 
The  OSMA  presents  scientific  programs  during  the 
annual  meeting,  as  well  as  several  regional  programs 
throughout  the  state  each  year.  Both  organizations  publish 
scientific  journals,  library  copies  of  which  are  available 
to  every  physician  in  Ohio,  regardless  of  membership 
status. 

3.  ETHICAL  GUIDANCE : The  Principles  of  Medi- 
cal Ethics  are  promulgated  by  the  AMA,  and  the  appli- 
cations of  these  principles  are  the  responsibility  of  the 
AMA  Council  on  Judicial  Affairs.  Adherence  to  these 
Principles  of  Ethics  is  a requirement  of  membership  in 
OSMA  and  in  Ohio’s  county  societies.  From  time  to  time, 
modifications  of  these  Principles  are  recommended  to  the 
AMA  House  of  Delegates.  Currently,  such  a proposed 
change  is  a major  topic  of  debate  within  the  federation. 
Even  though  the  nonmember  has  limited  input  into  this 
debate,  every  Ohio  physician,  regardless  of  membership 
status,  must  conform  with  The  Principles  of  Ethics  by 
virtue  of  the  language  of  the  laws  governing  the  practice 
of  medicine  in  our  state. 

4.  REPRESENTATION: 

A)  SOCIOECONOMIC  AND  POLITICAL: 
Both  the  AMA  and  the  OSMA  represent  their  member- 
ship before  the  United  States  Congress.  An  active  effective 
lobbying  effort  is  maintained  by  the  AMA.  The  AMA 
introduced  to  Congress  in  1978  over  20  legislative  drafts 
pertaining  to  several  topics : child  immunization  programs, 
drug  labeling,  and  amendments  to  the  Food  and  Drug 
Act.  None  addressed  national  health  insurance.  The  AMA 
spends  in  excess  of  $50,000  per  month  in  legal  fees  as  it 
enters  into  litigation  to  protect  the  rights,  interests,  and 
integrity  of  the  medical  profession  and  the  health  of 
American  people.  Both  organizations  provide  timely  com- 
ment when  proposed  bureaucratic  regulations  appear  in 
the  Federal  Register.  When  appropriate,  AMA  represen- 
tatives, many  of  them  physicians,  testify  before  congres- 
sional committees. 

In  Ohio,  the  OSMA  maintains  an  active  and  effec- 
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tive  Department  of  State  and  Federal  Legislation.  The 
members  of  that  Department  follow  and  influence  the 
fate  of  some  200  bills  introduced  by  members  of  the  Ohio 
Legislature  each  year.  The  positions  adopted  by  the 
Department  before  the  legislature  are  determined  by  the 
OSMA  Council,  generally  after  hearing  the  opinions  of 
the  OSMA  Legislative  Committee.  The  leadership  of  both 
organizations  attempts  to  bring  about  changes  in  the 
legislative,  regulatory,  and  economic  environment  of  our 
citizens  and  physicians.  In  a society  as  diverse  as  America 
and  in  an  organization  as  large  as  the  OSMA  or  the 
AMA,  no  one  expects  a 100%  membership  agreement  on 
all  policies  adopted  by  the  OSMA  Council  or  the  AMA 
Board  of  Trustees.  All  members  have  the  opportunity  to 
accomplish  such  policy.  Nonmembers,  although  potential 
beneficiaries  of  leadership  efforts,  have  disengaged  them- 
selves as  far  as  influencing  the  policies  of  either  organi- 
zation is  concerned. 

B)  NEGOTIATIONS:  The  OSMA  and  the 
AMA  negotiate  with  governmental  and  private  agencies 
on  behalf  of  the  members  and  their  patients.  Training  in 
the  Art  of  Negotiation  is  provided  to  physicians  who  will 
assume  a negotiator’s  role  for  his  or  her  medical  staff  or 
other  medical  organizations.  All  physicians  benefit  from 
the  application  of  these  skills,  regardless  of  their  member- 
ship status. 

C)  PUBLIC  RELATIONS  AND  IMAGE:  The 
OSMA  and  the  AMA  have  effective  public  relations  pro- 
grams at  the  state  and  national  level.  This  assistance  is 
available  to  county  medical  societies  on  request.  Both  or- 
ganizations provide  educational  programs  for  physicians 
who  appear  before  the  public  as  spokespersons  for  medi- 
cine. Both  provide  informational  material  for  dissemina- 
tion to  the  public  through  the  media.  For  example,  the 
AMA’s  efforts  to  reduce  violence  in  television  program- 
ming were  well  received  by  the  public.  The  image  of  the 
medical  profession  as  being  the  group  interested  in  the 
public’s  well-being  was  reinforced.  The  same  can  be  said 
for  the  OSMA  radio  releases  heard  throughout  our  state. 
All  physicians  benefit  from  those  efforts,  regardless  of 
their  membership  status. 

5.  SERVICE  BENEFITS: 

A)  PROFESSIONAL  LIABILITY:  The  AMA 
recently  established  a reinsurance  company,  which  now 
partially  reinsures  ten  United  States  companies,  providing 
liability  insurance  for  an  estimated  40,000  physicians.  And 
the  success  of  the  Physicians  Insurance  Company  of  Ohio 
(PICO)  in  the  field  of  medical  liability  is  well  known  to 
Ohio  physicians.  Partially  because  of  their  presence  there 
has  been  an  increase  in  the  availability  of  such  policies 
and  an  obvious  premium  decrease.  Another  goal  of  the 
OSMA  is  to  promote  the  termination  of  the  Joint  Under- 
writing Authority  and  its  attendant  stabilization  reserve 
fund.  Every  physician,  regardless  of  insurer  or  of  member- 
ship status,  would  be  relieved  of  the  obligation  of  con- 


tributing to  the  stabilization  reserve  fund.  Assuming  that 
all  14,000  physicians  in  Ohio  carry  medical  malpractice 
insurance,  a minimum  of  $3,500,000  will  be  saved  by 
physicians  in  1980.  The  $250  saved  is  equivalent  to  the 
present  AMA  yearly  dues.  Thus,  every  insured  physician 
could  join  the  AMA  and  not  have  an  increase  in  costs 
because  both  are  deductible  expenses. 

B)  INSURANCE  AND  INVESTMENTS:  Both 
organizations  offer  insurance  programs  to  their  members. 
These  programs  provide  various  types  of  policies  ranging 
from  group  life  insurance  to  excess  major  medical,  acci- 
dental death,  disability  income,  office  overhead  expense, 
and  hospital  indemnity.  PICO  offers  homeowner’s  insur- 
ance, life  insurance,  automobile  insurance,  as  well  as 
professional  liability  insurance.  A nonmember  physician 
may  purchase  these  policies,  as  well  as  medical  liability 
insurance,  from  a new  PICO  subsidiary  firm,  Profes- 
sionals Insurance  Company.  The  AMA  offers  a retire- 
ment plan  (Keough  Plan)  and  a tax-free  (municipal) 
bond  fund  also  is  available  for  members’  investments. 

C)  LOANS:  The  AMA  Educational  and  Re- 
search Fund  (AMA-ERF),  supported  by  the  donations  of 
physicians  and  medical  auxiliaries,  has  guaranteed  more 
than  73,000  loans  to  medical  students  and  physicians  in 
postgraduate  training.  These  loans  now  exceed  $90  million 
in  value.  A pledge  to  join  the  federation  is  not  a condition 
of  eligibility  for  such  a loan.  To  date,  the  AMA  has  pro- 
vided United  States  medical  schools  with  more  than  $30 
million  in  unrestricted  grants  to  be  used  to  advance  the 
quality  of  medical  care  in  our  country.  We  all  benefit 
from  these  efforts. 

6.  CREDENTIALS:  The  AMA  assists  in  the  ac- 
creditation of  United  States  medical  schools.  The  gradu- 
ates of  these  institutions  are  assured  a high  quality  educa- 
tional experience,  and  the  public  is  assured  of  expert  medi- 
cal care.  In  addition,  the  AMA  maintains  a master  file  of 
every  physician  in  the  country  according  to  his  or  her 
medical  education  number  which  is  printed  on  their 
OSMA  membership  card. 

7.  COMMUNICATIONS:  In  addition  to  the  sci- 
entific journals  published  by  the  AMA  and  the  OSMA, 
communication  with  the  membership  is  facilitated  by 
publications,  such  as  AM  News  and  the  OSMAgram. 
Legislative  bulletins  are  issued  by  each  organization,  and 
there  are  other  special  publications  as  needed.  The  OSMA 
publishes  SYNERGY  each  month  to  provide  accurate 
health  information  to  the  public.  Synergy  has  been  the 
recipient  of  coveted  journalistic  awards  in  Ohio,  a reflec- 
tion of  its  high  quality.  Both  organizations  send  special 
reports  to  the  members  of  their  respective  House  of  Dele- 
gates and  both  provide  special  training  in  communication 
arts  and  technics.  Furthermore,  each  organization  is  re- 
sponsive to  requests  for  information  from  individuals, 
regardless  of  their  membership  status. 
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8.  SENSE  OF  BELONGING:  Americans  are  join- 
ers. Most  belong  to  one  organization  or  more.  It  is  a 
national  characteristic  to  join  some  group  and  to  encour- 
age others  who  are  similarly  eligible  to  do  likewise,  and 
American  physicians  are  not  immune.  Most,  if  not  all, 
belong  to  some  medical  organization.  “Organized  Medi- 
cine” tries  to  satisfy  most  physicians’  needs,  and  this  article 
has  attempted  to  delineate  some  of  those  important  activ- 
ities. Since  it  is  important,  in  my  view,  that  the  member- 
ship base  be  expanded,  I urge  all  current  members  to 
recruit  nonmember  friends.  If  your  colleague  won’t 
change  his  free  rider  status,  he  might  at  least  thank  you 
for  your  subsidy  of  programs  in  his  interests  and  benefit. 


Dr.  Ford,  Toledo,  is  an  OSMA  councilor  for  the  fourth 
district. 
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ASHLAND  (Ashland) 

W.  Stanford  Brechbuhler 

CLARK  (Springfield) 
Charles  D.  Parsons 


CUYAHOGA  (Cleveland) 

John  N.  Posch 
Robert  J.  Steele 
Lawrence  G.  Stern 
Roy  Thomas 
David  H.  Weintraub 

FAIRFIELD  (Lancaster) 

Kenneth  W.  Blissenbach 
Pradeep  K.  Pandya 

FRANKLIN  (Columbus) 

Fred  M.  Abramovitz 
Craig  W.  Anderson 
Dennis  R.  Cebul 
Ronald  E.  Cantor 
Robert  N.  Clark 
Matthew  E.  Dangel 
Martin  H.  Derrow 
Thomas  Paul  Evans 
Mary  P.  File 
Richard  H.  Meeks 
Richard  W.  O’Shaughnessy 
John  J.  Picken 
William  S.  Smith 
Robert  C.  Turner 


HAMILTON  (Cincinnati) 

Howard  A.  Anneken 
Joe  Arterberry 
Newton  H.  Bullard 


© 

new  Members 


Armando  A.  Cortez 
John  W.  Davren 
Salvador  F.  Diaz 
Marihelen  Dooley 
Joseph  F.  Fowler,  Jr. 
Martin  Fritzhand 
Michael  S.  Halpin 
Daniel  Israel 
Mark  B.  Kuby 
Chinniah  Kulasingham 
Sumathi  Kulasingham 
Michael  G.  Leadbetter 
Francis  E.  McWilliams 
Hayden  Meeker 
Yuri  Nepomnyaschy 
William  J.  Niemes 
Jack  E.  Payne 
Patsy  L.  Person 
Sunantha  Ploy-Sang-Song 
Raj  P.  Prithvi 
Donald  W.  Pulver 
Asha  H.  Rathod 
Guy  M.  Sava 
George  A.  Schwemlein 
Janet  E.  Shepherd 
Dwight  H.  Short 
Eric  K.  Silver 
Bonita  Singal 
John  F.  Spaccarelli 
Brian  Tobias 
Dolar  A.  Zumkhawala 


LUCAS  (Toledo  unless  noted) 

James  M.  Anthony 
John  M.  Barton,  Perrysburg 
Chandrahas  V.  Bhat,  Oregon 
Bradley  C.  Burkhout 
Mohamed  Aly  Elrazak 
Fred  E.  Hill 
J.  D.  Jamison,  Oregon 
Robert  O.  Kanney,  Jr. 

Janice  S.  Lloyd,  Perrysburg 
Scott  B.  Miller 


Alfred  Monteilh,  Sylvania 
Shirish  M.  Shah,  Oregon 
Gerry  A.  Steiner,  Maumee 
Pierre  B.  Turchi,  Sylvania 

MAHONING  (Youngstown  unless 
noted) 

Terry  L.  Cohen,  Austintown 

Emil  S.  Dickstein 
Galterius  Grajo 

MONTGOMERY  (Dayton) 

John  R.  Boyle 
Judd  C.  Johnston 
Stephen  B.  Levitt 
Ronnie  E.  Stone 
Stuart  A.  Weprin 

PORTAGE 

Bahr  Ghumrawi,  Kent 
Ohsang  Ro,  Ravenna 

WAYNE  (Wooster) 

Peter  J.  Cetta 

WILLIAMS 

Rogello  Miranda,  Montpelier 
George  D.  Shoup,  Bryan 
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DESCRIPTION:  Methyltestosterone  is  17/?-Hydroxy- 
17-Methylandrost-4-en-3-one  ACTIONS:  Methyltesto- 
sterone Is  an  oil  soluble  androgenic  hormone. 
INDICATIONS:  In  the  male:  1.  Eunuchoidism  and 
eunichism.  2.  Male  climacteric  symptoms  when  these  are 
secondary  to  androgen  deficiency.  3.  Impotence  due  to 
androgenic  deficiency,  4.  Post-puberal  cryptochidism 
with  evidence  of  hypogonadism.  Cholestatic  hepatitis 
with  jaundice  and  altered  liver  function  tests,  such  as 
increased  BSP  retention,  and  rises  in  SGOT  levels,  have 
been  reported  after  Methyltestosterone.  These  changes 
appear  to  be  related  to  dosage  of  the  drug.  Therefore,  in 
the  presence  of  any  changes  in  liver  function  tests,  drug 
should  be  discontinued.  PRECAUTIONS:  Prolonged 
dosage  of  androgen  may  result  in  sodium  and  fluid 
retention.  This  may  present  a problem,  especially  in 
patients  with  compromised  cardiac  reserve  or  renal 
disease  In  treating  males  for  symptoms  of  climacteric, 


avoid  stimulation  to  the  point  of  increasing  the  nervous, 
mental,  and  physical  activities  beyond  the  patient's 
cardiovascular  capacity  CONTRAINDICATIONS: 
Contraindicated  in  persons  with  known  or  suspected 
carcinoma  of  the  prostate  and  in  carcinoma  of  the  male 
breast.  Contraindicated  in  the  presence  of  severe  liver 
damage.  WARNINGS:  If  priapism  or  other  signs  of 
excessive  sexual  stimulation  develop,  discontinue 
therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular 
function,  with  resultant  oligospermia  and  decrease  in 
ejaculatory  volume.  Use  cautiously  in  young  boys  to 
avoid  premature  epiphyseal  closure  or  precocious  sexual 
development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking 
androgens.  Hypercalcemia  may  occur,  particularly  during 
therapy  for  metastatic  breast  carcinoma.  If  this  occurs, 
the  drug  should  be  discontinued  ADVERSE 


REACTIONS:  Cholestatic  jaundice  • Oligospermia  and 
decreased  ejaculatory  volume  • Hypercalcemia 
particularly  in  patients  with  metastatic  breast  carcinoma. 
This  usually  indicates  progression  of  bone  metastases  • 
Sodium  and  water  retention  * Priapism  • Virilization  in 
female  patients  • Hypersensitivity  and  gynecomastia. 
DOSAGE  AND  ADMINISTRATION:  Dosage  must  be 
strictly  individualized,  as  patients  vary  widely  in 
requirements  Daily  requirements  are  best  administered 
in  divided  doses.  The  following  is  suggested  as  an 
average  daily  dosage  guide  In  the  male:  Eunuchoidism 
and  eunuchism,  lOto  40  mg.;  Male  climacteric  symptoms 
and  impotence  due  to  androgen  deficiency,  10  to  40  mg.; 
Postpuberal  cryptorchism,  30  mg.  REFERENCE:  R.  B. 
Greenblatt,  M.D.;  R.  Witherington,!  M.D.;  I.  B.  Sipahioglu, 
M.D.:  Hormones  for  Improved  Sexuality  in  the  Male 
and  the  Female  Climacteric.  Drug  Therapy,  Sept.  1976, 
SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60,  250.  Rx  only. 
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A well  absorbed  oral  androgen. 


Additional  indications:  Replacement  therapy.  When  androgen  deficiency  is  the  cause  of: 
male  climacteric/eunuchoidism, eunuchism /post-puberal  cryptorchidism. 
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Medical  Education  in  Ohio: 
Today  and  Tomorrow 


Part  II— Graduate  Medical 


Education 


Howard  S.  Madigan,  M.D. 


it  is  well  established  that  medical  school  graduates  require  a three-  to  four-year  period  of  residency  training  to 
adequately  prepare  for  the  practice  of  their  chosen  specialty.  In  addition  to  the  perceived  need  by  those  who  obtain 
the  MD  degree,  the  evolution  of  specialty  board  requirements  for  certification  has  formalized  and  strengthened 
graduate  medical  education  as  the  middle  phase  of  the  continuum  of  medical  education.  There  are  several  factors 
and  influences  which  impact  on  graduate  medical  education  ( GME ) in  ways  that  will  affect  the  near  future  and 
long-range  structure  and  function  of  GME.  In  this  presentation,  attention  will  be  given  to:  (1)  the  change  from  the 
internship  year  to  the  flexible  year;  (2)  retention  of  medical  school  graduates  in  intrastate  residency  programs;  and 
(3)  how  are  medical  schools  and  their  graduates  responding  to  the  need  for  primary  care  physicians?  An  effort  will 
be  made  to  relate  national  trends  to  the  realities  in  Ohio.  And,  some  personal  perspectives  will  be  advanced,  aimed  at 
enhancing  OSMA  members’  roles  in  the  task  of  improving  the  proper  distribution  of  a sufficient  number  of  physicians 
in  Ohio. 


Historical  Perspective 

A modern  era  of  graduate  medical  education  (GME) 
dates  from  publication  of  the  Report  of  the  Citizens 
Commission  on  Graduate  Medical  Education  in  1966. 
The  recommendations  in  this  document,  generally  referred 
to  as  the  Millis  Report,  have  exerted  influence  and  trig- 
gered significant  changes  in  GME.  Paramount  has  been 
the  evolution  of  the  concept  of  a continuum  of  medical 
education,  encompassing  the  medical  school  phase,  gradu- 
ate medical  education,  and  continuing  medical  education. 
A cardinal  feature  of  this  concept  was  the  recommenda- 
tion “that  the  internship,  as  a separate  and  distinct  portion 
of  medical  education,  be  abandoned,  and  that  the  intern- 
ship and  residency  years  be  combined  into  a single  period 
of  graduate  medical  education  called  a residency  and 
planned  as  a unified  whole.”  Implementation  of  this 


concept  was  gradual,  and  several  impediments  were  en- 
countered. Notably,  the  widespread  conversion  to  a three- 
year  medical  school  curriculum  in  the  late  1960s  limited 
the  clinical  experience  of  graduating  students.  Many  were, 
or  believed  they  were,  inadequately  prepared  to  enter 
residency  immediately  after  completion  of  medical  school. 
Program  directors  also  were  reluctant  to  accept  graduates 
directly  into  specialty  training  programs.  Accordingly, 
some  lengthened  the  time  of  residency  by  one  year. 

In  place  of  the  freestanding  internships,  first  year 
post-MD  programs  were  developed.  These  were  desig- 
nated Categorical,  (a  program  planned,  sponsored,  and 
conducted  by  a single  approved  residency  program  as  a 
part  of  that  residency),  Categorical-,  (same  as  Categori- 
cal, except  that  the  content  is  not  limited  to  a single 
specialty  of  the  sponsoring  residency  program  but  may 
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include  experience  in  one  or  more  specialty  fields  as  deter- 
mined by  the  sponsoring  program),  and  Flexible  Year 
(first-year  programs  sponsored  by  two  or  more  approved 
residencies,  jointly  planned  and  supervised  by  the  spon- 
soring residencies) . 

The  Flexible  Year  programs  are  designed  to  give  a 
broad  clinical  experience  for:  (1)  students  who  feel  the 
need  for  this  type  of  first  year;  (2)  program  directors  who 
feel  that  such  experience  will  serve  best  the  purpose  of 
subsequent  graduate  education  in  their  fields;  and  (3) 
students  who  have  not  decided  yet  on  their  specialty. 

The  Liaison  Committee  on  Graduate  Medical  Edu- 
cation (LCGME),  which  accredits  residency  programs,  is 
deliberating  a revision  of  the  types  of  first-year  programs. 
The  changes  would : ( 1 ) merge  the  Categorical  and 

Categorical^  designations  into  a single  one,  viz,  Categori- 
cal Programs,  and  (2)  establish  Transitional  Programs  in 
lieu  of  Flexible  Programs.  A decision  by  the  LCGME 
will  be  forthcoming. 

Historically,  too,  community  hospitals  have  been  a 
stronghold  of  GME.  During  the  past  two  decades,  pri- 
marily as  a result  of  community  hospital-medical  school 
affiliations/associations,  a change  has  occurred,  whereby 
a higher  percentage  of  GME  programs  have  a defined 
relationship  with  a medical  school.  Nevertheless,  there  is 
a significant  number  of  nonaffiliated,  community  hospitals 
nationwide  that  conduct  accredited  residency  programs. 
This  tradition  will  continue,  although  modifications  may 
occur  as  a result  of  economic  and/or  other  pressures,  and 
changes  in  educational  philosophies  and  practices  in  the 
field  of  CME. 

The  Current  Scene 

In  Ohio,  and  consonant  with  the  national  scene, 
there  are  ongoing  efforts  at  the  GME  level  to : ( 1 ) 

respond  to  the  need  for  primary  care  physicians;  (2) 
improve  the  retention  of  Ohio  medical  school  graduates  in 
intrastate  GME  programs;  and  (3)  encourage  residency 
graduates  to  enter  practice  in  small  or  medium-size  Ohio 
communities. 

Despite  efforts  by  some  medical  school  faculties  (par- 
ticularly in  the  newer  schools) , the  trend  toward  primary 
care  practice  in  nonmetropolitan  areas  continues  to  be 
slow  and  insufficient  to  meet  health  care  and  societal 
demands  and  needs.  Medical  schools  that  are  community- 
based,  ie,  do  not  have  a university  hospital  but  utilize 
community  hospitals  for  clinical  teaching,  can  exert 
influence  with  regard  to  choice  of  specialty  and  practice 
locale.  A significant  number  of  medical  students  and 
residents  continue  to  express  a genuine  preference  for 
primary  care  and  many  may  be  expected  to  seek  practice 
opportunities  in  small  or  medium-size  communities.  Fed- 
eral and/or  state  subsidies  for  graduate  education  in  pri- 
mary care  also  have  enhanced  development  of  residency 
programs  in  these  specialties.  Further,  development  of 
Area  Health  Education  Center  (AHEG)  programs,  eg, 
the  statewide  program  in  Ohio,  has  real  potential  to 
improve  the  geographic  distribution  of  physicians  and 
other  health  professionals. 


The  1978-79  Director  of  Residency  Training  Pro- 
grams lists  51  hospitals  that  are  affiliated  with  Ohio’s 
medical  schools.  Affiliations  are  either  major,  signifying 
that  the  hospital  is  an  important  part  of  the  teaching 
program  of  the  medical  school,  is  a major  unit  in  the 
clinical  clerkship  program,  and  will  participate  in  any 
GME  programs  of  the  medical  school;  limited,  indicating 
that  the  hospital  is  used  in  the  school’s  teaching  program 
to  a limited  extent;  or,  graduate,  signifying  that  the  hos- 
pital is  issued  by  the  school  only  for  GME  programs. 
Table  I illustrates  the  distribution  of  the  three  types  of 
affiliation  among  the  medical  schools  in  Ohio. 

There  are  10  nonaffiliated  hospitals  offering  resi- 
dency training  programs  including  general  practice  (4) , 
family  practice  (1),  internal  medicine  (2),  and  general 
surgery  (6). 

Thus,  80%  of  hospitals  offering  residencies  have 
some  affiliation  with  a medical  school;  76%  are  listed  as 
major  affiliations. 


Table  1 


Medical  School 

Major 

Type  of  Affiliation 

Limited  Graduate 

Northeastern  Universities 
College  of  Medicine 

8 

1 

_ 

University  of  Cincinnati 

6 

4 

1 

Case  Western  Reserve 

5 

1 

1 

Ohio  State  University 

8 

1 

1 

Wright  State  University 

7 

- 

- 

Medical  College  of  Ohio 

4 

2 

- 

Totals 

"39 

~9~ 

— 3" 

The  availability  of  residency  training  in  the  primary 
care  specialties  (family  practice,  internal  medicine,  pedi- 
atrics) is  presented  in  Table  2. 

Table  2 


No.  of  Positions  offered  (1979-80) 


Specialty 

programs 

First  Year 

All  Years 

Family  Practice 

19 

115 

338 

Internal  Medicine 

26 

347 

829 

Pediatrics 

12 

116 

305 

Totals 

57 

378 

1,472 

Two  schools,  Northeastern  Universities  College  of 
Medicine  and  Wright  State  University  School  of  Medicine 
have  not  graduated  students.  Thus,  at  present,  only  four 
of  the  medical  schools  in  Ohio  contribute  to  the  first  year 
post-MD  (PG-1)  pool.  Table  3 presents  data  provided  by 
19  of  the  affiliated  hospitals  regarding  the  source  of 
residents  currently  in  their  programs  (1970-80)  at  the 
PG-1  and  PG-2  levels. 

With  one  exception,  the  six  nonaffiliated  hospitals 
that  reported  did  not  list  any  residents  coming  from  Ohio 
medical  schools.  Two  specified  that  ail  residents  were 
foreign  medical  graduates. 

These  data  indicate  that  residency  programs  in  a 
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Table  3 


representative  sample  of  the  affiliated  hospitals  import 
51%  of  their  PG-1  trainees  from  out-of-state  schools. 
Thus,  49%  of  PG-1  trainees  in  these  hospitals  are  from 
Ohio  schools. 

The  Annual  Report  on  Medical  Education  for  1977- 
78  includes  a tabulation  of  residents  in  training  by  state 
of  residency  and  geographic  location  of  undergraduate 
medical  education.  These  data  for  Ohio  and  six  selected 
states  are  presented  in  Table  4,  including  the  national 
total.  The  numbers  and  percentages  include  residents  at 
all  levels  of  training.  Ohio  compares  unfavorably  with  all 
but  one  of  these  states  and  is  slightly  below  the  national 
percentage. 

The  data  in  Tables  3 and  4 emphasize  the  need  to 
improve  the  retention  of  Ohio  medical  graduates  in  grad- 
uate medical  education  programs  in  Ohio. 

Comment 

The  change  from  the  medical  school-internship-resi- 
dency pattern  of  medical  education  to  one  of  medical 
school-post-MD  training  (incorporating  flexible  and  cate- 
gorical first-year  programs  followed  by  residency  training) 
tends  to  reenforce  the  concept  of  a continuum  of  medical 
education.  It  must  be  recognized,  however,  that  in  some 
instances  the  designation  may  have  changed,  while  the 
content  and/or  format  of  the  training  remained  essentially 
the  same.  Overall,  the  intent  is  to  provide  the  medical 
graduate  opportunity  to  obtain  the  knowledge  and  skills 
requisite  to  his/her  chosen  specialty.  As  a result  of  in- 
creasing emphasis  on  ambulatory  care,  particularly  in  the 
primary  care  specialties,  there  is  greater  recognition  of  the 
need  to  provide  clinical  experience  for  residents  in  a non- 
hospital environment  resembling  more  closely  the  practice 
settings  in  which  most  will  work  upon  completion  of  their 
training.  A prime  example  is  the  family  practice  module, 
which  serves  as  "a  base  for  residency  programs  in  that 
specialty. 

The  community  hospital  continues  to  be  a primary 
resource  for  graduate  medical  education.  Although  a 
majority  of  medium-size  and  large-community  hospitals 
are  affiliated  with  medical  schools,  the  valuable,  often 
unique,  clinical  experience  available  in  community  hospi- 
tals remains  identifiable  and  is  recognized  by  GME  lead- 
ers. Thus,  residents  in  almost  all  specialties  can  gain  expe- 
rience in  a variety  of  settings  to  prepare  themselves  for 
medical  practice. 

Considering  the  data  presented  in  Tables  3 and  4,  it 
is  apparent  that  specific  effort  must  be  made  to  attract 
Ohio  graduates  to  intrastate  residency  programs.  This  can 
and  should  lead  to  an  increase  in  the  number  of  new 
physicians  likely  to  remain  in  Ohio  to  practice.  It  has  been 
demonstrated  previously  that  location  of  residency  is  a 
major  determinant  of  ultimate  practice  locale.  A majority 
of  physicians  enter  practice  in  communities  within  a 75- 
to  100-mile  radius  of  the  site  of  their  residency. 

Continued  development  and  improvement  of  GME 
opportunities  in  the  State  is  essential.  The  newer  schools 
(Medical  College  of  Ohio,  Northeastern  Universities  Col- 
lege of  Medicine,  Wright  State  University  School  of 


Affiliated  Hospitals 

PG-1 

PG-2 

From  the  affiliated  school 

138 

49% 

98 

41% 

From  another  Ohio  school 

68 

57 

From  an  out-of-state  school 

213 

51% 

225 

59% 

Total 

419 

380 

Medicine),  and  their  affiliated  hospital  networks  can 
contribute  to  this  expansion  as  they  graduate  more  stu- 
dents. It  requires  specific  effort  on  the  part  of  program 
directors  and  faculty  (fulltime  and  volunteer)  to  stimu- 
late awareness  and  interest  in  their  GME  programs  among 
medical  students.  There  are  prime  opportunities  to  accom- 
plish this  during  the  clerkship  experiences.  And,  develop- 
ment of  innovative  electives  can  give  students  further 
insights  and  enable  them  to  identify  suitable  role  models. 
Residents  in  the  various  training  programs  likewise  can 
exert  a positive  influence,  by  example  and  through  their 
teaching  activities  for  students. 

The  continued  and  increasing  involvement  of  com- 
munity hospitals  and  their  medical  staffs  in  undergraduate 
and  graduate  medical  education  presents  another  means 
which  students  and  residents  in  Ohio  schools  and  GME 
programs  can  be  encouraged  to  consider  remaining  in 
Ohio.  Aside  from  professional  aspects,  the  civic,  cultural, 
educational,  and  recreational  resources  of  the  area  which 
the  hospitals  serve  should  be  highlighted.  Whenever  fea- 
sible, they  should  be  available  to  students,  residents,  and 
their  families.  Such  community  interest  and  a personalized 
approach  can  be  effective  in  helping  young  doctors  reach 
decisions  about  a future  in  Ohio. 

Unquestionably,  as  the  disparity  diminishes  between 
the  number  of  United  States  medical  graduates  and  the 
number  of  residency  positions  available,  competition  for 
quality  residency  training  is  enhanced.  This  is  true  par- 
ticularly with  respect  to  the  primary  care  specialties.  Ohio 
graduates  may  encounter  increasing  difficulty  in  securing 
residencies  out  of  state.  Moreover,  as  alluded  to  above, 
exporting  our  graduates  for  this  phase  of  their  medical 
education  decreases  the  possibility  that  they  will  select  a 
practice  locale  in  Ohio. 


Geographic  Location 

Graduates  of 

U.S.  Schools 

In-State 

Schools 

Out-of-State 

Schools 

Ohio 

767 

(42%) 

1,056 

Illinois 

1,236 

(67%) 

619 

Indiana 

469 

(70%) 

197 

Kentucky 

273 

(51%) 

253 

Michigan 

840 

(54%) 

695 

Pennsylvania 

1,556 

(63%) 

91 1 

Wisconsin 

314 

(41%) 

453 

National  Total 

18,556 

(45%) 

22,583 

( Continued ) 
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Summary 

No  component  of  the  continuum  of  medical  educa- 
tion remains  static.  The  impetus  for  change  differs  for 
each  phase,  but  modification  of  any  one — undergraduate, 
graduate,  or  continuing  education — has  some  effect  on 
the  totality  of  medical  education,  eg,  shortening  the  medi- 
cal school  period  to  three  years  impacted  on  GME. 
Emphasis  on  primary  care  has  created  new  demands  on 
GME  and  the  area  of  continued  medical  education.  In 
addition  to  changes  resulting  from  the  knowledge  explo- 
sion and  modern  medical  education  philosophy/technol- 
ogy, the  effect  of  societal  needs  and  demands  in  health 
care  exert  considerable  influence  on  the  spectrum  of 
medical  education. 

In  Ohio,  medical  school-community  hospital  re- 
sources for  graduate  medical  education  are  assembled  in 
regional  networks  that  provide  a sufficient  number  and 
variety  of  training  programs  for  medical  graduates.  Devel- 
opment or  expansion  of  programs  in  the  primary  care 
specialties,  assisted  by  governmental  financial  support, 
enhances  these  intrastate  resources.  The  task  of  stimulat- 
ing interest  and  enthusiasm  among  medical  students  in 
order  to  improve  the  percentage  of  graduates  who  choose 
an  institution  in  Ohio  for  their  PG-1  year  still  exists.  The 
importance  of  the  first  year  is  attested  to  by  data  from  a 
National  Residency  Matching  Program  (NRMP)  survey 
of  the  1977  graduates  of  United  States  medical  schools. 
These  data  revealed  that  88%  remained  in  the  same 
hospital/program  network  for  their  PG-2  year.  In  this 
survey  also,  from  a group  of  665  whose  PG-1  year  was 
spent  in  a Flexible  program,  62%  remained  in  the  same 
network.  Again,  retention  of  graduates  in  this  manner 
enhance  the  possibility  that  they  will  enter  practice  in 
Ohio. 

The  continuing  demand  for  primary  care  specialists 
is  served  well  in  Ohio,  through  existing  programs  (Table 
2)  and  new  ones  which  are  in  planning  or  developmental 
phases.  Here  too,  there  is  need  to  advise  and  encourage 
those  who  may  be  considering  general  internal  medicine, 
family  practice,  or  pediatrics.  Physicians  practicing  these 
specialties  can  be  effective  ambassadors  in  this  regard. 

For  the  future,  the  Ohio  Area  Health  Education 
Center  (AHEC)  Program  portends  a favorable  influence 
on  graduate  medical  education  and  improved  retention  of 
Ohio  medical  graduates  in  the  State.  A priority  goal  of 
the  AHEC  Program  is  to  improve  the  specialty  and  geo- 
graphic distribution  of  physicians  (and  other  health  pro- 
fessionals) through  educational  incentives.  It  may  be 
anticipated  that  new  GME  training  sites  will  be  developed 
away  from  the  centralized  medical  school-hospital  net- 
works. Residents  will  then  have  opportunity  to  gain 
insight  into  life  and  practice  in  small/ medium-size  com- 
munities during  a portion  of  their  training.  And  it  is 
reasonable  to  conjecture  that  a significant  number  will  be 
attracted  to  these  communities  when  they  are  ready  to 
enter  practice. 

The  goals  for  graduate  medical  education  in  Ohio 
should  include:  (1)  continued  development  and/or  im- 


provement of  GME  programs,  particularly  in  the  primary 
care  specialties,  thereby  attracting  a higher  percentage  of 
Ohio  medical  graduates  into  these  programs;  (2)  promo- 
tion of  greater  awareness  among  residents  in  various 
specialties  of  the  advantages  and  opportunities  that  are 
available  in  smaller  or  medium-size  communities,  as  they 
make  plans  for  their  medical  practice;  and  (3)  effective 
utilization  of  the  AHEC  program  to  achieve  better  geo- 
graphic distribution  of  physicians. 

The  third  article  in  this  series  will  discuss  continuing 
medical  education  in  Ohio. 

References  available  upon  request 
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AHEC  Program. 
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Religion  and  Medicine  at  the  Crossroads: 

(W)  holistic  Health  Care 

John  M.  Stang,  M.D. 

Oliver  R.  Stang,  D.D. 


The  word  "holism"  is  a coinage  from  the  Greek  holos 
I meaning  whole I intended  to  represent  the  concept  that 
man  and  other  determining  factors  in  living  nature  are 
irreducible  wholes.  >Js  a philosophic  term,  the  origin 
can  be  traced  to  the  turn  of  the  century  and  Prime 
Minister  Jan  Christian  Smuts  of  the  Union  of  South  Africa. 
In  the  ?970s,  the  term  holistic  has  achieved  widespread 
usage  in  medicine  both  as  a nonspecific  term  and  as  one 
meaning  humanistic  or  systems  theory  medicine.  Also  in 
the  J970s,  under  the  direction  of  Granger  E.  Westberg, 
D.D.  I who  changed  the  spelling  of  the  terml,  a more  dis- 
crete IWI holistic  Health  Care  Movement  emerged  invol- 
ving church-based  medical  clinics.  This  report  further 
characterizes  the  interface  of  religion  and  medicine  in 
wholistic  health  care. 


/^VNE  NEED  NOT  LOOK  VERY  FAR  to  discover  a 
'^-''disconcerting  cynicism  within  lay  publications  and 
among  patients  concerning  doctors  and  medical  care. 
Criticisms  range  from  high  cost  to  unavailability  of  doc- 
tors, long  waiting  periods,  crisis-oriented  health  care, 
mechanized  impersonal  care,  treatment  of  patients  patri- 
archally  like  children,  a body  focus  which  excludes  psy- 
chologic factors,  bad  manners,  and  frank  human  insensi- 
tivity. Further  uncertainty  stems  from  internal  acrimony 
amongst  doctors  and  administrators.  In  the  midst  of 
various  versions  of  “antidoctor  rhetoric,”  it  is  appropriate 
and  perhaps  more  productive  to  examine  positive  meas- 
sures  which  might  heal  the  multiple  problems  apparent 
in  American  medicine  today. 

One  might  legitimately  ask  if  American  medicine 
should  “get  religion.”  Historically,  holy  men  were  seen  as 
healers  so  that  the  secular  versus  surgical  distinction  was 
not  quite  so  discrete  as  today.1  This  was  true  for  centuries 
thereafter  until  the  concept  of  dualism  was  introduced  in 
the  17th  century  by  the  French  mathematician  and  phil- 
osopher, Rene  Descartes.  This  Cartesian  setback,  so  to 


speak,  required  a clean  separation  between  the  psyche 
and  the  soma,  and  gradually  science  seemed  to  replace 
mystery  while  skepticism  replaced  faith  among  physicians. 
This  thinking  was  further  fostered  in  the  19th  century 
by  the  English  naturalist,  Charles  Darwin.  Then  the  20th 
century  brought  with  it  an  antibiotic  (false)  promise  of 
cure  by  pharmacotherapy  though  doctors  soon  realized 
that  medicines  alone  could  not  cure  all  ills.  Twentieth 
century  medicine  now  enjoys  an  eclecticism  which  is  freely 
examining  all  avenues  of  potential  resource  that  might 
be  mobilized  in  the  care  of  a sick  patient. 

A 20th-century  renaissance  of  “spiritual  healing”  (to 
be  distinguished  from  so-called  “faith  healing”)  is  not  a 
product  of  the  1970s  but  rather  a theme  which  can  be 
traced  back  to  our  most  auspicious  medical  forefathers, 
such  as  Francis  W.  Peabody,  M.D.,  at  Boston  City  Hos- 
pital in  the  1920s  and  Richard  C.  Cabot,  M.D.,  of  Massa- 
chusetts General  Hospital  in  the  1930s.  Doctor  Cabot 
was  not  only  responsible  for  the  virtual  invention  of  the 
“CPC”  (clinicopathological  conference),  but  he  was  also 
instrumental  in  the  establishment  of  a clinic  for  psycho- 
neurotic patients  who  were  treated  by  social  workers.  The 
very  explicit  emphasis  was  that  the  human  body  had  the 
capacity  to  heal  itself  and  that  this  was  all  part  of  God’s 
creation  — something  which  doctors  merely  supervised 
but  did  not  specifically  orchestrate.  The  Christmas  Day 
1978  issue  of  the  Medical  World  News  devoted  its  cover 
story  to  describing  this  renaissance  in  modern  medicine 
and  the  emergence  of  a “praying  surgeon”  in  the  form 
of  Dr.  William  S.  Reed!2 

Against  this  backdrop,  the  story  of  holistic  medicine 
can  be  told.  The  word  holism  is  a coinage  from  the  Greek 
holos  and  is  meant  to  represent  the  conception  of  man 
and  other  determining  factors  in  living  nature  existing  as 
wholes  not  legitimately  reducible  into  their  component 
parts.3  This  philosophic  term  emerged  at  the  turn  of  the 
20th  century  by  way  of  the  Pi'ime  Minister  of  the  Union 
of  South  Africa  at  that  time,  General  Jan  Christian 
Smuts.4  Recently  “holistic”  medicine  has  become  a pop- 
ular, if  not  stylish,  term  for  a systems-theory  approach  to 
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medicine  which  seeks  to  provide  a more  humanistic  whole- 
person  approach.5'9  Innumerable  cultish  offshoots  in  the 
name  of  holistic  medicine  have  evolved  from  this  general 
term;10  this  essay  includes  a caution  regarding  these  spin- 
offs from  the  holistic  theme.11 

The  Wholistic  Health  Care  Movement 

Granger  E.  Westberg,  D.D.,  founder  of  the  American 
Association  of  Hospital  Chaplains,  was  a member  of  the 
American  Medical  Association  Committee  on  Religion  and 
Medicine,  and  was  responsible  for  changing  the  spelling 
in  the  term  holistic  to  wholistic.  Virtually  his  entire 
career  was  spent  working  toward  a more  profitable  union 
of  the  clergy  and  the  medical  profession.  In  the  late 
1960s,  he  became  impressed  with  the  number  of  patients 
whose  illnesses  appeared  to  have  started  from  various 
types  of  psychologic  disruption.  From  his  interest  in  such 
patients,  Doctor  Westberg  established  the  first  Wholistic 
Health  Care  Center  in  Springfield,  Ohio  in  1970,  in  the 
parish  house  of  the  Good  Shepherd  Lutheran  Church.12 
His  so-called  “neighborhood  church  c’inic”  was  estab- 
lished as  a free  medical  clinic,  principally  serving  poor 
people,  explicitly  located  in  a church,  and  intended  to 
bring  together  patient,  physician,  nurse,  and  pastor.  As 
his  experience  with  this  unique  clinic  was  published 
nationally,  it  was  suggested  that  the  efficacy  of  such  an 
endeavor  could  not  be  determined  until  fees  were  charged 
for  its  service  and  until  more  clinic  services  were  made 
available.  Removing  the  original  “neighborhood  church 
clinic”  to  the  outskirts  of  Chicago  was  made  possible  by 
a generous  grant  of  $372,000,  one  of  the  many  philan- 
thropic gestures  of  the  now-famous  Kellogg  Fundation.13 
Thus,  launched  by  “cornflakes”  money,  the  theory  of  the 
original  church  clinic  was  applied  elsewhere. 

In  1973,  the  second  Wholistic  Health  Care  Center 
was  opened  in  the  Hinsdale  (Illinois)  Union  Church, 
selected  specifically  to  represent  an  upper-middle-class 
community  not  in  the  city  proper.  Shortly  thereafter,  a 
third  Wholistic  Health  Care  Center  was  opened  in  the 
Woodridge  United  Methodist  Church  outside  Chicago, 
representing  a lower-middle-class  community.  Numerous 
individuals  were  recruited  for  the  operation  of  these  sev- 
eral clinics.  Among  them  were  Donald  and  Nancy  Tube- 
sing, who  became  prime  movers  in  this  general  effort  as 
well  as  authors  of  new  literature  in  this  area.1415 

Principles  for  Operation 

The  cornerstone  concept  for  the  operation  of  these 
clinics  was  the  Initial  Health  Planning  Conference 
(IHPC)  which  established  the  four-component  health 
care  team  comprised  of  the  patient,  a nurse,  a clergyman, 
and  a physician.1214’15  In  the  initial  meeting,  the  four 
would  discuss  the  broadest  possible  aspects  of  the  patient’s 
illness,  focusing  upon  those  stressful  life  events  which 
might  have  surrounded,  if  not  caused,  the  illness  initially.16 
The  IHPC  was  based  on  the  three  basic  principles  that 
(1)  stress  causes  illness;  (2)  identification  of  recent  life 


stresses  gives  the  patient  a method  for  analyzing  inter- 
personal diseases;  and  (3)  identification  of  needs  and 
resources  is  a therapeutic  process  for  the  patient.14 

More  generally,  the  clinics  operated  on  the  basis  of 
ten  fundamental  concepts:7  (1)  patient  convenience;  (2) 
broad  health  focus;  (3)  respect  for  the  whole  person;  (4) 
a team  approach;  (5)  a treatment  of  the  patient  as  an 
adult,  active  participant  responsible  for  his  health  main- 
tenance in  cooperation  with  his  health  care  professionals; 
(6)  health  education  and  screening;  (7)  coordination  of 
care;  (8)  increased  benefit/cost  ratios;  (9)  use  of  com- 
munity and  church  volunteers;  and  (10)  recognition  of 
the  concept  that  all  persons  have  healing  qualities  which 
can  and  must  be  mobilized  for  the  good  of  the  patient. 

The  impact  of  such  clinics  upon  their  patients  has 
been  analyzed  recently,7’ 12>  14’ 15  and  basically  all  categories 
examined  have  shown  very  high  rates  of  satisfaction.  The 
church  location  itself  was  an  exception  which  prompted 
a nonresponse  rate  of  16.5%.  The  explicit  location  of  such 
clinics  in  a church  is  perhaps  the  least  essential  feature, 
and  discounting  this  new  movement  because  of  any  nega- 
tive feelings  regarding  the  church  location  per  se  would 
be  unfortunate.  Church  location  is  not  the  essence  of  the 
concept. 

The  Significance  of  Stress 

One  of  the  basic  tenets  of  the  Wholistic  Health 
Care  Movement  is  that  stress  causes  disease.  Historically, 
this  thesis  was  discussed  by  Sir  William  Osier  in  the 
early  part  of  this  century  in  his  discussions  of  the  pre- 
cipitants  of  angina  pectoris.17  Stress  as  a discrete  concept 
probably  began  with  Cannon,  who  first  spoke  of  a “flight 
or  fight  response”  and  even  went  so  far  as  to  theorize 
about  “voodoo  deaths,”  experiences  of  people  in  primitive 
cultures  literally  being  “frightened  to  death.”18  The  next 
contributions  came  from  Selye,  who  has  devoted  his  entire 
career  to  the  study  of  stress  in  Montreal,  Canada  and  who 
is  currently  the  President  of  the  International  Institute  of 
Stress  at  the  University  of  Montreal.19"21  Doctor  Selye 
envisioned  the  stress  response  as  a triphasic  one  including 
adrenocortical  enlargement,  thymicolymphatic  involution, 
and  gastrointestinal  ulcerations,  corresponding  roughly  to 
alarm,  resistance,  and  exhaustion.  He  called  this  tripartite 
response  the  generalized  adaption  syndrome  (GAS),  a 
totally  nonspecific  response  of  the  body  to  any  demand 
on  it,  a “syndrome  produced  by  diverse  nocuous  agents.” 
As  a matter  of  fact,  he  redefined  the  word  stress  as  this 
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nonspecific  response  itself  instead  of  the  stimulus  to  same, 
the  latter  being  renamed  the  “stressor.”  More  recently, 
Doctor  Selye’s  interests  have  been  devoted  to-  the  relation 
between  stress  and  cardiovascular  disease.22 

Friedman  and  his  colleagues  developed  the  concept 
of  a coronary-prone  personality  which  they  termed  “Type 
A.”23  It  included  time  urgency  and  a rationalized  form 
of  free-floating  hostility,  features  which  . . . “far  from 
being  responsible  for  whatever  successes  they  have 
achieved,  have  actually  thwarted  many  of  their  efforts.” 
Other  authors  have  added  the  feature  of  increased  per- 
sonal (and  self)  reference  and  have  identified  multiple 
physiologic  correlates  with  Type- A personalities  including 
an  increased-diastolic-blood-pressure  response  to  the  cold 
pressor  test.24  The  patients  in  these  categories  also  are 
found  to  have  increased  serum  catechols,  hyperlipidemia, 
and  coagulation  disorders.  The  common  physiologic  theme 
is  somewhat  uncertain  though  probably  is  related  to 
adrenergic  excess  itself. 

Other  factors  included  the  study  of  so-called  socio- 
cultural mobility  as  a risk  factor  for  heart  disease,  provid- 
ing a caution  to  individuals  who  are  constantly  moving 
from  one  locale  to  another.25  A computerized  test  for  more 
accurate  distinction  of  the  coronary-prone  behavior  pat- 
tern has  emerged.26  Considerable  attention  from  both  the 
psychiatrist’s,27’28  as  well  as  the  cardiologist’s  point  of 
view,29  has  been  directed  to  stress  as  a cause  of  sudden 
death.  Some  literature  discusses  the  so-called  Sisyphean 
reaction  to  portray  the  patient’s  constant  battle  against 
unattained  goals. 

A recent  discussion  by  a patient  concerning  his  own 
experience  with  cancer  alludes  to  the  literature  concern- 
ing the  relation  between  depression  and  cancer,  including 
the  thought  that  depression  might  actually  cause  the 
neoplasm.30 

If  stress  is  a cause  of  disease,  one  might  legitimately 
ask  what  can  be  done  to  combat  this  broad  “risk  factor.” 
The  material  addressing  this  question  falls  into  two  basic 
categories  dealing  with  the  technics  of  relaxation  on  one 
hand  and  biofeedback  on  the  other.  Benson’s  “relaxation 
response”  theory  is  a technic  remarkably  similar  to  trans- 
cendental meditation  which  has  been  used  for  the  control 
of,  among  other  things,  systemic  hypertension.31’32  Biofeed- 
back information  includes  the  amazing  concept  of  man 
learning  to  control  his  own  visceral  function  when  pro- 
vided the  proper  analogue  signal.33’34  Much  of  this  liter- 
ature dealt  with  the  control  of  hypertension.35’39  The  most 
effective  successes  were  realized  when  relaxation  technics 
and  biofeedback  were  combined. 

Physicians  should  be  alerted  to  cultist  offshoots  from 
the  mainstream  of  medical  practice,  promulgated  behind 
the  guise  of  the  holistic  medicine  theme.10  Among  these 
offshoots  are  chiropractic  medicine,  macrobiotic  cookery, 
iridology  (dealing  with  the  iris  as  the  focus  of  all  infor- 
mation relevant  to  the  rest  of  the  body),  and  such  un- 
usual technics  as  rolfing  (dealing  with  the  concept  that 
disease  relates  to  a loss  of  a properly  vertical  posture  and 
loss  thereby  of  healing  effects  of  gravity) . It  will  be  un- 
fortunate if  such  deviations  from  traditional  medicine 


effectively  divert  attention  from  the  central  theme  of  the 
wholistic  health  care  movement  as  described  herein. 

Conclusion 

What  specific  and  general  principles  can  be  gained 
from  the  wholistic  health  care  movement  for  practitioners 
everywhere  regardless  of  their  specific  involvement?  Ten 
specific  points  seem  to  emerge: 

1.  We  are  charged  with  the  responsibility  of  recog- 
nizing an  extra-human  influence  that  acts  as  a “humility 
factor.”  Everyone  has  a very  personalized  version  of  this 
kind  of  faith  which  we  customarily  call  religion;  physi- 
cians or  not,  all  of  us  probably  need  some  sort  of  spiritu- 
ality which  provides  individual  strength  from  some  source 
other  than  personal  ego. 

2.  It  also  is  our  responsibility  to  mobilize  this  same 
need  for  spirituality  in  patients.  Probably,  more  than  most, 
persons  who  are  ill  need  faith  — faith  in  their  physician, 
faith  in  themselves,  and  faith  in  the  fact  that  they  can 
and  will  get  well. 

3.  Currently,  we  are  taught  that  the  patient  probably 
should  be  treated  as  a responsible  member  of  the  health 
care  team  and  given  some  of  the  responsibility  for  his 
health  maintenance.  This  implies  optimum  patient  edu- 
cation and  cooperation  with  respect  to  secondary  preven- 
tive measures,  if  not  primary  ones.  The  issue  of  cigarette 
smoking  is  so  clear  from  a health  maintenance  vantage 
point  that  American  people  must  face  this  issue  realistic- 
ally before  the  nature  of  cardiovascular  disease  in  this 
country  is  effectively  changed  in  a global  fashion. 

4.  It  is  essential  that  the  patient  be  allowed  time  for 
adequate  talk.  Therefore,  clinic  encounters  which  fail  to 
provide  such  time  must  be  supplemented  with  the  use  of 
what  might  otherwise  be  called  personal  time. 

5.  Regular  use  of  the  telephone  to  communicate  with 
patients  can  provide  proper  follow-up,  education,  and 
reassurance.  A personal  phone  call  advising  the  patient 
of  even  normal  results  of  his  laboratory  tests  is  a very 
effective  gesture  and  method  for  extending  the  clinic  visit. 

6.  We  must  consider  the  theory  that  stress  causes 
disease. 

7.  We  are  tempted  to  explore  such  antistress  technics 
as  relaxation  response  and  biofeedback  medicine. 

8.  We  are  amply  instructed  to  use  paramedical 
personnel  including  nurses,  and  nurse  practitioners,  as  well 
as  other  medical  personalities  within  the  hospital,  within 
the  patient’s  community,  and  within  his  church.  We  must 
be  aware  that  all  people  possess  healing  qualities  that  can 
be  mobilized  for  the  benefit  of  the  patient. 

9.  The  clergy  represents  another  “consultant”  whose 
skills  may  be  employed  for  the  patient’s  well-being. 

10.  We  are  at  least  tempted  by  the  lure  of  potential 
benefit  from  “getting  religion,”  however  difficult  to  define. 
We  suggest  reading  Heartsblood  by  Paul  Marttin.40  This 
delightful  novel  describes  a real-life  person;  the  names 
have  been  changed  to  protect  the  innocent.  The  principal 
perfectly  exemplifies  the  antithesis  of  holistic  health  care 
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in  a university  professor  whose  Type  A-ness  was  so  over- 
powering that  patients,  colleagues,  and  family  were  swept 
aside  in  the  name  of  “high-achievership.”  We  also  suggest 
reading  The  Varieties  of  Religious  Experience  by  William 
James.41  In  it,  he  states:  “If  religion  is  to  mean  anything 
definite  for  us,  it  seems  to  me  that  we  ought  to  take  it  as 
meaning  this  added  dimension  of  emotion,  this  enthusias- 
tic temper  of  espousal,  in  regions  where  morality  strictly 
so-called  can  at  best  but  bow  its  head  and  acquiesce.  It 
ought  to  mean  nothing  short  of  this  new  reach  of  freedom 
for  us  with  the  struggle  over,  the  keynote  of  the  universe 
sounding  in  our  ears,  and  everlasting  possession  spread 
before  our  eyes.” 

It  would  appear  that  all  physicians  are  responsible 
for  presenting  themselves  from  a position  of  personal 
peace  concerning  patient  care.  It  is  the  responsibility  of 
the  physician  to  understand  personal  spirituality  before 
attempting  to  analyze  those  patient  illnesses  that  may  be 
intertwined  with  the  patient’s  own  sense  of  emotion,  life 
stress,  and  spirituality  itself.  In  the  beginning,  physician 
and  priest  were  indeed  indivisible,  all  healing  being  divine. 
The  words  of  Dr.  Felix  Marti-Ibanez  are  just  as  true 
today:  “To  be  a doctor,  then,  means  much  more  than 
to  dispense  pills  or  to  patch  up  or  repair  torn  flesh  and 
shattered  minds.  To  be  a doctor  is  to  be  an  intermediary 
between  man  and  God.”42 

Acknowledgment:  James  V.  Warren,  M.D.,  and  Mrs.  Sharon 
Fuller  assisted  in  the  preparation  of  this  article. 
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Anyone  for  Tenure? 

Eugene  D.  Jacobson,  M.D. 


Academic  tenure  was  created  originally  to  protect 
faculty  members  of  universities  against  arbitrary  dismis- 
sal. Today,  faculty  generally  considers  tenure  as  either 
a means  of  providing  a guaranteed  annual  wage  or  of 
exercising  some  influence  over  the  quality  of  faculty. 
Administrators  often  view  tenure  as  a means  of  limiting 
faculty  size,  thereby  controlling  the  institutional  budget. 
Tenure  is  relatively  new  to  medical  schools,  end  the  col- 
lege of  medicine  differs  in  many  important  regards  from 
other  colleges  of  a university.  Thus,  discussions  are 
needed  to  define  tenure'  and  to  explain  its  operational 
characteristics  for  the  institution.  Such  discussions  are 
under  way  in  many  American  medical  schools  today. 


HE  HISTORIC  ORIGIN  of  academic  tenure  in 
America  is  embedded  in  the  small  liberal  arts  college. 
Tenure  stemmed  from  a desire  to  protect  faculty  members 
from  summary  dismissal  by  arbitrary  administrators  not 
agreeing  with  the  philosophy  or  outlook  of  the  faculty 
member  being  dismissed.  Tenure  has  incorporated  two 
new  functions,  one  stemming  from  the  faculty  and  the 
other  from  the  administration.  Faculty  members  have 
tried  to  turn  tenure  into  an  insurance  policy  intended  to 
provide  job  security  for  an  academic  career.  Adminis- 
trators have  employed  tenure  to  control  institutional 
budgets  by  culling  out  young  faculty  members  whose 
performance  was  not  judged  to  be  at  an  appropriate 
level. 

The  idea  of  tenure  and  its  ramifications  came  late 
to  the  American  medical  school.  This  is  not  surprising 
since  the  average  medical  school  of  50  or  75  years  ago 
had  a small  faculty.  It  was  predominantly  part  time  and 
was  composed  mainly  of  physicians  whose  principal  in- 
comes were  earned  from  private  practice.  Many  medical 
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schools  recently  have  been  incorporated  into  a state  sys- 
tem for  higher  education  including  larger  numbers  and 
proportions  of  full-time  faculty,  and  an  increasing  num- 
ber of  the  faculty  having  PhD  degrees.  With  the  growing 
influence  of  professional  faculty  organizations  committed 
to  tenure,  this  time-honored  university  status  symbol  has 
become  a serious  problem  for  many  medical  schools. 
Presumably,  the  difficulties  should  be  resolved  over  the 
coming  decade,  but  many  faculty  members  are  under- 
going anxious  deliberations  about  tenure.  This  article  is 
intended  to  delineate  some  of  the  issues  and  problems 
relating  to  tenure  confronting  the  faculty  and  admin- 
istrators of  American  medical  schools. 

Definition  of  Tenure 

In  some  institutions,  tenure  is  considered  to  be  equi- 
valent to  a guarantee  of  faculty  salary;  in  others,  the 
guarantee  extends  only  to  that  portion  of  faculty  salary 
derived  from  the  “hard  money”  funds  of  the  medical 
school  or  university.  In  some  schools,  tenure  is  a guarantee 
of  the  academic  title  only;  elsewhere,  it  is  considered  a 
guarantee  of  continuing  employment  without  specification 
of  salary  coverage.  In  the  minds  of  many  administrators 
or  faculty  members,  tenure  merely  guarantees  due  process 
before  the  faculty  member  is  dismissed.  Tenure  has  not 
been  formally  defined  in  most  schools,  and  no  fiscal  crisis 
has  occurred  to  test  its  real  meaning. 

The  qualifications  required  of  faculty  for  tenure  vary 
from  institution  to  institution.  In  some  colleges  of  medi- 
cine, only  full  professors  are  eligible  for  tenure;  associate 
professors  also  are  eligible  in  most  schools;  and  a few 
schools  even  qualify  an  assistant  professor  for  tenure.  The 
length  of  time  permitted  for  existence  in  pretenure  status 
usually  is  seven  years,  however,  a period  of  19  years’  em- 
ployment before  acquiring  tenure  also  has  occurred. 

Achieving  Tenure 

There  are  additional  differences  in  the  outcome  of 
not  achieving  tenure  within  a proscribed  time.  In  most 
institutions,  failure  to  achieve  tenure  results  in  discon- 
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tinuance  of  both  faculty  title  and  salary  within  a period 
of  one  year.  In  other  schools,  status  may  be  changed  when 
the  individual  is  unable  to  achieve  tenure,  and  the  faculty 
member  is  administratively  classified  in  a nontenure 
faculty  category.  Naturally,  various  formal  designations 
are  applied  to  those  not  on  a tenure  track  — field  service, 
clinical  prefix  or  suffix,  adjunct,  research,  or  other  titles 
added  to  the  normal  academic  rank. 

Currently,  the  majority  of  American  medical  schools 
have  developed  a nontenured  academic  track,  but  this 
development  is  considered  relatively  unique  within  each 
institution.  Emergence  of  this  nontenured  track  was 
necessitated  by  pressure  from  faculty  members  concerned 
about  jobs  and  by  the  economic  realities  of  the  modern 
medical  school.  A faculty  member  may  be  very  valuable 
fiscally  to  the  institution,  through  either  remunerated  ac- 
tivities in  practice  or  from  external  granting  agencies,  but 
he  may  not  have  the  qualifications  to  pass  the  trial  for 
tenure  before  an  academic  committee. 

In  a similar  vein,  tenure  has  been  adopted  rather 
rigorously  by  many  medical  schools  within  the  past  decade 
because  of  a combination  of  academic  and  fiscal  consider- 
ations. Despite  the  economic  imperative  implicit  in  tenure, 
the  subject  usually  is  couched  in  such  terms  as  traditional 
academic  values,  humanitarian  considerations,  improve- 
ment of  the  intellectual  atmosphere,  and  others,  without 
due  consideration  for  the  long-term  fiscal  impact  of  ten- 
ure on  the  institution. 

This  academic  invention  has  become  more  wide- 
spread and  deeply  entrenched  in  American  medical 
schools,  but  the  recent  tendency  has  been  for  increased 
stringency  in  the  application  of  its  formal  provisions. 
Younger  faculty  members  anxiously  view  such  changes  as 
Draconian.  In  some  schools,  the  number  of  faculty  mem- 
bers tenured  each  year  is  fixed  at  approximately  1%  of 
the  total  full-time  faculty.  The  limitation  in  number  of 
tenured  faculty  often  reflects  the  financial  limitations  of 
an  institution  which  defines  tenure  as  a means  for  guaran- 
teeing salary  to  the  academician.  In  other  institutions,  the 
faculty  may  have  been  responsible  for  exercising  a more 
critical  attitude  in  judging  applicants  for  tenure,  thereby 
hoping  to  improve  the  academic  atmosphere  in  the  school. 
Elsewhere,  adoption  of  the  American  Association  of  Uni- 
versity Professors  (AAUP)  guidelines  has  tightened  the 
reins  on  tenure. 

The  dramatic  increase  in  the  size  of  medical  school 
faculties  in  the  past  two  decades  has  influenced  the 
desire  to  constrict  tenure  requirements,  As  the  size  of  the 
medical  class  increased  50%  to  100%  in  many  schools, 
the  numbers  of  faculty  members  grew  (at  a lesser  rate) 
to  handle  the  increased  teaching  responsibilities.  Training 
programs  for  the  PhD  and  MD  faculty  members  (stimu- 
lated to  grow  by  the  increasing  reseach  opportunities 
funded  by  the  federal  government  in  the  1950s  and  1960s) 
have  continued  to  supply  new  faculty  and  with  only  small 
signs  of  any  recent  decrement.  Since  acquiring  tenure 
bears  more  than  a few  of  the  characteristics  of  admission 
into  exclusive  club  membership,  some  of  the  “ins”  feel 


that  entry  of  the  “outs”  should  require  demonstration  of 
qualifications. 

There  also  is  ample  evidence  that  the  federal  gov- 
ernment does  not  intend  to  support  further  increases  in 
the  number  of  physicians  being  trained  by  the  medical 
schools  or  the  number  of  faculty  teaching  in  those  schools. 
One  can  safely  predict  a growing  disproportion  between 
the  larger  number  of  potential  new  faculty  members  and 
the  progressively  decreasing  number  of  open  positions. 
The  coming  job  shortage  can  be  expected  to  impose  even 
greater  pressure  on  academic  committees  concerned  with 
the  issue  of  tenure.  PhD  members  of  clinical  departments 
particularly  will  be  in  jeopardy  in  the  coming  years.  These 
individuals  often  are  not  viewed  as  being  of  the  same 
quality  as  their  counterparts  in  basic  science  departments. 

Legal  Responsibilities 

In  the  face  of  the  ambiguities  and  complexities  relat- 
ing to  tenure,  institutional  administrators  are  not  alto- 
gether certain  about  their  legal  obligations  to  either 
tenured  or  untenured  faculty  members.  In  the  usual 
school,  the  majority  of  faculty  members  do  not  have  ten- 
ure. It  is  not  clear,  however,  that  the  courts  would  view 
the  bestowing  of  tenure  on  one  individual  as  a legally 
binding  guarantee  of  salary  when  another  individual  of 
equal  qualifications  without  tenure  was  being  denied  his 
salary.  This  type  of  uncertainty  applies  to  individuals  in 
the  nontenure  track  who  have  been  with  the  institution 
for  many  years.  Their  case  for  continued  support  may  be 
equally  as  valid  in  the  eyes  of  a court  as  the  case  for  a 
tenured  individual. 

The  administrative  puzzle  is  also  important  regard- 
ing individuals  who  hold  tenure.  If  the  institution  views 
tenure  as  a guarantee  of  salary,  then  it  must  apply  controls 
to  the  number  of  new  faculty  being  placed  in  the  category 
each  year.  Financial  resources  of  a medical  school  are 
limited,  particularly  those  resources  that  are  independent 
of  the  vagaries  of  federal  funding  policies. 

There  are  three  interrelated  variables  in  the  tenure 
equation;  namely,  the  amount  of  available  and  stable 
support  for  salaries,  the  length  of  time  a faculty  member 
is  required  to  serve  in  the  pretenure  state,  and  the  number 
of  academicians  who  can  be  tenured  each  year.  To  some 
extent,  limitations  in  salary  support  will  determine  the 
absolute  number  of  tenured  faculty  that  can  be  sustained 
by  an  institution.  Then  the  college  can  prolong  the  pre- 
tenure state,  establish  a nontenure  category,  or  pursue  a 
rigorous  policy  of  terminating  individuals  relentlessly  if 
they  do  not  meet  the  qualifications  of  tenure. 

Conclusion 

With  the  softness  of  attitudes  toward  tenure  in 
medical  schools  and  the  relatively  short  duration  of  ex- 
perience in  dealing  with  this  phenomenon  among  their 
administrators,  it  is  not  surprising  that  criteria  for  tenure 
usually  have  not  been  explicitly  defined  or  uniformly  ap- 
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plied  in  our  institutions.  Considering  only  the  past  ten 
years,  it  was  much  easier  to  obtain  tenure  at  the  outset 
of  the  decade  than  now.  Also,  in  institutions  with  a fixed 
number  of  tenured  positions  available  each  year,  the 
number  of  persons  reaching  a point  of  evaluation  for  the 
title  is  unrelated  to  the  number  chosen. 

Notwithstanding  the  future  uncertainties  relating  to 
tenure,  abolition  of  the  concept  would  not  solve  the  basic 
problem  that  will  confront  our  schools  of  medicine  in  the 
1980s.  The  rapid  growth  in  the  number  of  medical  school 
faculty  members  is  over.  Most  of  the  faculty  members  in 
our  institutions  are  at  least  a decade  away  from  retire- 
ment. The  decline  in  numbers  of  new  faculty  members 
has  not  been  rapid  enough  to  avoid  a certain  problem 
later.  There  is  every  indication  that  positions  in  the  medi- 
cal academic  establishment  will  not  remain  unfilled  in 
the  near  future,  and  tenure  looms  as  a mechanism  to 
regulate  a difficult  situation. 
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Maternal  Mortality  Report  for  Ohio  - 1975* 


The  OSMA  Committee  on  Maternal  and  Neonatal  Health 


HE  COMMITTEE  ON  MATERNAL  and  Neonatal 
Health  is  pleased  to  present  this  21st  annual  survey. 
In  this  report,  published  in  compliance  with  the  directive 
creating  this  Committee  in  1954,1  the  statistics  for  1975 
will  be  presented  and  analyzed. 

This  relatively  brief  report  is  separated  into  five 
sections.  The  first  mentions  various  activities  of  the  Com- 
mittee since  its  last  report  to  The  Council,  December  17, 
1977, 2 extracted  and  published  in  May  1978.  The  second 
part  outlines  several  projects  pursued  by  the  Committee. 
The  third  contains  a statistical  survey  of  Ohio  maternal 
deaths  during  1975  compiled  by  the  Committee.  The 
fourth  portion  contains  an  analysis  and  discussion,  and  the 
final  part  poses  recommendations  of  the  Committee  based 
upon  its  experiences. 


Activities 

Currently  the  Committee  consists  of  22  members 
who  represent  the  12  OSMA  Councilor  Districts.  Mem- 
bers present  a rich  professional  assortment  of  talent  in- 


*A continuous  statewide  Maternal  Mortality  Study  is  being 
conducted  in  Ohio  by  the  Committee  on  Maternal  and 
Neonatal  Health  of  the  Ohio  State  Medical  Association, 
in  cooperation  with  the  Ohio  Department  of  Health  and 
representatives  of  the  various  County  Medical  Societies. 
Summaries  of  some  of  the  cases  studied  by  the  Committee, 
based  on  anonymous  data  submitted,  are  published  in- 
cognito in  this  column  from  time  to  time,  interspersed 
with  statistical  summaries. 


eluding  pathology,  internal  medicine,  family  practice, 
obstetrics  and  gynecology. 

Several  meetings  have  been  held  by  the  Committee: 
The  63rd  meeting  convened  on  February  19,  1978,  during 
which  progressive  plans  were  developed  to  coordinate 
liaison  with  the  Ohio  Department  of  Health  and  Ohio 
Perinatal  Club  in  pursuit  of  perinatal  health  problems. 
Doctor  Antoinette  Eaton  has  been  a dynamic  stimulus  to 
this  program;  Dr.  Alice  Linyear  also  has  been  of  great 
assistance  to  the  Committee. 

At  the  64th  meeting,  January  14,  1979,  news  of  an 
impending  movement  to  discontinue  the  Ohio  Study 
shocked  members  who  vowed  to  revitalize  the  project  and 
recommend  its  continuation.  Thirty-six  cases  were  re- 
viewed! Then,  by  invitation,  the  chairman  and  six  com- 
mittee members  appeared  before  The  Council  April  29, 
1979,  to  testify  and  relate  vast  accomplishments,  the 
progress,  and  future  programs  involving  the  Committee. 

During  the  65th  meeting,  held  July  15,  1979,  the 
Committee  reviewed  past  activities;  promptly,  the  chair- 
man appointed  seven  subcommittees,  charging  each  to 
explore,  review  and  submit  a report  on  every  subject  in 
which  The  Council  professed  intense  interest,  ie,  “teenage 
pregnancies,”  “pregnancy  disability,”  “home  deliveries,” 
etc. 

The  Ohio  Maternal  Mortality  Study  holds  respected 
representation  in  the  “Midwest  Maternal  Mortality  Study 
Committees,”  a growing  organization  headed  by  Dr.  Fred 
J.  Hoffmeister.  As  it  grows  and  develops,  it  is  envisioned 
that  a huge  study  can  be  produced  surveying  maternal 
health  and  maternal  deaths  in  a large  segment  of  the 
United  States.  Doctors  Anthony  J.  Ruppersberg,  Jr.,  Rob- 
ert Johnstone,  and  Richard  P.  Glove,  have  participated. 
The  last  meeting  of  this  organization  was  held  in  New 
York,  April  2,  1979.  Members  of  the  Committee  partici- 
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pated  in  the  National  ACOG  meeting,  New  York,  April 
2,  3,  and  4,  1979,  and  the  postgraduate  courses,  OSMA 
meeting,  Columbus,  May  12,  1979. 


Projects 

The  Committee,  spearheaded  by  Doctor  Logsdon, 
produced  and  displayed  an  exhibit  at  the  OSMA  Annual 
Meeting  in  Dayton,  May  8,  9,  and  10,  1978.  Its  illumi- 
nating material  dealt  with  “teenage  pregnancies”  and 
“teenage  maternal  deaths;”  it  was  well  accepted.  The 
subject  for  1980  will  be  “Two  Decades  of  a Study,  Mater- 
nal Deaths  in  Ohio.” 

Reports  of  the  seven  subcommittees  will  be  reviewed, 
forwarded  to  The  Council,  and  some  will  be  published  in 
various  media  for  information  and  educational  purposes. 

“Guiding  Principles  for  Obstetric  Care,”  a priceless 
document3  developed  by  the  Committee  in  1957,  has  been 
reviewed,  studied,  and  revised  by  the  Committee  for  the 
seventh  time  to  “update  it.”  The  last  revision  appeared  in 
the  July  issue  of  The  Ohio  State  Medical  Journal,4  for  the 
information  and  guidance  of  Ohio  obstetricians. 


Statistics 

Statistics  for  the  consecutive  year  1975,  are  published 
herein  for  comparison  with  the  data  in  previous  reports. 
To  preserve  conformity  to  accepted  patterns,  terminology 
and  nomenclature  follow  the  International  Classification. 
See  table,  page  780. 


Discussion 

There  were  158,341  live  births  reported  in  Ohio  by 
the  Ohio  Department  of  Health  during  1975.5  From  this 
maternal  mortality  study,  the  Committee  classified  14 
maternal  deaths  for  the  year.  The  maternal  mortality  rate 
was  0.113  per  1,000  live  births,  or  1.13  per  10,000  live 
births  for  1975. 

There  also  were  1,630  fetal  deaths  (stillbirths).  Live 
births,  stillbirths,  and  premature  births  predominated  in 
number  in  Cuyahoga  County,  in  comparison  to  Franklin 
and  Hamilton  Counties,  during  1975.  All  of  these  figures 
are  slightly  less  in  number  than  those  published  for  1974. 

From  our  Ohio  Maternal  Mortality  Study,  the  Com- 
mittee studied  28  cases  for  1975,  voting  14  maternal 
deaths  and  14  nonmaternal  deaths  (no  connection  with 
pregnancy) . Several  interesting  features  were  observed  in 
the  statistics:  there  were  no  teenagers  reported  among 
the  14  maternal  deaths;  one  patient  delivered  at  home 
died;  two  of  the  14  patients  died  undelivered  (there  were 
seven  in  1974)  ; 12  patients  died  postpartum  or  postabortal 
(there  were  17  in  1974)  ; of  the  12  patients  eligible  for 
prenatal  care,  nine  had  adequate  care,  while  three  had 
inadequate  care,  or  none;  only  four  of  the  14  patients 


were  voted  preventable  maternal  deaths  (two  were  patient 
responsibility,  one  was  personnel,  one  was  both  patient 
and  personnel  responsibility) . 

Considering  the  primary  cause  of  maternal  death, 
none  died  of  toxemia,  while  two  died  of  hemorrhage  and 
one  from  infection.  However,  1 1 died  from  other  causes, 
led  by  pulmonary  embolism  (7).  Of  the  five  “high  risk” 
obstetric  patients,  only  one  died  of  a cause  related  to  the 
“high  risk”  condition. 

Although  the  number  of  maternal  deaths  during 
1975  is  relatively  small,  the  maternal  mortality  rate  of 

0.113  per  thousand  live  births  is  lower  than  that  calcu- 
lated for  1974  (0.17  per  thousand).  It  is  anticipated  that 
the  1976  study  (now  being  compiled)  will  contain  appre- 
ciably more  cases. 

Several  additional  facts  may  be  mentioned  in  dis- 
cussion. Your  Committee  on  Maternal  and  Neonatal 
Health  merits  several  unique  features:  it  is  a “voluntary-” 
committee  with  members  receiving  no  remuneration  for 
hours  spent  in  service  of  the  committee’s  study.  Although 
members  receive  pay  for  mileage,  similar  physicians  in 
other  “state  studies”  receive  mileage  plus  compensatory 
pay  for  investigation  of  every  maternal  death  case! 

Thirty-nine  cases  were  reviewed,  studied  and  cate- 
gorized during  the  65th  meeting  of  the  Committee,  July 
15,  1979;  the  cases  included  1975,  1976,  1977,  and  1978 
deaths.  Also  at  this  meeting  the  Committee  expressed  its 
appreciation  to  Gail  Dodson  for  the  years  she  devoted  as 
secretary  to  the  Committee;  she  is  replaced  by  Mr.  Her- 
bert E.  Gillen,  who  formerly  served  as  the  Committee’s 
secretary  for  seven  years.  We  welcome  him  as  he  fills  this 
important  position. 

The  Committee  has  carefully  observed  the  trends  in 
maternal  deaths  during  the  past  two  decades.  A number 
of  “cases”  are  omitted  from  the  study  due  to  omissions  in 
various  methods  of  reporting,  either  accidentally  or  pur- 
posely! Members  have  renewed  their  vigor  and  interest, 
seeking  revision  of  old  methodology  in  discovery,  investi- 
gating and  reporting  of  cases. 


Recommendations 

1.  Again,  the  Committee  unanimously  recommends 
continuance  of  The  Ohio  Maternal  Mortality  Study! 
Members  are  aware  of  the  study’s  close  relationship  to 
perinatal  morbidity  and  mortality,  using  the  slogan 
“Mother  in  jeopardy,  fetus  in  jeopardy!” 

2.  Your  Committee  must  make  better  use  of  Ohio 
State  Medical  Association  publications  to  keep  the  pro- 
fession and  the  public  aware  of  current  issues  pertaining 
to  maternal  and  perinatal  health. 

3.  The  next  revision  of  “Guiding  Principles”  should 
contain  consideration  to  possibly  encouraging  or  requiring 
neonatal  consultation  for  “high  risk”  patients. 

4.  Committee  members  will  renew  efforts  to  discover, 
investigate  and  report  potential  “cases”  now  escaping 
inclusion  in  The  Ohio  Study. 
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Ohio  Maternal  Mortality  Study  Statistics  for  1975 


Total  Live  Births  in  Ohio,  1975 

(Total  Cases  in  files,  21  years, 


158,341 

1955-1975=  1,751  ) 


Fetal  Deaths  1,630 

Total  Cases  Studied  (1975)  18 

Cases  not  studied  due  to  lack  of  information  2 

Undetermined  0 

Nonmaternal  Deaths  4 


Maternal  Deaths  (classified) 

Nonwhite 

White 


14 

4 

10 


Age: 

Teens  0 

20’s  9 

30’s  4 

40’s  1 


Parity: 

Primigravidae  4 

Multiparae  9 

Unknown  1 

Place  of  Death: 

Hospital  13 

Home  1 

Other  0 

Place  of  Birth: 

Hospital  13 

Home  1 

Other  0 


Classification  of  preventability: 

Nonpreventable  10 

Preventable  (avoidable  factor)  4 


Patient  responsibility  (P,)  2 

Personnel  responsibility  (P9)  1 

Both  P,  and  P2  1 

P3  (hosp.  and  misc.)  0 


Classification  of  Primary  Causes  of  Death: 

Hemorrhage  2 


Abortion,  without  sepsis  0 

Afribinogenemia  0 

Abruptio  0 

Am.  fl.  embolus  0 

Dead  fetus  0 

Ruptured  uterus  0 

Atony,  uterine,  postpartum  0 

Ectopic  pregnancy  with  sepsis  0 

Laceration,  extrauterine  0 

Placenta  Praevia  0 

Retained  Placenta  0 

Ruptured  uterus  (no  afibrin.)  0 

Other  2 


Infection 

Abortion,  alleged  “criminal” 
Abortion,  septic,  spontaneous 
Up.  Resp.  Inf. 

Peritonitis 

Septicemia  (puerperal  sepsis) 
Septicemia  (other) 

Other 


0 

0 

0 

0 

1 

0 

0 


Type  of  Delivery: 

Not  recorded  0 

Operative  7 

Nonoperative  (spontaneous)  5 

Not  delivered  2 

Route  of  Delivery: 

Not  recorded  0 

Vaginal  5 

Cesarean  6 

(antemortem)  6 

(postmortem)  0 

Laparotomy  (ectopic  preg.)  1 

Not  delivered  2 

Case  Classification  (when  death  occurred): 

Not  known  0 

Group  I (fr.  concept,  to  20th  wk.)  0 

Group  II  (fr.  20th  wk  to  28th  wk.)  0 

Group  III  (fr.  28th  wk.  through  term)  2 
Group  IV  (postabortal,  postpartum)  12 

Autopsies  (includes  1 coroner’s  case)  7 

Prenatal  care  (apparent  from  data  sheets) 

None  2 

Unknown  or  not  reported  0 

Adequate  9 

Inadequate  1 

Excluded  (ectopic  preg.  and  abortion)  2 


Toxemia  0 


Acute  yellow  atrophy  0 

Hypertension,  chronic  (inch  hypertension 
with  cerebrovascular  hem.)  0 

Eclampsia  0 

Preeclampsia  0 

Renal  disease  0 

Other  12 

Amniotic  fl.  em.  (no  hem.)  1 

Anesthesia  1 

(general)  1 

- (regional)  0 

Brain,  edema,  unspecified  1 

Cardiac  disease  1 

Cerebrovascular  hemorrhage  (no  tox.)  1 

Chorioepithelioma  0 

Diabetes  0 

Hydatid  mole  0 

Lower  nephron  nephrosis  0 

Pulmonary  edema  0 

Pulmonary  embolus  7 

Renal  disease,  chronic,  unspecified  0 

Trauma,  massive,  external  0 

All  other  0 

“High  Risk”  OB  patients  5 

“High  Risk”  condition  related  to 

cause  of  death  1 
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Again;  the  chairman  expresses  sincere  appreciation  to 
members  of  the  Committee  who  loyally  supported  and 
faithfully  discharged  their  respective  duties  over  the  past 
years.  Likewise,  the  Committee  gratefully  acknowledges 
the  assistance  provided  by  attending  physicians,  repre- 
sentatives of  various  county  medical  societies,  the  Ohio 
Department  of  Health,  Division  of  Maternal  and  Child 
Health,  and  numerous  other  agencies  and  individuals. 
Without  their  cooperative  support,  this  maternal  mortality 
study  could  not  be  continued. 
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Cataracts  and  Adult  Diabetes 

Kenneth  Kreines,  M.D. 

Kenneth  W.  Rowe,  Jr.,  M.D. 


Cataracts  were  detected  in  58%  of  the  lenses  of  adult- 
onset  diabetics  vs  38%  of  nondiabetic  controls,  and  their 
prevalence  increased  significantly  with  age  as  well  as 
years  of  known  diabetes.  The  influence  of  years  of  dia- 
betes on  cataract  prevalence  is  statistically  independent 
of  and  in  addition  to  that  of  patient  age. 

The  cataracts  observed  among  diabetics  were  qualita- 
tively similar  to  those  observed  among  nondiabetics  but 
were  detected  at  earlier  ages  and  were  more  likely  to  be 
bilateral. 


A LTHOUGH  IT  GENERALLY  IS  agreed  that  the 
^-incidence  of  cataracts  increases  with  years  of  dia- 
betes, it  still  is  not  known  if  this  increase  is  related  pri- 
marily to  diabetes  or  to  the  fact  that  the  patients  are 
aging.1'8  This  article  describes  a study  especially  designed 
to  investigate  the  relative  importance  of  patient  age  ver- 
sus diabetes  duration  to  the  prevalence  of  cataracts  in 
adult  diabetes. 


Materials  and  Methods 

Subjects. — During  a three-month  survey  period, 
each  patient  who  attended  the  Adult  Diabetes  Clinic  of 
the  University  of  Cincinnati  Medical  Center  was  classi- 
fied into  one  of  nine  groups  by  age  and  known  years  of 
diabetes.  The  first  20  patients  in  each  group  were  selected 
to  be  used  in  the  study. 

For  controls,  three  additional  groups,  comprised  of 
20  individuals  with  increasing  ages,  were  selected  in 
similar  fashion  from  among  spouses  of  the  patients.  A 
control  was  accepted  only  if  his  nonfasting,  one-hour, 
post-Glucola™  venous-plasma  autoanalyzer,  glucose  level 
was  shown  to  be  less  than  160  mg/dl,  and  there  was  an 
absence  of  known  diabetes  among  his  parents,  children, 
and  siblings.  Race  and  sex  distributions  of  the  20  sub- 


This  study  was  supported  in  part  by  National  Institutes  of 
Health  Grant  2R01  AM4401  and  United  States  Public 
Health  Training  Grant  5-T01  AM05165. 

Submitted  April  24,  1979. 

Dr.  Kreines,  Cincinnati,  Director,  Diabetes  Clinic,  Univer- 
sity of  Cincinnati  Medical  Center;  Attending  Staff,  Jewish 
Hospital;  and  Professor  of  Clinical  Medicine,  University  of 
Cincinnati  College  of  Medicine. 

Dr.  Rowe,  Cincinnati,  Associate  Dean  for  Clinical  and 
House  Staff  Affairs,  and  Associate  Professor  of  Ophthal- 
mology, University  of  Cincinnati  College  of  Medicine. 


jects  within  each  subgroup  are  shown  in  Table  1. 
Procedures. — Following  dilation  of  the  pupils,  the  lenses 
were  photographed  with  the  Zeiss  Fundus  Flash  II™ 
camera  set  at  maximum  light  output  with  focus  on  the 
iris  rather  than  the  retina.  Kodachrome  II™  film  was 
used.  The  validity  of  this  method  was  demonstrated  by 
a pilot  study  performed  on  40  different  patients  during 
which  a high  degree  of  correlation  had  been  found  be- 
tween the  diagnosis  of  cataracts  by  this  method  and  the 
diagnosis  with  the  hand  ophthalmoscope  (p  = 0.01). 

The  slides  then  were  coded,  randomized,  and  inter- 
preted blindly  by  the  ophthalmology  consultant.  Three 
types  of  cataracts  were  identified,  ie,  cortical  spoke 
cataracts,  posterior  subcapsular  cataracts,  and  nuclear 
sclerosis.  Analyses  were  performed  by  multiple  attributes 
statistics  using  the  chi-square  test  with  2X2  tables  with 
Yates’  correction  mX2  tables  and  mXm  tables.9 

Results 

Cataracts  were  observed  in  53%  of  the  479  eyes 
(one  patient  had  lost  an  eye  by  trauma)  and  were 
equally  distributed  between  the  left  and  right  sides  (53% 
vs  52%).  No  significant  relationship  was  found  between 
the  prevalence  of  cataracts  and  the  sex  or  race  of  the 
subjects. 

Cataract  prevalence  increased  significantly  with  age 
among  both  diabetics  and  controls  (p  = 0.01),  whether 
the  analyses  were  by  eyes  or  individuals  (Tables  2 and 
3).  Cataract  prevalence  increased  significantly  with 
known  years  of  diabetes.  When  analyzed  in  terms  of  eyes, 
the  percentages  were  46%  during  the  first  five  years  of 
known  diabetes,  59%  when  diabetes  was  known  from  6 
to  15  years,  and  65%  when  diabetes  was  known  for 
greater  than  15  years  (p  for  trend  = 0.01).  Analyzed  in 
terms  of  individuals,  the  corresponding  percentages  were 
60%,  72%,  and  88%  (p  for  trend  = 0.01). 

Although  cataracts  were  more  common  among  dia- 
betics than  among  controls,  ie,  58%  vs  38%  of  eyes  and 
73%  vs  53%  of  individuals  (p  = 0.01  for  each),  the  dif- 
ference was  significant  only  for  the  age  groups  40  years 
to  54  years  (p  = 0.01)  and  55  years  to  69  years  (p  = 
0.01)  and  not  for  the  age  group  70  years  and  older.  Trend 
analyses  of  cataract  prevalence  by  age  performed  within 
each  of  the  three  diabetes-duration  groups  gave  sig- 
nificant results  — p = 0.05  for  one  through  five  years, 

( Continued  ) 
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Table  1.  Race  and  Sex  Distribution  of  Subjects  and  Controls 


Age 

Years 

Sex 

1 

Black 

thru  5 
White 

Known  Year  of  Diabetes 
6 thru  15 
Black  White 

Black 

16  + 

White 

Controls 
Black  White 

40  to  54 

F 

14 

3 

13 

1 

16 

1 

12 

2 

M 

3 

0 

5 

1 

2 

1 

6 

0 

55  to  69 

F 

12 

1 

14 

3 

14 

1 

6 

3 

M 

5 

2 

2 

1 

4 

1 

10 

1 

70  + 

F 

7 

1 

13 

2 

13 

3 

3 

7 

M 

10 

2 

5 

0 

3 

1 

6 

4 

p = 0.01  for  6 through  15  years,  and  p=  0.02  for  15- 
plus  known  years  of  diabetes,  whether  analyzed  by  eyes 
or  by  individuals.  Trend  analyses  of  cataract  prevalence 
by  known  years  of  diabetes  which  were  performed  within 
each  of  the  three  age  groups,  also  furnished  highly  sig- 
nificant results,  ie,  p = 0.01  for  each  of  the  three  age 
groups  whether  analysis  was  by  eyes  or  by  indi- 
viduals. When  age  was  “held  constant”  by  pooling  the 
three  age  groups,  cataract  prevalence  increased  signifi- 
cantly within  the  three  diabetes  duration  groups  from 
46  to  59  to  65%  of  eyes  (p  for  trend  = 0.01)  and 
from  60  to  72  to  88%  of  individuals  (p  for  trend 
= 0.01).  Similarly,  when  diabetes  duration  was  “held 
constant”  by  pooling  the  three  diabetes-duration  groups, 
cataract  prevalence  increased  notably  with  age  from  38 
to  60  to  72%  of  eyes  (p  for  trend  = 0.01)  and  from 
55  to  75  to  90%  of  individuals  (p  for  trend  = 0.01). 
These  findings  support  the  view  that  the  effect  of  diabetes 
on  cataract  prevalence  is  independent  of  and  in  addition 
to  that  of  age. 

Cataracts  were  bilateral  in  43%  of  the  diabetic 
patients  vs  only  12%  of  the  controls  (p  = 0.01),  the 
greater  prevalence  of  bilateral  cataracts  among  diabetics 
being  seen  in  all  three  age  groups.  Comparisons  of  dia- 
betics with  controls  revealed  no  significant  differences 


Table  2.  Percent  of  Cataracts  by  Age  and  Known  Year  of 
Diabetes 


Known  Year 

of  Diabetes 

Age  Years 

1 thru 

5 

6 thru 
15 

16  + 

All 

Con- 

trols 

40  to  54 

30 

35 

50 

38 

18 

55  to  69 

48 

63 

70 

60 

25 

70  + 

60 

80 

75 

72 

70 

All 

46 

59 

65 

58 

38 

in  the  relative  proportions  of  nuclear  sclerosis,  cortical 
spoke,  and  posterior  subcapsular  cataracts. 

Discussion 

The  present  findings  provide  further  evidence 
that  cataracts  are  more  common  among  diabetics 
than  among  nondiabetics;  that  cataracts  increase  with 
age  among  diabetics  as  well  as  among  nondiabetics; 
but  are  disproportionately  more  common  among 
younger  diabetics  than  nondiabetics.  Contrary  to  earlier 
studies,5’6  cataracts  were  not  more  common  among 
women  than  among  men.  Previous  studies  did  not  permit 
distinguishing  the  effect  of  increasing  years  of  patient  age 
from  that  of  increasing  years  of  diabetes.  However,  the 
design  of  this  study  permits  statistical  evaluation  of  the 
question  and  supports  the  view  that  the  duration  of 
diabetes  has  an  effect  on  cataract  prevalence  which  is 
independent  of  and  in  addition  to  that  of  patient  age. 

The  cataracts  observed  among  diabetics  were  more 
often  bilateral  than  those  observed  among  nondiabetics, 
but  they  did  not  differ  in  morphologic  type  or  severity. 

Summary 

The  lenses  of  180  adult-onset  diabetics  and  60  ap- 
propriate controls  were  studied  to  determine  if  the 


Table  3.  Percent  of  Individuals  with  Cataracts  by  Age  and 
Known  Year  of  Diabetes 


Known  Year 

of  Diabetes 

Age  Years 

1 thru 

5 

6 thru 
15 

16  + 

All 

Con- 

trols 

40  to  54 

45 

45 

76 

55 

40 

55  to  69 

65 

70 

96 

75 

30 

70+ 

70 

100 

100 

90 

90 

All 

60 

72 

88 

73 

53 
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cataracts,  which  are  common  in  both  groups,  are  re- 
lated primarily  to  the  problem  of  aging  or  to  that  of 
diabetes. 

Cataracts  were  detected  in  58%  of  lenses  of  diabetics 
vs  38%  of  the  controls  (p  = 0.01),  and  increased  notice- 
ably with  age  as  well  as  years  of  known  diabetes  (p  = 
0.01).  The  influence  of  years  of  diabetes  on  cataract 
prevalence  is  independent  of  and  in  addition  to  that  of 
patient  age. 

The  cataracts  observed  among  diabetics  were  quali- 
tatively similar  to  those  observed  among  nondiabetics, 
but  were  detected  at  earlier  ages  and  were  more  likely 
to  be  bilateral  (p  = 0.01). 

Acknowledgments:  Harvey  C.  Knowles,  Jr..  M.D.,  Ralph  Buncher, 
Sc.D.,  and  Mr.  Harry  Colfer  assisted  with  the  statistical  anal- 
yses in  this  study. 
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George  N.  Bates,  M.D.,  Columbus,  Chairman  of  the  Board, 
Physicians  Insurance  Company  of  Ohio,  during  the  ribbon- 
cutting ceremony. 


construct  a permanent  home  office  facility. 

“Here  we  are  in  October  1979,  and  we  are  about  to 
cut  the  ceremonial  ribbon  officially  opening  PICO’s  per- 
manent home.  This  is  a time  of  great  pride  for  all  of  us 
who  have  been  involved  with  PICO’s  development. 

“PICO  has  remained  the  largest  writer  of  medical 
professional  liability  insurance  in  Ohio  since  1977,  which 
was  our  first  complete  year  of  business.  We  have  accumu- 
lated almost  three  years  of  loss  experience  on  a sizable 
volume  of  business.  It  is  this  data  base  that  permitted  the 
recent  rate  reduction  on  primary  coverage.  Effective 
October  1,  primary  professional  liability  rates  were  re- 
duced by  approximately  20%,  for  both  occurrence  and 
claims-made  coverages.  This  reduction  means  that  in  most 
specialties,  the  cost  of  PICO  coverage  is  now  the  lowest 
in  the  State  of  Ohio.  PICO’s  excess  rates  are  established 
by  our  reinsurer,  and  we  are  hopeful  that  the  data  base 
PICO  is  accumulating  on  that  particular  coverage  will 
result  in  a rate  reduction  in  the  near  future. 

“We  expect  this  reduction  to  have  a very  beneficial 
effect  on  the  market  in  Ohio.  The  market  today  is  much 
more  competitive  than  it  was  three  years  ago,  although 
relatively  few  sources  of  medical  malpractice  insurance 
exist  today.  We  welcome  this  competition,  since  it  is  in 
the  best  interests  of  all  purchasers  of  insurance.  We  also 
believe  that  all  physicians  should  enjoy  the  lowest  possible 
rates,  whether  or  not  they  are  insured  by  our  company. 

“It  is  an  understatement  to  say  that  this  is  a happy 
occasion  for  all  of  us  here  at  PICO.  We  have  committed 
the  company  to  serving  the  OSMA  membership  by  pro- 
viding the  finest  insurance  services  possible,  and  I feel 
we  are  meeting  those  commitments.” 


New  Home  Office  Dedicated 

Physicians  Insurance  Company  of  Ohio  (PICO)  re- 
cently dedicated  its  new  home  office  building,  located  in 
Pickerington. 

George  N.  Bates,  M.D.,  Chairman  of  the  Board,  and 
Joseph  K.  Gilmore,  President,  conducted  the  official 
ribbon-cutting  ceremony,  which  was  followed  by  an  open 
house  for  more  than  250  people. 

The  company’s  approximately  50  employees  are  now 
headquartered  in  a 28,000  square-foot,  two-level  building 
on  a 19-acre  site. 

“Just  three  years  ago,  in  October  1976,  PICO  board 
members  and  officers  were  busy  traveling  throughout 
Ohio  presenting  the  concept  of  a physician-owned  com- 
pany,” Dr.  Bates  told  the  guests.  “By  October  1977,  PICO 
had  become  the  largest  writer  of  medical  professional 
liability  insurance  in  the  state.  We  had  outgrown  our 
leased  office  space,  and  the  decision  then  was  made  to 


PICO  Underwrites  Plans 

Effective  December  1,  1979,  PICO  Life  Insurance 
Company  became  the  underwriting  insurance  company 
for  the  Ohio  State  Medical  Association-sponsored  Major 
Medical  and  Excess  Major  Medical  Plans. 

PICO  Life  is  a wholly  owned  subsidiary  of  the 
Physicians  Insurance  Company  of  Ohio,  a stock  insur- 
ance company  formed  and  owned  by  the  Ohio  State 
Medical  Association  and  the  physician-members  of 
OSMA. 

Daniels-Head  & Associates,  Inc.  will  continue  to  be 
the  administrator  of  the  plans. 

For  information  on  either  of  these  OSMA  plans 
contact  the  Daniels-Head  office  at  729  Sixth  Street, 
Portsmouth,  Ohio.  The  toll  free  number  is  800/282-7502 
for  Ohio  residents  (outside  Ohio,  phone  800/848-8691). 

( Continued  ) 
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Ohioans  Receive  Awards 

The  Ohio  and  Delaware  Chapters  of  the  American 
Academy  of  Pediatrics  (AAP)  received  the  1979  Wyeth 
Outstanding  Chapter  Awards  at  the  Academy’s  annual 
meeting. 

The  Ohio  Chapter  was  recognized  for  its  outstand- 
ing accomplishments  in  the  areas  of  automobile  safety 
and  poison  prevention,  and  for  the  establishment  of 
liaison  relationships  with  state  government  and  various 
health  organizations.  Some  of  the  Chapter’s  achievements 
include:  development  of  legislation  for  mandatory  use 
of  seat  restraints  for  children  under  four  to  be  introduced 
in  the  Ohio  General  Assembly;  establishment  of  a state 
lend-lease  car  seat  system  in  cooperation  with  the  Ohio 
State  Medical  Association;  distribution  of  a parent  and 
physician  safety  education  packet  to  over  500  pediatri- 
cians; a campaign  to  distribute  one-ounce  containers  of 
syrup  of  ipecac  to  each  family  in  the  state;  and  extensive 
communication  efforts  to  promote  accident  prevention. 
Leonard  P.  Rome,  M.D.,  FAAP,  Ohio  Chapter  Chair- 
man, accepted  the  award. 

The  Delaware  Chapter  received  the  same  award, 
recognizing  the  outstanding  achievement  of  an  Academy 
Chapter  with  159  or  fewer  members. 

Delaware  was  honored  for  its  outstanding  success 
in  gaining  the  support  of  community  organizations,  civic 
groups  and  government  in  promoting  the  Chapter’s 
“Speak  Up  For  Children!”  campaign;  for  its  implemen- 
tation of  health  planning  and  education  for  the  handi- 
capped legislation;  and  for  its  negotiations  with  Medi- 
caid and  Blue  Shield  officials  to  obtain  better  services  for 
the  state’s  children  and  adolescents. 

Other  accomplishments  include  the  development  of 
a comprehensive  statewide  newborn  screening  program, 
and  a computerized  immunization  follow-up  system. 


New  Applications  Being  Accepted 
By  OMEN 

Applications  now  are  being  invited  from  physicians 
and  hospitals  interested  in  becoming  involved  in  the 
two-way  interactive  programs  of  OMEN  (the  Ohio 
Medical  Education  Network).  OMEN  is  the  largest, 
accredited,  visually-augmented  amplified  telephone  net- 
work for  physicians  in  North  America.  Currently,  140 
hospitals  in  12  states  and  twa  Canadian  provinces  are 
taking  part.  While  the  programs  originate  “live”  from  the 
Ohio  State  University  campus  in  Columbus,  the  confer- 
ences are  actually  held  at  participating  hospitals,  even 


though  some  of  the  hospitals  are  over  1,000  miles  apart. 
Member  hospitals  are  located  in  Ohio,  Alabama,  Arkansas, 
Florida,  Kentucky,  Illinois,  Indiana,  Iowa,  Michigan, 
Pennsylvania,  Tennessee,  West  Virginia,  Ontario,  and 
Saskatchewan.  The  network  is  now  in  its  18th  year. 

Each  of  the  sixteen  (16)  once-a-week  hour-long  pro- 
grams, held  from  January  10,  1979  through  May  1,  1980, 
are  aired  on  Thursdays  from  12:30  P.M.  to  1:30  P.M., 
Ohio  time.  By  attending  the  16  programs,  physicians  may 
earn  16  hours  of  AMA  Category  1 credit  or  American 
Academy  of  Family  Physician’s  Prescribed  credit. 

Through  the  use  of  microphones  and  telephones, 
linked  to  amplifiers  and  loudspeakers  at  member  hospitals, 
OMEN  overcomes  geographic  barriers  to  promote  ex- 
changes of  experiences  and  ideas  between  practicing  phy- 
sicians in  widely  separated  settings  and  leading  medical 
educators  at  four  Ohio  medical  schools.  The  OMEN  per 
program  charge  ranges  from  $22  for  a hospital  with  less 
than  100  beds  to  $30  for  a hospital  with  over  300  beds. 
Long  distance  charges  from  your  community  to  Columbus 
are  paid  by  the  receiving  hospitals.  Visual  impact  in  the 
programs  is  achieved  through  the  use  of  premailed  slides. 
Plospitals  may  also  phone  in  questions  during  programs 
and  query  the  panelists. 

For  more  information,  write:  Arthur  A.  Bartfay, 
Networks  & Media  Coordinator,  OMEN/CCME,  A 352 
SL,  320  West  10th  Avenue,  Columbus,  Ohio  43210.  Or, 
call  (614)  422-4985.  Contact  before  Christmas. 


Acupuncture 

Position  Paper  submitted  by 
The  Ohio  State  Medical  Board 

Acupuncture  has  not  been  an  established  part  of 
the  teaching  curriculum  of  the  medical,  osteopathy,  or 
podiatry  colleges  of  this  country  and  has  not  been  a 
subject  of  examination  by  the  State  Medical  Board.  Con- 
sequently, its  theory,  indications,  hazards,  and  proper 
administration  are  not  commonly  known  to  the  profes- 
sions of  medicine,  osteopathy,  or  podiatry.  It  is  therefore 
the  position  of  the  State  Medical  Board  that: 

1.  Acupuncture  should  only  be  administered  by  a 
State  Medical  Board  licensed  Doctor  of  Medicine, 
Doctor  of  Osteopathy,  or  Doctor  of  Podiatry  within 
the  scope  of  the  Medical  Practice  Act  relating  to 
podiatry,  and  only  after  he  or  she  has  completed  a 
course  of  study  in  acupuncture  from  an  appropriate 
training  program  that  has  equipped  him  or  her  with 
the  suitable  skills  to  use  acupuncture  within  the 
scope  of  his  or  her  practice. 

( Continued  ) 


A peripheral 
vasodilator 
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cold  feet 
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LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIir /300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I)  ..... .25 mg. 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL(B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL(B-I) 25mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN*7100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid 100  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug. 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  to  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding. 


Write  for  literature  and  samples 

( BR<AVJ?fc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 
2500  West  Sixth  Street,  Los  Angeles,  California  90057 
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He  primary 
beneficiaries  ©f 

ORAL 

HYDERGINE'- 


(1  tab  t.i.d.) 


* 


Each  1 mg  Hydergine  tablet  containsdihydroergocornine  mesylate  0.333  mg,  dihydro- 
ergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 

They're  in  their  late  sixties,  the  beneficiaries  of  more  lib- 
eral retirement  laws  and  more  enlightened  attitudes 
toward  the  elderly.  They’re  leading  socially  pro- 
ductive lives.  But  recently,  without  any  clear 
cause,  they  had  each  begun  to  experience  mild 
episodes  of  symptoms  such  as  confusion, 
mood-depression,  and  dizziness.  Their 
ability  to  function  could  have  been 
jeopardized.  That’s  when  they  be- 
came the  beneficiaries  of  oral 
Hydergine  therapy. 


The  still-functioning  geriatric  can  benefit 
’ from  Hydergine  treatment 

i It  is  quite  common  for  cognitive  and  emotional  symp- 
: toms  of  deterioration  to  manifest  gradually  in  the  elderly, 
i During  this  early  stage,  such  symptoms  are  mild  and 
] more  amenable  to  treatment.  It  is  at  this  stage  that 
, Hydergine  therapy  has  proved  most  effective.  Patients 
1 tend  to  respond  better,  and  with  symptoms  effectively 
relieved— or  at  least  their  progression  retarded— the 
ability  to  function  can  be  maintained. 

Oral  Hydergine  tablets  promote 
j better  patient  compliance 
i Compared  with  the  sublingual  form,  dosage  administra- 
| tion  is  easier,  with  less  need  for  supervision. 

© 1979  Sandoz,  Inc. 


Contraindications:  Hypersensitivity  to  the  drug. 

Precautions:  Because  the  target  symptoms  are  of  unknown  etiology,  careful  diagnosis  should 
be  attempted  before  prescribing  Hydergine  tablets  and  sublingual  tablets. 

Adverse  Reactions:  Serious  side  effects  have  not  been  found.  Some  sublingual  irritation, 
transient  nausea,  and  gastric  disturbances  have  been  reported.  Hydergine  tablets  and  sublin- 
gual tablets  do  not  possess  the  vasoconstrictor  properties  of  natural  ergot  alkaloids. 

Dosage  and  Administration:  1 mg  three  times  daily.  Alleviation  of  symptoms  is  usually 
gradual  and  results  may  not  be  observed  for  3-4  weeks. 

How  Supplied:  Hydergine  tablets  (for  oral  use)  1 mg,  packages  of  100  and  500. 
Hydergine  sublingual  tablets  1 mg,  containing  dihydroergocornine  mesylate  0.333  mg, 
dihydroergocristine  mesylate  0.333  mg,  and  dihydroergocryptine  (dihydro-alpha-ergocryptine 
and  dihydro-beta-ergocryptine  in  the  proportion  of  2:1)  mesylate  0.333  mg,  representing  a total 
of  1 mg:  packages  of  100, 500,  and  1000.  Hydergine  sublingual  tablets  0.5  mg,  contain- 
ing dihydroergocornine  mesylate  0.167  mg,  dihydroergocristine  mesylate  0.167  mg,  and  di- 
hydroergocryptine (dihydro-alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0.1 67  mg,  representing  a total  of  0.5  mg; 
packages  of  100  and  1000. 

Before  prescribing,  see  package  insert  for  full  product  information. 

SANDOZ  PHARMACEUTICALS,  EAST  HANOVER,  N.J.  07936  sandoz 


2.  For  other  than  the  treatment  of  pain,  acupuncture 
must  be  limited  to  investigational  or  research  use. 
Only  acupuncture  devices  approved  by  the  Food 
and  Drug  Administration  for  this  procedure  should 
be  used  and  the  guidelines  for  their  proper  use  as 
set  forth  in  the  Federal  Register,  Volume  38,  No.  46, 
March  9,  1973,  should  be  strictly  followed  as  well  as 
the  labeling  upon  the  devices’  uses.  This  includes  the 
informed  consent  of  the  patient  to  participate  in 
this  investigative  study. 

3.  Lack  of  conformance  with  the  before-stated  guide- 
lines is  considered  “a  departure  from,  or  the  failure 
to  conform  to,  minimal  standards  of  care  of  smiliar 
practitioners  under  the  same  or  similar  circum- 
stances, whether  or  not  actual  injury  to  a patient 
is  established”  as  that  clause  is  used  in  Section 
4731.22(B)(6),  Ohio  Revised  Code. 

ODH  Announcement 

The  Ohio  Department  of  Health  Rheumatic  Fever 
Registry  Program  will  end  as  of  December  31,  1979. 
This  program,  which  has  been  operated  by  local  health 
departments  throughout  the  state  for  the  past  20  years, 
was  involved  in  providing  prophylactic  drugs  upon  a 
physician’s  order  to  rheumatic  fever  patients  for  the 
prevention  of  secondary  attacks  of  rheumatic  fever.  The 
discontinuation  of  this  program  is  based  on  the  de- 
creasing enrollment,  increasing  cost  of  the  program  and 


the  availability  of  third-party  drug  cost  reimbursement 
mechanisms  for  rheumatic  fever  patients.  The  local 
rheumatic  fever  registries  will  be  notifying  all  enrolled 
patients  of  the  necessity  of  making  appropriate  arrange- 
ments to  continue  their  rheumatic  fever  prophylaxis.  All 
physicians  who  have  patients  enrolled  in  this  program 
should  attempt  to  ensure  that  their  patients  maintain 
their  drug  prophylaxis  for  prevention  of  secondary  at- 
tacks of  rheumatic  fever.  For  further  information  con- 
tact: Mary  F.  Vaeth,  M.D.,  Chief,  Division  of  Chronic 
Diseases,  Ohio  Department  of  Health. 

Birthday  Bash 

PM  Forum  reports  that  last  year  HEW  celebrated 
its  25th  anniversary  and  reported  the  bill  for  the  occasion 
at  $15,000 — an  already  hefty  tab  for  any  birthday  bash. 
Questioning  by  reporters  produced  (much  later)  a new 
accounting.  This  time  the  price  tag  was  $106,678.  Yes — 
$106,678. 

Rural  Health  Conference 

The  33rd  National  Conference  on  Rural  Health  will 
be  held  in  Boston,  Massachusetts  on  April  17  and  18, 
1980.  Conference  topics  will  include:  common  poisoning 
emergencies,  sportsmedicine  in  rural  schools,  agricultural 
health  problems,  and  primary  management  of  severe 
head  trauma. 
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PROGRAMS 


DECEMBER FEBRUARY 


ENDOCRINOLOGY  AND  METABOLISM  FOR  THE 
PRACTICING  PHYSICIAN:  December  13;  Fawcett  Center  for 
Tomorrow,  Columbus;  sponsor:  Ohio  State  University  College 
of  Medicine  Center  for  Continuing  Medical  Education;  5l/i 
credit  hours;  fee:  $50;  contact:  James  Cerilli,  M.D.,  The  Ohio 
State  University  Hospital,  410  W.  10th  Avenue,  Columbus  43210, 
phone:  614/422-8811. 


JANUARY— 

SURGICAL  MANAGEMENT:  HOW  I DO  IT.  January 
23,  24;  Bunts  Auditorium,  Cleveland  Clinic  Foundation,  Cleve- 
land; 12  credit  hours;  fee:  $150,  $75  (students  and  physicians- 
in-training)  ; contact:  Director  of  CME,  Cleveland  Clinic  Edu- 
cational Foundation,  9500  Euclid  Avenue,  Cleveland  44106, 
phone:  216/444-5696. 

CLINICAL  ONCOLOGY  UPDATE  FOR  PRIMARY 
CARE  PHYSICIANS:  January  25,  26;  Sheraton  Dayton  Down- 
town; sponsor:  Wright  State  University  School  of  Medicine;  12 
credit  hours;  fee:  $40  Wright  State  faculty,  $55  for  others; 
contact:  Arlene  Polster,  Wright  State  University,  P.O.  Box  927, 
Dayton  45401,  phone:  513/372-7140. 


ADVANCES  IN  INFECTIOUS  DISEASE  AND  ANTI- 
MICROBIAL DRUGS:  February  6,  7 ; Bunts  Auditorium,  The 
Cleveland  Clinic  Foundation,  Cleveland;  Sponsor:  The  Cleve- 
land Clinic  Educational  Foundation;  12  credit  hours;  fee:  $100, 
$50  (residents).  Contact:  Director  of  CME,  The  Cleveland 
Clinic  Educational  Foundation,  9500  Euclid  Avenue,  Cleveland, 
44106,  phone  216/444-5696. 


A WORKSHOP  ON  SOFT  TISSUE  SURGERY:  February 
8-10;  Park  Plaza  Hotel;  Sponsor:  The  Cleveland  Clinic  Educa- 
tional Foundation;  15  credit  hours;  fee:  $200,  $100  (residents). 
Contact:  Director  of  CME,  The  Cleveland  Clinic  Educational 
Foundation,  9500  Euclid  Avenue,  Cleveland,  44106,  phone: 
216/444-5696. 


BLOOD  BANKING:  February  14,  15;  Bunts  Auditorium, 
Cleveland  Clinic  Foundation,  Cleveland;  Sponsor:  Cleveland 
Clinic  Educational  Foundation;  12  credit  hours;  fee:  $100,  $50 
(residents  and  allied  health).  Contact:  Director  of  Continuing 
Medical  Education,  Cleveland  Clinic  Educational  Foundation, 
9500  Euclid  Avenue,  Cleveland,  phone  216/444-5696. 


WINDSOR  HOSPITAL 

A NONPROFIT  CORPORATION 
— ESTABLISHED  1 8 9 8 — 

Chagrin  Falls,  Ohio 

247  - 5300 


A hospital  for  the  treatment 
of  Psychiatric  Disorders 

High  on  a Hill-Top,  Overlooking  Beautiful 
Chagrin  River  Valley. 


Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals. 


Booklet  available  on  request. 


FRIEDRICH  A LINGL,  M.D 
Medical  Director 


GUY  H.  WILLIAMS,  JR.,  M.D. 
Medical  Director  Emeritus 


HERBERT  A.  SIHLER  Jr. 
President 


MEMBER:  American  Hospital  Association — National  Association  of  Private  Psychiatric  Hospitals 
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Ask  yourself 
the  following  questions 
about  your 
professional  liability 
insurer: 

Q.  Can  I get  office  protection  from  my  professional  liability  in- 
surer? 

Q.  How  about  coverage  for  my  home  and  car? 

Q.  Can  I own  stock  in  my  present  company? 

Q.  Do  I have  my  choice  of  occurrence  or  claims-made  coverage? 

Q.  Can  I get  the  excess  coverage  I need? 

Q.  Does  my  company  ask  for  input  from  physicians  on  operating 
policies  and  procedures? 

Q.  Did  I receive  a policyholder  dividend  last  year? 

Q.  Does  my  company  require  a physician’s  consent  for  settle- 
ment, before  judgment,  of  a claim? 

Q.  Can  I get  premium  financing? 

If  your  answers  to  all  these  questions  is  “Yes,”  then  you’re  already 
insured  with  PICO. 

If  you’ve  answered  any  question  “No,”  shouldn’t  you  switch  to 
PICO? 

For  the  name  of  an  agent  in  your  area,  telephone  toll  free  in  Ohio, 
1-800-282-7515. 

foho 

Physicians  Insurance  Company  of  Ohio 
Bates  Drive 
P.O.  Box  281 
Pickerington,  Ohio  43147 
(614)  864-7100 
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Obituaries 


RICHARD  I.  BRASHEAR,  M.D.,  Naples,  Florida; 
The  Ohio  State  University  College  of  Medicine,  1925; 
died  September  12. 

HARRY  A.  GUSMAN,  M.D.,  West  Bloomfield, 
Michigan;  Jefferson  Medical  College  of  Thomas  Jeffer- 
son University,  Philadelphia,  1926;  age  78;  died  October 
15;  member  OSMA  and  AMA. 

FRANK  J.  KERN,  M.D.,  Cleveland;  Case  Western 
Reserve  University  School  of  Medicine,  1912;  age  92; 
died  October  5,  1979;  member  OSMA  and  AMA. 

JOSEPH  LINDNER,  SR.,  M.D.,  Cincinnati;  Uni- 
versity of  Cincinnati  College  of  Medicine,  1921;  age  83; 
died  June  19;  member  OSMA  and  AMA. 

DONALD  K.  MICHEL,  M.D.,  Delaware;  The  Ohio 
State  University  College  of  Medicine,  1954;  age  51;  died 
October  4;  member  OSMA  and  AMA. 


JOSEPH  NEWSOME,  M.D.,  Youngstown;  The 
Ohio  State  University  College  of  Medicine;  1952;  age  55; 
died  September  25;  member  OSMA  and  AMA. 

DWIGHT  PALMER,  M.D.,  Columbus;  The  Ohio 
State  University  College  of  Medicine,  1932;  age  73;  died 
October  15;  member  OSMA  and  AMA. 

DANIEL  G.  SANOR,  M.D.,  Columbus;  The  Ohio 
State  University  College  of  Medicine,  1921;  age  81;  died 
September  23;  member  OSMA  and  AMA. 

MORRIS  WEINBLATT,  M.D.,  Toledo;  University 
of  Michigan  Medical  School,  Ann  Arbor,  1932;  age  75; 
died  October  4;  member  OSMA  and  AMA. 

RICHARD  A.  DIETRICH,  M.D.,  LaRue;  Temple 
University  School  of  Medicine,  Philadelphia,  1938;  age 
66;  died  October  2;  member  OSMA. 

ROBERT  G.  ARMSTRONG,  M.D.,  Cincinnati; 
University  of  Cincinnati  College  of  Medicine,  1942;  age 
65;  died  September  25;  member  OSMA  and  AMA. 


we  can  provide 
some  form  of 
health  insurance 

to  . . . 


of  OSMA  members — regardless  of  health  history 

Comprehensive  protection  is  available  for  you 
and  your  family  with  the  OSMA  sponsored 
Hospital  Confinement  Insurance  Plan,  com- 
prehensive  Major  Medical  Insurance  and  the 
Excess  Major  Medical  Insurance  Plan.  Also 
available  to  Ohio  physicians  are  Disability 
Income  Coverage,  Practice  Overhead  Expense 
Coverage,  Life  Insurance  and  Accidental 
Death,  Dismemberment  and  Disability  Insur- 
ance. Choose  the  plans  that  fill  your  insur- 
ance needs  and  send  the  coupon  today  for 
complete  details.  Or  better  yet  for  immedi- 
ate information,  call  us  collect! 


DANIELS-HEAD  & ASSOCIATES,  INC. 

Daniels-Head  Building 
Portsmouth,  Ohio  45662 
Telephone  614/354-4561 


I have  checked  the  plans  in  which  I am  most  interested.  Please 
send  me  complete  details  on  how  I can  take  advantage  of  this 
high  value  insurance  protection  at  low  group  rates. 

OSMA  SPONSORED  PLANS 

□ HOSPITAL  CONFINEMENT  INSURANCE  PLAN 

□ COMPREHENSIVE  MAJOR  MEDICAL  INSURANCE 

□ EXCESS  MAJOR  MEDICAL  INSURANCE 
ALSO  AVAILABLE  TO  OHIO  PHYSICIANS 

□ DISABILITY  INCOME  PROTECTION 

□ ACCIDENTAL  DEATH,  DISMEMBERMENT  and  DISABILITY 
INSURANCE 

□ PRACTICE  OVERHEAD  EXPENSE  PROTECTION 

□ LIFE  INSURANCE 

Name 

Address 

City 

State 


_Zip_ 
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JOHN  E.  ALBERS,  M.D.,  STANLEY  LUCAS, 
M.D.,  STEWART  B.  DUNSKER,  M.D.,  and  ROBERT 
J.  HASL,  M.D.,  Cincinnati,  testified  before  the  Select 
Committee  on  Health  Care  Costs  in  Cincinnati  this  fall. 


ARNOLD  ALLEN,  M.D.,  Dayton,  was  appointed 
chairman  of  the  Department  of  Psychiatry  at  Wright  State 
University.  Before  his  new  appointment,  Dr.  Allen  was 
vice-chairman  of  the  department. 

ROBERT  C.  ATCHLEY,  M.D.,  Oxford,  has  been 
elected  chairman  of  the  Ad  Hoc  Commission  on  Geria- 
tric Medicine.  The  Commission  solicits  applications  and 
awards  grants  to  Ohio’s  seven  medical  schools  to  advance 
their  geriatric  medicine  programs. 


PHILIP  CARA  VELLA,  M.D.,  Westlake,  was  elect- 
ed to  a two-year  term  on  the  board  of  directors,  Ohio 
Academy  of  Family  Physicians.  He  currently  is  assistant 
director  of  the  family  practice  residency  program  of 
Fairview  General  Hospital. 

The  American  Academy  of  Pediatrics’  William  E. 
Ladd  award  was  given  to  H.  WILLIAM  CLATWOR- 
THY,  JR.,  M.D.,  Columbus,  in  recognition  of  his  out- 
standing contributions  to  the  field  of  pediatric  surgery. 

In  particular,  Dr.  Clatworthy  w-as  honored  for  his 
work  in  the  areas  of  education  and  research,  and  for 
his  clinical  contributions  to  the  field  of  pediatric  sur- 
gery. In  selecting  Dr.  Clatworthy  for  this  award,  the 
Section  on  Surgery  especially  noted  his  research  in  the 
management  of  portal  hypertension  and  in  shunt  surgery. 

MARTHA  N.  FRANZ,  M.D.,  Dayton,  was  elected 
chief  of  staff  of  Children’s  Medical  Center.  Dr.  Franz  is 
the  first  female  physician  elected  to  the  position. 

HYMER  L.  FRIEDELL,  M.D.,  Ph.D.,  Cleveland, 
was  reelected  vice  president  of  the  National  Council  on 
Radiation  Protection  and  Measurements.  Doctor  Friedell 
is  a staff  radiologist  at  the  University  Hospitals  of  Cleve- 
land. 

BRUCE  D.  GRAHAM,  M.D.,  Columbus,  was  in- 
stalled as  the  50th  president  of  the  American  Academy 
of  Pediatrics  this  October. 


The  20,000-member  Academy  is  the  Pan  American 
association  of  physicians  certified  in  the  care  of  infants, 
children  and  adolescents. 

Dr.  Graham  was  AAP  vice  president  and  president 
elect  for  the  term  1978  to  1979.  During  his  term  as  vice 
president,  Dr.  Graham  served  as  chairman  of  the  AAP 
Executive  Board’s  Advisory  Committee  to  the  Board  on 
Committees  and  the  AAP  Committee  on  Location  of  the 
Central  Office,  and  acted  as  the  AAP  liaison  represen- 
tative to  a variety  of  organizations,  including  the  Na- 
tional Medical  Association,  American  College  of  Physi- 
cians, CHAMP  (Children’s  Hospitals  Automated  Med- 
ical Program),  and  the  National  Association  of  Children’s 
Hospitals  and  Related  Institutions.  Upon  accepting  the 
vice  presidency,  Dr.  Graham  relinquished  his  position  as 
chairman  of  the  AAP  Finance  Committee  and  of  the 
AAP  Committee  on  Operations.  Before  being  elected 
vice  president  and  president  elect,  Dr.  Graham  served 
as  AAP  District  V alternate  chairman,  1967  to  1971,  and 
chairman,  1971  to  1978. 


DON  HUGHES,  M.D.,  Van  Wert,  recently  com- 
pleted his  5,000th  mile  of  jogging.  Consequently,  Dr. 
Hughes  won  the  Van  Wert  YMCA  Runner  of  the  Month 
Award. 


I.  W.  KIM,  M.D.,  and  C.  K.  WOO,  M.D.,  both 
from  Ashtabula,  have  been  named  medical  directors  of 
Maternity  Care  Services  in  Geneva.  The  service  provides 
prenatal  care  to  over  100  low  income  pregnant  women 
per  year. 

FRANK  B.  METTING,  M.D.,  Findlay,  was  ap- 
pointed associate  medical  director  of  Marathon  Oil  Com- 
pany. 
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The  board  of  trustees  of  the  American  Cancer  So- 
ciety, Ohio  Division,  Inc.,  has  elected  JOHN  J.  NEW- 
TON, M.D.,  Sylvania,  as  president  of  the  Society.  The 
Board  also  elected  WILLIAM  T.  COLLINS,  M.D., 
Lima,  as  secretary. 


A.  BURTON  PAYNE,  M.D.,  Ironton  and 
THOMAS  PRICE,  JR.,  M.D.,  Gallipolis,  were  reelected 
as  vice  presidents  of  the  Ohio  Valley  Health  Services 
Foundation.  WILLIAM  T.  WASH  AM,  M.D.,  Waverly, 
was  reelected  as  the  legal-medical  advisor. 


JOHN  MINTON,  M.D.,  Columbus,  was  honored  as 
an  outstanding  1978-1979  Crusade  volunteer  by  the 
Franklin  County  Unit  of  the  American  Cancer  Society  at 
their  recent  annual  awards  banquet. 


WILLIAM  P.  MONT  ANUS,  M.D.,  Springfield,  has 
retired  after  practicing  surgery  for  34  years.  He  was  re- 
cently feted  during  a dinner  held  in  his  honor.  The 
staff  of  Friends  of  Mercy  (Medical  Center)  presented 
an  award  to  him  for  “outstanding  service.”  He  joined 
the  medical  center  in  1949  as  chief  of  surgery  and  re- 
mained in  that  position  for  20  years. 


Several  OSMA  members  received  special  awards 
from  Marymount  Hospital  in  Garfield  Heights.  VILIS 
A.  NAG  FI.  IS,  M.D.,  and  JOSEPH  L.  SYEIILA,  M.D., 
Cleveland,  were  honored  for  their  25  years  of  outstanding 
and  dedicated  services  performed  for  the  hospital.  WIL- 
LIAM V.  TROWBRIDGE,  M.D.,  Cleveland,  also  re- 
ceived a plaque  for  25  years  of  meritorious  service.  The 
President’s  Plaque  of  polished  wood  with  a gold  scroll  was 
awarded  to  RICHARD  F.  CATALANO,  M.D.,  Cleve- 
land, for  his  services  as  this  year’s  medical  staff  president. 
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KINC,  David  B 170 

KIRK,  Robert  C.  538 

KIWALA,  Raymond  A 643 

KLEIN,  Charles  M 540 

KLEIN.  David  L 717 

KOEHLER,  Joseph  S 170 

KRAMER,  John  A 538 

KRIEGER,  James  S 717 

KUEFIN,  Adelbert  J.  G 170 

KUL1.E,  Henry  R 170 

KUNIN,  Calvin  M 539 

KURTZ,  Kenneth  170 


L 

LAKHANI,  P.  R 19] 

LA  MAIDA,  Vincent  T 471 

LANE,  Raynald  642 

LANGSLEY,  Donald  G 411 

LAUSTER,  Carl  F 170 

LAVAPIES,  Felipe  V 643 

LEAVITT,  Reuben  D.  170 

LeBARRE,  Nestor  M 170 

LECHNER,  Mr.  Ed  466 

LEFFI.ER,  William  B 538 


LEHNER,  Mr.  Larry  K 423 

LEHWALD,  Carl  J 108 

LEIER,  Carl  V 577 

LENAHAN,  Florence  C 191 

LEVIS,  Michael  P 475 

LEWICKY,  Witold  G 170 

LEWIS,  Richard  P 540 

LEWIS,  W.  J.  (Jack)  39,  463,  576 

LIEBELT,  Robert  A 163 

LIGHTHIZER,  Charles  W 170 

LIMBACH,  Earl  F 170 

LINCKE,  Carl  A 471 

LISS,  Leopold  471 

LITWIN,  Morris  J 170 

LIVINGSTON,  M.  W 538 

LOEFFLER,  Donald  F 717 

LOGAN,  Francis  W.  (deceased)  170 

LOOMIS,  Elmer  C 170 

LOOP,  Floyd  D : 540 

LOWERY,  Howard  576 

LUBENS,  Herman  M 717 

LUCAS,  Stanley  423,  797 

LUTES,  Richard  191 

LYNNE,  Harry  K 108 


M 

MABEE,  Horace  G 170 

MACYS,  Joseph 170 

MAHAN,  Victor  H 170 

MAHONEY,  William  P 191 

MAKLEY,  Torrence  A.,  Jr 109 

MALONG,  Edmund  W 170 

MAGENHE1M,  Herbert  G 471 

MANDEL,  Mark  A 642 

MARGOLIN,  E.  Gordon 540 

MARGOLIN,  Harold  N 576 

MARSHALL,  Edward  A 540 

MATEJCZYK,  Mary  Blair 109 

MAXON,  Harry  R 540 

MAY,  Albert  N 109,  642 

MAYFIELD,  Frank  H 163,  475 

McCUSKEY,  Merritt  C.  (deceased)  170 

McGAREY,  Miss  Mary  44 

MoILROY,  George  H 643 

McKINLAY,  Robert  T 642 

McMATH,  Joseph  S 170 

Mc.NELLY,  Roscoe  C 170 

MEILING,  Richard  L 423.  475 

MERSOL,  Valentin  191 

METTING,  Frank  B 797 

METZGER,  Paul  S 109,  475,  540 

MILLER,  Roy 191,  540 

MINNING,  Carl  A 475 

MINTON,  John  Peter  642 

MONTANUS.  William  P 797 

MONTGOMERY,  David  M 538 

MOODIE.  Douglas  S 577 

MORGAN,  Chester  A 170 

MORGAN,  Thomas  W 41,  463,  466,  475, 

491,  549,  615,  679 

MORGAN,  Mrs.  Thomas  W 463,  466,  475 

MORROW,  Grant .540 

MOSKOWITZ,  Myron  576 

MURBACH,  Edwin  R 540,  642 

MURPHY,  W.  Lowell  411 

N 

NAGELIS,  Vilis  A 797 

NAHIGIAN,  Stanley 191 

NELSON,  George  1 191 

NEWTON,  John  J 797 

NIMS,  Thomas  A 191 

NOWAK,  Richard  J 642 


o 

OBETZ,  Robin  C 170 

OLSON,  Stanley  W 163,  643 

ORR,  James  M 109 

ORR,  Paul  F 110 

ORWIG,  John  C 170 

P 

PAGE,  Hart  F„  C.A.E 576 

PAGE.  Robert  0 170 

PALEY,  Moses 170 

PARAS,  Thomas  P 471 

PARRIS,  Herbert  A 576 
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PATEL,  Rajendrabhai  A,  . 

PAVEY,  Charles  W 

PAYNE,  A Burton  

PAYNE,  Charles  B 

PEERLESS,  Sidney  A.  . . . 

PERRY,  William  H 

PFAHL.  S.  Baird,  Jr 

PICHETTE,  C,  Edward  . . 
PIERSON,  Mr.  Charles  G. 
PINSKY,  S.  Theodore  . . . 

PLACE,  Maitland  D 

pnm  OS,  Pete  N„  Jr. 
PORTERFIELD,  H.  Willia 

POULOS,  John  

PRICE,  Thomas.  Jr 

PROCHASKA,  Charles  J. 


110 

170 

471,  797 

110 

717 

170 

475 

203,  475 

422 

540 

170 

110,  191 

. . .463,  466,  471,  475 

163 

797 

643 
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RAB,  Thomas  P 

REAMY,  H.  Judson  . . 
REED,  Benjamin  IT,  Jr. 

REED,  Ernest  C 

REGAN,  William  L.  . . . 
REPASKY,  John  G.  . . . 
RHODEN,  Vernon  E.  . 


RHODES,  Gov.  James  A 230,  463,  466,  475 

RINDERKNECHT,  Robert  E 643 

RINGER,  Robert  A 475 

RITTERSHOFER,  Clare  R 170 

ROBBINS,  Frederick  C 110,  540 

ROBECHEK,  P.  John  39,  463,  466 

ROBERTSON,  Viola  Startzman  191 

ROBERTSON,  W,  Denney  108 

ROBINSON,  John  M 643 

ROCHE,  Alex  F.,  Ph.D HO 

ROTH,  Oliver  K 163,  643 

ROTHENBERG,  Robert  C 170 

ROTHERMICH,  Norman  0 191 

ROWE,  Kenneth  W.,  Jr 163 

ROWLEY.  Kenneth  643 

RUPP.  Alice  (deceased)  170 

RUPPERSBERG,  Anthony  J , Jr 471 

RUPPERT,  Richard  D 463,  643 

RUSSELL,  Wallace  C 191 

RUTENBERGS,  Verners,  Sr 170 


s 


SAENGER,  Eugene  L 110 

SAWAN,  Edward  A 538 

SAX,  Janet  B 577 

SCHAFFNER.  Marlowe  H 643 

SCHERBEL,  Arthur  L 191,  577 

SCHLEMMER,  John  B 539 

SCHLOSS,  Charles  K 170 

SCHMIDT,  Richard  T,  F 41 

SCHNEBLY,  Frederick  C 471 

SCHNEIDER,  Richard  V 489 

SCHREIBER,  Jack 36 


SCHULTZ,  John  P 540 

SCHWAB,  Louis  717 

SCHWARTZ,  Sandor  A 170 

SCHWARZELL.  Henry  H 170 

SCHWIETERMAN,  Donald  J 108 

SELNICK,  William  B 108 

SETTLE,  Harold  P„  Jr 577 

SHAMESS,  C,  1 538 

SHANE,  Francis  W 170 

SHAPIRO,  Manuel  A 170 

SHARP,  Helen  C 170 

SHARP,  Howard  V 170 

SHAVER,  Harry  j 191 

SIDENBERG,  Stanley  S 170 

SILBERMAN,  Harold  M 108 

SMI'I  H,  Frederick  C 643 

SMITH.  Leonard  K 108,  475 

SMI  I H,  Robert 110 

SMITH,  Robert  N 40 

SMITH,  Warren  W 463 

SMITH-E-INCAS,  Jamie 411 

SNYDER,  Don  K 108 

SODEMAN,  William  A.,  Sr 34,  39,  577 

SOMMA,  Fred  F 471 

SOTOS,  Juan  F 540 

SOVIC.  William  E 466 

SPENCE,  James  C.  (deceased)  170 

SPRAGG,  Carl  E 163,  463 

SPROULI.,  Hazel  L 170 

STACK,  Sister  Jeanne  422 

STAHLER,  John  C 538 

STEGEMILLER,  Robert  466 

STETN REICH,  Otto  S 110,  191 

STEURNAGAL,  J.  F 538 

STEWART,  Bruce  II 717 

ST.  JOHN,  Clement  F 170 

STOUT,  Walter  577 

STRASSMAN,  Selig  S 577 

STRIKMAN,  Max  170 

SUI  1 IVAN,  Mr.  Raymond  T„  Jr 36 

SL1PPES,  Frederick  T 463 

SUTULA,  Ms.  Delores 423 

SVEHLA,  Joseph  L 797 

SWETT,  Chester  P 643 


T 


TAMBE,  Alan  A 717 

TANDATNICK,  Joseph  W <J75 

TEDROW,  George  C 170 

TEW,  John  M„  Jr 540 

THALER,  Donald  M 110 

THOMAS,  Mary  A 163 

THOMAS,  Robert  G 34,  202,  466 

THOMPSON,  George  0 170 

THOMPSON,  Rodney  M 108 

TODD,  Thomas  U. 643 

TONDOW,  David 577 

TOREM,  Moshe  411 

TORI,  Joseph  108 

TORRENS,  Mr.  David  C 463 

TRIFFON,  Douglas  643 


TROWBRIDGE,  William  V 798 

TSCHANTZ,  Robert  E 463 

TUCKERMAN,  Warner  W 475 


V 

VAN  FOSSEN,  Albert  W 411 

VAN  MANSON,  Charles  E 170 

VERHOFF,  John  E 643 

VILTER,  Richard  W 411 


w 

WAI.EN,  Ralph  471 

WALLACE.  Richard  H 110,  170- 

WARREN,  Don  G 191 

WARREN,  James  F 540 

WASHAM,  W,  Thomas  577,  798 

WAY,  Karl  D 170 

WAYLONIS,  George  W 466,  471 

WEDDINGTON,  Wilburn  H 163,  643 

WEIKER,  Carton  G 163 

WELLS,  William  M 466,  475,  538 

WENNER,  Donald  R 108 

WENZEL,  Richard  163 

WHARTON,  Charles  W 411 

WHITE,  Robert  J 110,  475,  540 

WIDMANN,  Donald  Eric  577 

WILBURN,  Mr,  L.  T„  Jr 422 

WILKERSON,  Scott 576 

WILLIAMS,  J.  Hutchison 471 

WILLIAMS,  Tennyson  163 

WINGARD.  Richard  J 423 

WINSCH,  John  J 110 

WINTER,  Chester  C 538 

WOLF,  Norman  T 108 

WOO.  C.  K 797 

WOOD,  G.  Howard  643 

WOODWARD,  George  D 170 

WOOLEY,  Charles  F. 577 

WRIGHT,  Gene  E 643 

WRIGHT,  Pauline  R 170 

WYLIE,  Rep.  Chalmers  P 422 


Y 

YATES,  Allan  J 717 

YOUNG,  Robert  S 163 

YURICK,  Edward  A 170 

YUT,  Joseph  P 466 


z 

ZARTMAN,  Edward 538 

ZIEGLER,  Steven  A 475 

ZODIKOFF,  Rudolph  M 170 

ZOLLINGER,  Robert  M 411 

ZUCK,  Theodore  T 170 
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